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Acharacter
all its own.
Valium (diazepam/Roche)

is a benzodiazepine with a
character all its own.

Pharmacologically, it is a potent
skeletal muscle relaxant and anticon-

vulsant (in adjunctive use), as well

as an antianxiety agent. Pharmaco-
kinetically, only Valium provides
active diazepam as well as the active

metabolites 3-hydroxydiazepam,
desmethyldiazepam and oxazepam.

But the individual character of

Valium is even more apparent clinically

than pharmacokinetically. And far

more significant. That’s because of the

patient response obtained with Valium.

A response which brings a calmer
frame of mind. A response which has a
pronounced effect on the somatic
symptoms of anxiety, particularly mus-
cular tension. A response which helps

the patient feel more like himself again

because of the way Valium reduces the

overwhelming symptoms of anxiety

and psychic tension.

Another important aspect of the

clinical character of Valium is safety.

Though drowsiness, ataxia and fatigue

are possible, these and more serious

side effects are rarely a problem. Of
course, as with all CNS-acting drugs,

patients taking Valium should be cau-
tioned against driving, operating

dangerous machinery or the simulta-

neous ingestion of alcohol.

Unquestionably, many psycho-
therapeutic agents, including other

benzodiazepines, have antianxiety

effects. But one fact remains: you get

a certain kind of patient response
with Valium. It’s a response you want.
A response you know. A response you
trust as part of your overall manage-
ment of anxiety and psychic tension.

Valiunf®
diazepam/Roche

2-mg, 5-mg,10-mg scored tablets

a prudent choice in psychic
tension and anxiety

Before prescribing, please consult complete product
information, a summary of which follows:

Indications: Tension and anxiety states; somatic complaints

which are concomitants of emotional factors; psychoneurotic

states manifested by tension, anxiety, apprehension, fatigue, de-

pressive symptoms or agitation; symptomatic relief of acute agita-

tion, tremor, delirium tremens and hallucinosis due to acute alco-

hol withdrawal; adjunctively in skeletal muscle spasm due to re-

flex spasm to local pathology; spasticity caused by upper motor
neuron disorders; athetosis; stiff-man syndrome; convulsive dis-

orders (not for sole therapy).

The effectiveness of Valium (diazepam/Roche) in long-term use.

that is, more than 4 months, has not been assessed by systematic

clinical studies. The physician should periodically reassess the

usefulness of the drug for the individual patient.

Contraindicated: Known hypersensitivity to the drug. Children

under 6 months of age. Acute narrow angle glaucoma; may be
used in patients with open angle glaucoma who are receiving

appropriate therapy.

Warnings: Not of value in psychotic patients. Caution against

hazardous occupations requiring complete mental alertness.

When used adjunctively in convulsive disorders, possibility of in-

crease in frequency and/or severity of grand mal seizures may
require increased dosage of standard anticonvulsant medication;

abrupt withdrawal may be associated with temporary increase in

frequency and/or severity of seizures. Advise against simulta-

neous ingestion of alcohol and other CNS depressants. With-

drawal symptoms (similar to those with barbiturates and alcohol)

have occurred following abrupt discontinuance (convulsions,

tremor, abdominal and muscle cramps, vomiting and sweating).

Keep addiction-prone individuals under careful surveillance be-

cause of their predisposition to habituation and dependence.
Usage in Pregnancy: Use of minor tranquilizers during
first trimester should almost always be avoided be-
cause of increased risk of congenital malformations as
suggested in several studies. Consider possibility of

pregnancy when instituting therapy; advise patients to
discuss therapy if they intend to or do become preg-
nant.

Precautions: If combined with other psychotropics or anticon-

vulsants, consider carefully pharmacology of agents employed;
drugs such as phenothiazines, narcotics, barbiturates, MAO in-

hibitors and other antidepressants may potentiate its action.

Usual precautions indicated in patients severely depressed, or

with latent depression, or with suicidal tendehcies. Observe usual

precautions in impaired renal or hepatic function. Limit dosage to

smallest effective amount in elderly and debilitated to preclude

ataxia or oversedation.

Side Effects: Drowsiness, confusion, diplopia, hypotension,

changes in libido, nausea, fatigue, depression, dysarthria, jaun-

dice. skin rash, ataxia, constipation, headache, incontinence,

changes in salivation, slurred speech, tremor, vertigo, urinary re-

tention, blurred vision. Paradoxical reactions such as acute

hyperexcited states, anxiety, hallucinations, increased muscle
spasticity, insomnia, rage, sleep disturbances, stimulation have
been reported; should these occur, discontinue drug. Isolated

reports of neutropenia, jaundice; periodic blood counts and liver

function tests advisable during long-term therapy.

Dosage: Individualize for maximum beneficial effect. Adults: Ten-

sion, anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to q.i.d.;

alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5 mg t.i.d. or

q.i.d. as needed; adjunctively in skeletal muscle spasm, 2 to 10

mg t.i.d. or q.i.d.; adjunctively in convulsive disorders, 2 to 10 mg
b.i.d. to q.i.d. Geriatric or debilitated patients: 2 to 2’/2 mg, 1 or 2

times daily initially, increasing as needed and tolerated. (See Pre-

cautions.) Children: 1 to 2V2 mg t.i.d. or q.i.d. initially, increasing

as needed and tolerated (not for use under 6 months).

Supplied: Valium® (diazepam) Tablets, 2 mg, 5 mg and 10 mg—
bottles of 100 and 500; Tel-E-Dose® packages of 100, available in

trays of 4 reverse-numbered boxes of 25, and in boxes containing

10 strips of 10; Prescription Paks of 50, available singly and in

trays of 10.
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Failure ofAuscultation and

Echocardiography to Detect Prosthetic

Mitral Valve Thrombosis

EDWIN B. ANDERSON, JR., M.D.; LAURENCE A. GROSSMAN, M.D.;

RANDT. FREDERICKSON, M.D.; and WILLIAM C. ALFORD, M.D.

As the use of prosthetic cardiac valves has

become commonplace, experience in evaluation

of malfunctioning prostheses has grown, but non-

invasive evaluation of the function of prosthetic

valves remains imperfect. The following case pro-

vides a dramatic illustration.

Report of a Case
This 43-year-old white woman underwent

mitral valve replacement in 1975 at the age of 39

with a Lillehei-Kaster prosthesis for mitral ste-

nosis of presumed rheumatic etiology. Her only

other significant problem was recurrent asthmatic

bronchitis, attributed in part to a two-pack-per-

day smoking habit. She did well except for an

episode of chest pain and myalgia attributed to

the postcardiotomy syndrome three months post-

operatively, and an episode of transient visual loss

in her left eye ten months postoperatively, thought

possibly due to retinal artery embolus.

In January, 1979 she developed an upper

respiratory infection with low-grade fever and

From the Department of Medicine (Drs. Anderson
and Grossman), Vanderbilt University Medical Center,
and the Department of Medicine (Dr. Frederickson)
and the Department of Cardiac and Thoracic Surgery
(Dr. Alford), St. Thomas Hospital, Nashville, Tenn.

Reprint requests to 345 - 24th Ave. North, Nashville,

TN 37203 (Dr. Anderson).

productive cough. The cough became progres-

sively more severe and paroxysmal despite oral

antibiotics, and in February she was referred to

St. Thomas Hospital, Nashville, Tenn., for evalu-

ation. Studies including bronchoscopy revealed

only a mild bronchitis. An echocardiogram indi-

cated normal function of the mitral prosthesis. She

responded to prolonged administration of anti-

biotics and bronchodilators and was discharged

improved.

She felt relatively well for two weeks after

discharge, but then began to develop ankle edema
and dyspnea on exertion. Her symptoms improved
transiently with furosemide and prazosin, but then

worsened over the next several weeks. In addi-

tion, she developed a dry cough, frequent night

sweats and low-grade fever.

In early May she was admitted to her local

hospital and found to be in severe congestive

heart failure which failed to respond to the usual

supportive measures over a two-week period.

On the day of transfer to St. Thomas Hospital

her condition deteriorated, with severe dyspnea
at rest, hypotension, and fever to 103.1 F (39.5

C).

On arrival she was acutely ill, sitting straight

up in bed with severe respiratory distress; blood
pressure was 60/50 mm Hg, heart rate 152,
temperature 103 F (39.4 C). Her prosthetic

JANUARY, 1980 11
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valve sounds were crisp and audible to the un-

aided ear of three observers, including a consult-

ing cardiologist. There was a grade II/VI systolic

murmur at the xiphoid and a I/VI high-pitched

diastolic murmur along the left sternal border.

There were rales at both lung bases and 2+
pitting presacral edema. Chest x-ray showed pul-

monary edema with borderline cardiac enlarge-

ment. Echocardiogram showed normal motion of

the mitral prosthesis (Fig. 1), normal left ven-

tricular function, and left atrial diameter of 5.7

cm, having doubled since the last study three

months previously (Fig. 2). A Swan-Ganz cathe-

ter showed a mean pulmonary capillary wedge

pressure of 65/40 mm water. Emergency cardiac

catheterization was considered but could not be

done because the patient had to sit upright in

order to breathe. Dopamine was required to main-

tain a systolic blood pressure of 60 mm Hg, and

urine volume did not increase in response to

furosemide.

Several hours after admission the closing sound

of the prosthesis decreased, but in the face of

obvious low-flow and shock, the significance of

this finding was difficult to assess.

At 3 AM, approximately eight hours after ad-

mission, she was taken to the operating room.

When the prosthesis was exposed there was mini-

mal motion of the disc. There was a pannus on

the left atrial side and an organized thrombus on

the ventricular side which prevented the valve

from being opened more than 1 or 2 mm. The
valve was replaced with a porcine prosthesis, and

within 24 hours the wedge pressure had fallen to

17 mm, and the patient was breathing comfort-

ably with normal vital signs. Swab cultures of the

prosthesis grew staph epidermidis sensitive to all

antibiotics tested. The patient was treated for two

weeks with intravenous cefazolin, and was dis-

charged to continue cephalexin and probenecid

(Benemid) orally for two weeks.

Comments
This case illustrates the pitfalls of noninvasive

evaluation of prosthetic valve function. The de-

cision to perform emergency open-heart surgery

on this patient in shock and pulmonary edema
was based on the findings of an enlarging left

atrium, very high pulmonary wedge pressure, and
a normal left ventricle as assessed by echocardiog-

raphy. The fact that her prosthetic valve motion
was apparently normal as assessed initially by

Figure 1. Echocardiogram done at the time of admis-
sion showing marked left atrial enlargement and ap-
parently normal motion of the mitral prosthesis.

Figure 2. Echocardiogram done three months prior to
admission.

12 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



auscultation of valve sounds and echocardiog-

raphy is unsettling, but previous experience indi-

cates that neither auscultation nor ultrasound is

entirely reliable in evaluating prosthetic valve

function.^

Auscultation of prosthetic valve sounds may be

difficult to assess. With conventional ball and disc

prostheses, the opening sound represents the im-

pact of the occluder on the cage. The closing

sound represents the occluder striking the an-

nulus of the apparatus. With a tilting disc valve,

the closing sound is a metallic clank as the disc

strikes the inferior restraining portion of the

prosthesis. The opening sound of the Lillehei-

Kaster prosthesis may be inaudible, and in the

Bjork-Shiley valve is much less intense than the

closing sound.^ Patients with normally function-

ing mitral prostheses may have an early to mid-

systolic murmur heard loudest at the apex,

reflecting turbulent flow, which may be difficult

to distinguish from the murmur of mitral incom-

petence due to a paravalvular leak.

On the other hand, a paravalvular leak may

produce no murmur at all.^ Thrombus formation

and ball valve variance, or distortion in shape,

two other common problems, would both be ex-

pected to produce delayed, diminished thudding

opening sounds,^ although subtle changes are very

difficult to interpret.

As illustrated by this case, the valve sounds

may be apparently normal, even to experienced

observers, in the face of a severely malfunctioning

prosthesis.

A leading textbook makes the statement that

“echocardiography is an invaluable aid in judging

the opening events with this type (Lillehei-Kaster)

valve.” ^ However, echocardiographic evaluation

of prosthetic valves may also be fraught with

difficulties. One important factor is the excursion

of the ball or disc; incomplete excursion may
indicate incomplete closure from thrombus or

vegetation on the seat of the valve. In ball valves,

the poppet or ball excursion as estimated by echo-

cardiography is a sensitive and reliable indicator

of malfunction, since reproducibility is excellent.^

However, in disc valves measurement of excursion

is less precise and reliable. Velocity of opening

and closing of the central occluder has been rec-

ommended as an indicator of valve function, but

may have a great deal of variability in the same

patient because of heart rate, ventricular function,

or any change in cardiac output.^ When the cen-

tral disc or poppet contains a radio-opaque

marker, fluoroscopy is useful in assessing proper

motion. The Lillehei-Kaster valve does not con-

tain such a marker.

Combined phonocardiography and echocardi-

ography may be used to measure the A2-MVO
(mitral valve opening) interval.^ This is the in-

terval between the aortic component of the second

sound and the opening sound of the mitral pros-

thesis. A narrowed A2-MVO interval may be

indicative of early mitral opening due to elevated

left atrial pressure resulting from prosthetic valve

obstruction or incompetence, but left ventricular

dysfunction will prolong the A2-MVO interval,

since left ventricular relaxation is delayed. Hence,

paravalvular regurgitation or valve obstruction in

the presence of left ventricular dysfunction may
result in a normal A2-MVO interval.

In summary, it may be difficult if not impossible

to rule out prosthetic valve malfunction on the

basis of physical examination and echocardiog-

raphy. Regardless of the physical and echocardio-

graphic findings, in any patient with rapid cardiac

decompensation and a prosthetic valve in place,

cardiac catheterization should be strongly con-

sidered. In extreme situations emergency valve

replacement may be lifesaving.

Summary
In this 43-year-old woman infection and throm-

bosis of a mitral valve prosthesis resulted in shock

and pulmonary edema. Valve sounds were normal

by auscultation, and valve motion appeared nor-

mal by echocardiography. The diagnosis was con-

firmed and the valve replaced at emergency

operation. As data from noninvasive studies on
the function of the prosthetic valve were mislead-

ing, the problems of noninvasive evaluation of

prosthetic valve dysfunction are discussed./- ^
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Nonbacterial Thrombotic Endocarditis:

A Specific Lesion of Trousseau s Syndrome

CHARLES E. KOSSMANN, M.D

Cardiologists have not, for the most part, had

a great deal of interest in nonbacterial thrombotic

endocarditis, probably because of the belief that

it could not until recently be diagnosed with

certainty, had no known therapy, and was more

or less an agonal pathological curiosity of un-

known cause. The lesion has through the years

had a variety of designations—marantic, cachectic,

simple, terminal and others. Most popular has

been nonbacterial thrombotic endocarditis

(NBTE), a designation made by Gross and

Friedberg,^ but which Friedberg later admitted ^

was a misnomer because there was no endocar-

ditis as such. The lesion is at the line of closure

of one or more valves usually on the left side of

the heart, consists of sterile verrucae made up of

platelets and fibrin, but displays no evidence of

inflammatory reaction in the underlying substance

of the valve. With these specific characteristics it

should be called more appropriately aseptic val-

var thrombosis (AVT) or simply valvar throm-

bosis.

For some time oncologists and hematologists

have been aware of the association of AVT (or

NBTE) with the coagulopathy encountered in

certain neoplasms. In fact, initial observations

leading to this awareness were made by Trous-

seau more than a century ago ^ who described

single or migrating episodes of deep vein throm-

bophlebitis (phlegmasia alba dolens) to be a

sign of malignancy. To quote from a translation

by Cormack and Bazire of Trousseau’s Lectures

on Clinical Medicine^:

“So great, in my opinion, is the semiotic value of

phlegmasia in the cancerous cachexia that I regard

this phlegmasia as a sign of the cancerous diathesis

as certain as the sanguinolent effusion into the

serous cavities.”

From the Department of Medicine, Division of

Circulatory Diseases, University of Tennessee College of

Medicine, Memphis, Tenn.
Reprint requests to Department of Medicine, Uni-

versity of Tennessee, 951 Court Ave., Memphis, TN'
38163 (Dr. Kossmann).

The correctness of Trousseau’s sign of cancer

has been validated repeatedly. Further, sporadic

reports in increasing numbers have appeared to

indicate that abnormalities of coagulation respon-

sible for the sign can produce a myriad of other

manifestations, among them aseptic valvar throm-

bosis with systemic emboli. The data published

on 182 cases of neoplasia, including ten case

reports personally reviewed, in the decade 1960

to 1970 have been collected and collated in an

unusually thorough manner by Sack, Levin, and

Bell.^ That report and several other recent ones

leave little doubt that Trousseau’s phlegmasia is

often associated (perhaps in as many as 75%)
with a sterile intracardiac valvar thrombosis.

Mechanism of Intravascular Clotting in

Trousseau's Syndrome
The common denominator in the many protean

manifestations of Trousseau’s syndronle (Fig. 1)

is the direct or indirect release of procoagulation

factors by cancer cells. Several possibilities affect-

ing both the extrinsic and intrinsic (cascade)

pathways of coagulation have been suggested on

the basis of a number of experimental biochem-

ical and clinical studies. The extrinsic pathway

may be activated by thromboplastins generated

by the malignancy itself, the tissues injured by it,

or both. Hageman factor (XII) may be activated

in the intrinsic pathway by collagen exposed from

neoplastic disruption or destruction of endothe-

lium.®’^ Mucin, a product of some adenocarci-

nomas, has been shown experimentally to

activate factor X independent of factor VII, be-

having in this regard like Russell viper venom or

trypsin. In any case the result is disseminated

intravascular coagulation (DIG) which manifests

itself as thrombosis, microangiopathic hemolytic

anemia, a prolonged partial thromboplastin time,

hypofibrinogenemia, and thrombocytopenia. The
secondary stimulation of fibrinolysis manifests

itself as hemorrhage and an increased titer of

degradation products of fibrinogen (FDP) and

14 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



fibrin (fdp) in the blood. Of considerable clinical

significance is the fact that the procoagulation-

fibrinolytic balance is in an unsteady state in the

course of Trousseau’s syndrome which will yield

considerable fluctuation in the laboratory evidence

of the two processes depending upon whether the

balance is decompensated, compensated, or over-

compensated.'*

Genesis of the Valvar Thrombosis
The endocardial thrombosis occurs almost ex-

clusively along the line of closure of a valve

extending at times into a commissure. A rare

instance has been found where it is on the free

edge on a nodule of Arantius of the aortic valve.®

This specific locus suggests that additional clot-

ting factors must be considered including contact

trauma. The nature of the thrombus in AVT
supports the concept that platelet adhesion begins

the process. It is tempting to ascribe the subse-

quent platelet aggregation and release phenome-

non to the traumatic exposure of collagen or its al

chain.** Why this occurs on a valve of the heart

in cancer and other wasting diseases must at

present remain conjectural. Impaired prostacyclin

(PGI2) synthesis in the endocardial cells with

tipping of the balance away from its antiaggregat-

ing influence toward the aggregating effect of

thromboxane A2 (TXA2) of the platelets is one

possibility. Lipid peroxidation is known to occur

in carcinoma *^; lipid peroxides are strong inhibi-

tors of the enzyme that converts prostaglandin

endoperoxide into PGI2. Undoubtedly other

mechanisms may be involved. Until additional

information becomes available on the exciting

new homeostatic relationships between the pros-

taglandins and intravascular coagulation,*^ and

the role of neoplasms in the process, further

speculation does not seem justified.

The absence of inflammatory reaction in the

thrombosed valve indicates, for whatever reason,

the absence, inactivity, or ineffectiveness of the

usual mediators of this reaction. Without chemo-

tactic factors, possibly related to the impaired

immunocompetence of the cancerous patient,*^

no inflammatory cells and none of their secreted

lysosomal enzymes or vasoactive substances ap-

pear on the scene.** If prostaglandins are invoked

to explain the endocardial thrombosis, it seems

paradoxical that the intermediates of arachidonic

acid metabolism, including prostaglandins of the

E and F series and TXA2, ordinarily regarded as

mediators of inflammation, do not seem to be

present or active just under the endothelium

which bears the thrombus.

Clinical Recognition and Importance of

Aseptic Valvar Thrombosis
The verrucae found on the valves at necropsy

vary in diameter from 1 mm to 10 mm. Initial

Trousseau's Syndrome
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ENDOCARDITIS/Kossmann

clinical suspicion of their existence may be the

occurrence of systemic macroemboli or micro-

emboli usually to the spleen, kidney, brain, or

heart. Concentration on the dramatic symptoms
which may thus arise can obscure recognition of

the more subtle causative lesion. Since there is

evidence that the endocardial morbidity may be

controlled by anticoagulants or antiaggregating

drugs, or even eliminated by removing the offend-

ing carcinoma or by valvar prosthestic replace-

ment,^^ the mistake of interpreting new clinical

manifestations, especially from the brain, as being

simply on the basis of metastases from a neoplasm

must be avoided. Even before emboli occur, if

Die is suspected, a thrombus 3 mm in diameter

or larger should be detectable by meticulous

echocardiography especially if serial observations

can be made.^®’^®

Neoplasms Involved in Trousseau’s

Syndrome
The commonest tumor involved in Trousseau’s

syndrome is adenocarcinoma of the pancreas,

more often in the body or tail than in the head.

Close behind in frequency are adenocarcinoma

of the lung, prostate, colon, and stomach. There

is some variation in this incidence depending on

the series consulted but in all of these, carcinoma

of the pancreas leads the list usually making up

20% to 25% of all the neoplasms associated with

Die and Trousseau’s syndrome. There are other

diseases involved with AVT such as systemic

lupus erythematosis (where it must be differen-

tiated from the atypical verrucous endocarditis of

Libman-Sacks), Hodgkin’s disease, acute leu-

kemia, sarcomas of several types and others. Pre-

sumably any disease which causes chronic DIC
can lead to AVT.

Nomenclature
The appropriateness of giving the name of

Trousseau to the expanded version of his sign

may be questioned over and above the usual ob-

jection to eponymic medicine. There are at least

four reasons in favor of it. First, Trousseau was

the first to note the relation of thrombophlebitis

to malignancy. That he could not make addi-

tional deductions was not his fault; the state of

the clotting art had not progressed far enough in

his time for him to go further and indeed took a

16

century or so to catch up with him. Second, the

manifestations of the intermediary of disseminated

intravascular clotting in the course of several

different kinds of malignancies and a few other

conditions are so variable as to make it difficult

to give the syndrome a short name to cover all

features and still maintain facility in communi-
cation. Third, nomenclatures in medicine are

increasing at such an astronomical rate that

the addition of new names is highly undesirable

if an old one can be modified to achieve the same

end. Fourth, Trousseau died of carcinoma of the

pancreas with thrombophlebitis,^* a quirk of fate

which would seem to give him a final priority in

naming the symptom-complex.

It is for these reasons that it seems expedient

and proper that Trousseau’s sign, with the addi-

tion of the variable manifestations of chronic

disseminated intravascular coagulation (Fig. 1),

be henceforth called Trousseau’s syndrome.
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Specialhem

Dietary Fiber

The role played by fiber, or “roughage” as our

grandparents called it, in health and disease has

become the subject of increased public attention.

Until recently, nutritionists largely ignored dietary

fiber since it was neither digested, absorbed nor

metabolized by the body and passed directly

through as human waste. Interest was stirred,

however, when it was discovered that rural Afri-

cans, whose diets were high in fiber, seemed to

have a lower incidence of certain diseases than

people living in highly developed countries con-

suming low-fiber diets.^

What is Dietary Fiber?

Traditionally, fiber has been discussed in terms

of “crude fiber,” which is simply the residue after

a food sample is treated in the laboratory with a

solvent, hot acid and hot alkali. This chemically

inert residue is composed primarily of the lignin

and most of the cellulose in the food being ana-

lyzed.

“Dietary fiber,” on the other hand, is defined

as including all the components of a food that are

not broken down by enzymes in the human di-

gestive tract. Dietary fiber includes hemiceUuloses,

pectic substances, gums, mucilages, and certain

other carbohydrates, as well as the lignin and

cellulose that constitute crude fiber.

The use of “crude fiber” in human dietary de-

scriptions is thus of limited value, since it may
represent as little as one-seventh of the total die-

tary fiber of the food. Even the word “fiber” itself

is misleading, since not all the components of

Reprinted with permission from Contemporary Nu-
trition, a publication of General Mills Nutrition Depart-
ment (vol. 4, no. 9, Sept 1979).

Condensed by Neil H. Mermelstein, Associate Editor,

Food Technology, from a Scientific Status Summary by
the Institute of Food Technologists’ Expert Panel on
Food Safety and Nutrition and the Committee on Public
Information, 221 N. LaSalle St., Chicago, IL 60601.

“dietary fiber” are fibrous in the usual physical

sense, while foods that do contain recognizable

fibers, such as muscle meats, do not yield undi-

gestible residue.

Alleged Benefits

A number of physiological claims have been

made for dietary fiber. The evidence underlying

these claims varies. Some are theoretical, some

come from direct human studies, some from ani-

mal experiments, and others from epidemiological

studies—studies in which observations have been

made on different population groups and attempts

made to correlate various disease statistics with

local dietary factors.

Fiber is of definite value for some conditions

and may or may not be of value for others:

• Constipation. Fiber is of value in relieving

constipation because of its ability to increase the

water content of the feces, producing bulkier, but

soft, well-formed stools. This, in turn, leads to a

transit time in the gastrointestinal tract which is

intermediate between being too rapid, causing di-

arrhea, and too slow, causing constipation.

It has been proposed that the increased volume

and softness of the stools, by reducing straining

during defecation, is a factor in preventing hemor-

rhoids and varicose veins, but the experimental

evidence for this claim is limited.

• Diverticulosis. Fiber is of probable value in

treating diverticulosis, a condition in which out-

pouchings develop in weak areas in the bowel

wall. When these outpouchings are numerous and

become inflamed, diverticulitis results. This con-

dition is often accompanied by pain on the lower

left side, alternating diarrhea and constipation,

and flatulence.

Until recently, the standard medical treatment

for this malady was a low-residue diet, on the

presumption that such a diet would allow healing
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and cause less irritation to the bowel. Now, how-

ever, it is treated with a high-fiber diet with good

results. This supports the hypothesis that the dis-

ease results from a dietary fiber deficiency, al-

though it does not prove it.

Laboratory studies have shown that rats fed

a fiber-free diet develop diverticulosis, while those

fed a fiber-containing control diet do not. Also, a

fiber-containing diet has been used to cure di-

verticulosis in rats.^

• Cardiovascular Diseases. A diet high in die-

tary fiber may lower blood (serum) cholesterol

levels by reducing the transit time through the

gastrointestinal tract, leading to decreased absorp-

tion of dietary cholesterol. It may also reduce

serum cholesterol by another mechanism. Bile

acids, which are derived from the body’s chol-

esterol, emulsify fats and oils during digestion and

thus permit their absorption from the intestine.

People on certain high-fiber diets excrete more

bile acids, sterols and fat; this implies that the

fiber compounds “bind” bile acids, and thereby

prevent absorption of cholesterol and fat and also

the reabsorption of bile acid. The body therefore

draws on its cholesterol stores to synthesize more

bile acid, presumably lowering the serum chol-

esterol level.

^

However, although high serum cholesterol

levels have been identified as one of the risk

factors in atherosclerosis there is disagreement as

to whether the actual risk can be reduced by

lowering cholesterol levels by means of diet or

drugs.

Also complicating the matter are the incon-

sistent effects produced by dietary fiber from

different foods. Adding rolled oats, barley, pectin,

or alfalfa, and possibly lignin, to the diet reduces

serum cholesterol in animals and/or man; whereas

the effect of adding whole wheat is variable and

bran does not appear to affect serum lipids.^
'^

® Cancer. Some health professionals hypothe-

size, on the basis of epidemiological studies, that

dietary fiber may provide protection from cancer

of the colon and the rectum. The more rapid

movement of the feces which occurs with a high-

fiber diet may allow less time for any carcinogens

present in the colon to initiate cancer. Also, the

extra water, bile acids, salts and fat bound by the

added fiber may act as solvents to remove chem-

icals which might be carcinogenic. In addition, a

high-fiber diet may alter the type and number of

microorganisms in the colon and possibly inhibit

their production of potential carcinogens.®’®

However, epidemiological studies can be mis-

leading. For example, the incidence of colon can-

cer in different countries and cultures correlates

much better with the consumption of fat than

with the consumption of fiber.^®-^^ Furthermore,

there is no proven relationship between bowel

transit time and the incidence of colon cancer; no

proof that constipation leads to cancer; and no

proof that dietary fiber per se has a definable

effect on the intestinal flora of man.^^

• Diabetes. In one study,^® blood-sugar levels

of patients taking insulin were significantly lower

on a high-fiber diet than on a low-fiber diet. While

this preliminary observation is of interest, diabetics

should not change to a high-fiber diet without the

advice of a physician.

• Appendicitis. This disease has been linked to

low-fiber diets in some epidemiological compari-

sons but other data fail to support this hypothesis.

For example, the incidence of appendicitis in the

United States has decreased by 40% in the last

20 years, while fiber intake has been falling.

• Weight Loss. Preliminary studies indicate

that high-fiber foods may help promote weight

loss. High-fiber breads frequently contain fewer

calories per pound than standard breads, and they

could also simply reduce food consumption be-

cause of an increased feeling of satiety.

• Other Conditions. Certain plant fibers ap-

pear to have a detoxifying effect when fed along

with various drugs and chemicals,^'* but further

study is required. On the other hand, there is

little evidence linking dietary fiber with such dis-

orders as hiatal hernia, deep-vein thrombosis and

phlebitis.

In considering epidemiological evidence linking

specific diseases to diet, one must remember that

many changes in lifestyle and the environment

occur simultaneously with changes in the diet and

might themselves cause or influence the course of

these diseases. In addition, people eating a low-

fiber diet are generally also consuming increased

amounts of refined carbohydrates, fats and animal

products. It is just as logical, epidemiologically

speaking, to attribute these diseases to the pres-

ence of these other materials as it is to the absence

of fiber. Conversely, high-fiber diets also may be

high in essential nutrients; thus, it could be the

presence of these other nutrients that produces

any beneficial effects.^®

Food Sources of Fiber

Results of feeding “high-fiber diets” differ from

researcher to researcher. One explanation may be

the relatively poor analytical methods available
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for determining fiber data. Another explanation,

however, is that since different fiber components

have very different physiological functions, and

fiber composition differs with the food source, the

physiological effects noted will depend on the

predominant type of fiber consumed.

A wide variety of foods supply significant

amounts of dietary fiber (Table 1), including all

of its various components.^® Grain products and

nuts are good sources of dietary fiber, and fruits

and vegetables supply significant amounts of fiber

if consumed in fairly large quantities.

The lignin content of most vegetables is very

low while that of fruits is highest in those con-

taining lignified seeds (e.g., the strawberry) or

lignified cells in the flesh (e.g., the pear). The

noncellulosic polysaccharides in these foods are

usually rich in pectic substances (uronic acids)

and in the so-called 5-carbon sugars (pentoses).

Substitution of whole wheat flour for white

flour provides increased lignin in the diet, as well

as a 3-fold increase in total dietary fiber from that

foodstuff and a 12-fold increase in noncellulosic

pentosans (polymers of 5-carbon sugars).

A number of bakeries have developed breads

which contain 6% -8% crude fiber, roughly four

times as much as in whole wheat bread. Powdered

food-grade cellulose is the fiber component added

to these products.

Can You Get Too Much?
Consumption of as much as 10 tablespoons of

bran per day, in addition to the regular diet, has

been recommended in some regimens. Such large

intakes may cause diarrhea and other digestive

complaints. Too much pectin may decrease vita-

min Bi 2 absorption. High-fiber diets may also

result in a significant loss of minerals, particularly

zinc, iron, calcium, copper and magnesium, as a

result of binding of these minerals by the phytic

acid present in certain plant-based foods.

Also, fiber, by its sheer bulk, may reduce the

total amount of food consumed, thereby resulting

in a deficiency of certain nutrients and even, in

some cases, of needed calories. Very large

amounts of fiber could even cause enlargement

and twisting of the sigmoid colon and aggra-

vate ulcerative colitis.

Persons with kidney disease, diabetes or other

disease conditions should, without question, con-

sult their physician before consuming bran or

making other drastic changes in their diet.

TABLE 1

TOTAL DIETARY FIBER IN SOME FRUITS,

VEGETABLES AND WHEAT PRODUCTSie

Food

Total Dietary Fiber

(g/lOOg fresh basis)

Cabbage, cooked 2.83

Carrots, cooked 3.70

Peas, frozen, raw 7.75

Tomato, raw 1.40

Apple, flesh only 1.42

Banana 1.75

Pear, flesh only 2.44

Plum, raw, flesh and skin 1.52

Strawberry, raw 2.12

White flour (72%) 3.45

Brown flour (90-95%) 8.70

Whole wheat flour 11.0

Bran 48.0

Moderation Recommended
From 1909-13 to 1965, the daily crude fiber

content of the average American diet decreased

from about 7 g to about 5 g. Whether increasing

the daily consumption of crude fiber by 2 g to get

it back to the earlier level could be expected to

have the same effect on health as an increase to

the higher level of 25 g suggested by the difference

between African and American diets is an unan-

swered question.

It may be that changes in the consumption pat-

terns for fruits and vegetables and grain products

over the last 50 years represent more of a shift

in the type of fiber than a significant decrease in

the amount.^^

While dietary recommendations ranging from

6 to 24 g of crude fiber per day can be found in

popular and scientific hterature, almost no de-

tailed information is available to serve as a guide

for recommending either the quantity or type of

dietary fiber. In the absence of such scientific evi-

dence, moderation should be exercised. A variety

of whole grain products such as breads and

cereals, fruits and vegetables, and nuts wiU ensure

a good mixture of fiber constituents and make a

positive contribution to the overall nutritional

value of the diet.

If there are beneficial effects from dietary fiber,

they must stem from more than one component of

dietary fiber. Therefore, adding fiber in the form

of bran alone, for example, can be expected to

have little effect other than on bowel activity.

Likewise, the benefits of adding cellulose alone

(Continued on page 21)
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Specialhem

A Cold Night in Bogota

WARD BENTLEY

“Each of Us Is Parent to Every Child”

—Ward Bentley (1979)

Ward Bentley’s commitment to move to Latin

America to make a home for orphaned and aban-

doned street children, after 25 years in medical

society administration, was announced in April.

His concern now is with children whose spirits

and personalities he feels will be hopelessly

scarred if denied the interest, understanding and

love all children need. Having incorporated a

non-profit foundation. Children of the Americas,

he moved to Bogota in December.

See editorial—page 45

Bogota, Colombia’s Cine Embajador, just off

Carrera Septima, the city’s principal business

street, sumptuously accommodates nearly 1,000

patrons in its capacious film salon. At night, just

outside the film palace’s 24th street exit, it also

accommodates, in less comfort, a small band of

gamines de la calle (street urchins). For nine

boys, age 9-16, the cold terrazo landing 13 steps

above the pavement is home.

The Colombian government estimates that

5,000 such orphaned and abandoned children,

mostly boys, make their home as best they can in

Bogota’s streets. Colombiano’s refer to these

street roving boy gangs as galladas. (Spanish:

Gallo—Rooster; hence, Gallada—A band of

roosters.)

Some see little hope for improving the lot of

these urchins, many as young as 5 (or less), for

whom pandering, petty thievery, pocketpicking

Reprinted with permission from the Preventive Medi-
cine Newsletter, a publication of the American College
of Preventive Medicine, Sept-Oct 1979, p 11.
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and prostitution spell survival. Their health prob-

lems range from head hce, scabies and chronic

eye inflammation through tuberculosis, pneu-

monia, malnutrition, and venereal disease. The
list goes on.

A study tour of four Central and three South

American capitals brought me to Bogota where

a chilling rain greeted my midnight arrival. I

ignored repeated warnings against venturing alone

into Bogota’s night streets and, particularly,

against risking contact with the “marauding”

young street gangs. “Muy peligroso, sehor” (Very

dangerous, sir.)

Instinct and experience meeting and photo-

graphing such children in 25 countries on five

continents assured that these would be no differ-

ent from their brothers in Santo Domingo or

Marrakech.

Within a half hour of arrival I’d encountered

my first gallada', the nine gamines “at home” on

the Cine Embajador’s steps. Two hours later,

having fed all nine at an all night restaurant (for

about what one might often spend for a single

dinner) I’d learned their names, ages and heart-

rending stories.

Two Armandos, aged 12 and 14, both or-

phaned at age ten, had lived in the street there-

after. Eleven-year-old Wilson and 12-year-old

Martin acknowledged having mothers and homes
but, “The street is better, sehor” What kind of

mothers? What kind of homes?

Ten year olds, Phillipe and Tonio, 9-year-old

Carlito, and Julio (at 16, the oldest of the lot),

all abandoned early in life, had known only the

street since. Finally, Luis Eduardo Moreno Roja,

14, orphaned more recently and able to read, be-

came my guide the next day. A knowledgeable
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guide, Luis provided valuable insights into the

boys’ lives and problems.

To know and understand them all better, I

evolved a plan. Consigning my effects to the hotel

check room, I checked out and rejoined my
gallada the next night explaining, “This night I

have no hotel and must sleep here in the street.”

Their welcome was warm, unquestioning.

Settling, I watched tiny Carlito roll the largest

marijuana cigaret I’ve ever seen (it looked like

an albino cheroot) but declined the preferred

“joint” when passed to me.

Terrazo makes a cold, hard bed and a folded

pasteboard carton, a slim mattress. Bogota’s

8,600-ft altitude makes for frigid nights and the

chill drizzle did not induce sleep. At 2 am Julio,

wakened perhaps by my own stirrings, asked,

“Why can you not sleep, amigo? Are you cold?”

‘‘Sir I replied, “very.”

Julio vanished, returning to unfold and drape

a newspaper over me for a coverlet. They were

caring for me!

At dawn, Phillipe disappeared and returned,

his imp’s grin and bulging sweater suggesting a

pregnant Munchkin. I ate hungrily of the (pur-

loined?) bread rolls which tumbled from his

Dietary Fiber . . .

(Continued from page 19)

to bread may be limited to reducing calories. Any
generalized statements about the use of dietary

fiber as a drug to cure specific diseases should be
looked upon with reservation. r P
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Specialhem

Our Ideals of Progress: Let's Make Them Radiate

HOYT D. GARDNER, M.D.

President

American Medical Association

For openers, let it be said that something has

happened to all of us physicians in this hall and

to every physician beyond it. Likewise, some-

thing has happened to our American Medical

Association as the projection of our profession.

What has happened is that with a public that

is more analytical than ever before, a public that

scrutinizes the actions of all physicians, there is

a sense of deterioration in the perception of what

we are and what we do—as individual physi-

cians and as the AMA.
We know this because the AMA continues to

survey the public and the profession, and we have

a new sense of their perceptions. To a public that

feels a general loss of confidence in all profes-

sions and institutions, here’s how the people per-

ceive us in medicine:

More people are thinking that medical services

have become less available and accessible.

More people have lost confidence in their

ability to pay the basic as well as the catastrophic

costs of health services.

And because there isn’t evidence to show that

we have done enough to change these feelings, we
must believe that the public believes we just don’t

care. As the collective abstraction of what the

public feels about physicians, this federation has

to share the stigma of indifference. Granted that

public-opinion polls also show that we physicians

—and organized medicine—are rated higher than

other professions and their leaders. But the per-

centage who feel that way is slipping dangerously.

Remember, this is an era in which medicine is

on the spot, in a very glaring spotlight. So we
have to see the public ratings in relation to what

ought to be thought about us, rather than in rela-

tion to other vocations.

The record is clear that we do care about the

people as well as for them. But we have to care

Presented at the Interim Meeting of the American
Medical Association, Honolulu, Hawaii, Dec. 2, 1979.
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even more—and do more to show and tell the

public how we care. We have to do this as indi-

vidual physicians, through the AMA, and

through our state, county, and specialty societies.

Your natural question, of course, is how. Be

assured that you’ll be hearing some specifics. But

first let us consider the challenge in context. Let

us consider how we physicians ideally ought to

conduct ourselves and see ourselves, and why this

ideal has faltered in the public’s perception of us.

What is the ideal? An eminent theologian, the

late Abraham Joshua Heschel, gave this concept

in an address to this Association 15 years ago:

“Medicine is more than a profession. Medicine

has a soul, and its calling involves not only the

application of knowledge and the exercise of skill

but also facing a human situation. It is not an

occupation for those to whom career is more

precious than humanity or for those who value

comfort and serenity above service to others. The

doctor’s mission is prophetic.”

Yet the advances in medicine over the years

have tended to make us more professional but

less human and soulful, at least in the eyes of our

patients. The growth of technology and the

health-care system, especially the expanded use of

hospitals, has made us seem more technical and

systematic but less personal. Medicine’s impact

on human life has greatly increased but appar-

ently at the expense of human impact.

To quote again from Doctor Heschel’s presen-

tation: “It is no secret that the image of the doc-

tor in the mind of the public and in the profession

itself is deteriorating. The admiration for medical

science is increasing, the respect for its practi-

tioners is decreasing. The depreciation of the

image of the doctor is bound to disseminate dis-

enchantment and to affect the state of medicine

itself.”

We physicians have to reverse the growing dis-

enchantment. We do not want to undo any of the
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health-care technology as a way of coming

through as more human. We do not want to undo

any of the intensive organization of care. But

there are ways of making ourselves more human

without undoing any medical advances—ways, in

fact, that sometimes draw on technology and or-

ganization, in addition to drawing upon our

hearts.

Let us call for a human and social commitment

from each physician. The public is demanding it.

Let us call upon ourselves—and each of the

scores of thousands of physicians across this land

—to bring to our entire society the living essence

of our medical ideal.

Let us call for this to happen in the places

where society begins for each of us, which is the

minds and feelings of our patients and our own
community or area.

The varieties of such involvement can be di-

vided into three categories.

First, each of us must see himself or herself as

the prime communicator of our profession in the

one-to-one relationship with patients. Not the

kind of communicating that means flim-flamming

people to our point of view. It has to include a

respect for their point of view. We have to see

them in the spectrum of their identity as persons,

if they are to see us as persons.

The fundamental purpose of this kind of rela-

tionship is mutual trust. Our entitlement to it is

not something appended to our medical diplomas

and status. We have to keep earning it. We the

physicians of America see about three million pa-

tients a day. That means three million opportuni-

ties to practice this rapport—opportunities we
cannot afford to lose.

The second form of localized commitment is to

work for the public good as medical families.

Mutual understanding between our patients and

ourselves can be broadened by seeing one an-

other in the family context. Certainly the manifold

activities of our AMA Auxiliary—80,000 strong

—demonstrate what our spouses can do for the

public good and goodwill. Family life and health

in America are better because of what medical

families have done to stimulate proper immuniza-

tion and nutrition, identify and meet other com-
munity-health needs, and help raise funds for the

AMA Education and Research Foundation. We
physicians should join our spouses in these good

works.

Good works bring good words. In a letter ex-

pressing gratitude to the auxiliary, HEW Secre-

tary Patricia Roberts Harris said: “As a result of

the activities of the AMA and other organiza-

tions, the upward trend in vaccine-preventable

diseases has been reversed.” Let us have more of

the kind of contribution that Mrs. Harris praises,

by having more medical-family involvement.

The third form of localized commitment is

greater community activity in all matters that

warrant our medical professionalism. Most of the

programs approved by this House of Delegates,

and pursued by this Association, require a circuit

of activity that includes local involvement. With-

out that involvement, there’s more than likely to

be a short circuit that hampers the entire program.

Voluntary local initiative or involvement has to

be forthcoming for needs as diverse as health-care

planning, environmental safety, discipline within

our profession, and containment of health-care

costs. Those four causes are AMA causes with

national significance. But the reason they have
national significance is that they are addressed to

needs existing in so many communities, all across

the land.

While being locally active, we cannot afford to

be near-sighted. We have to keep our state medi-
cal societies in full view. We have to recognize

that their strength and effectiveness rest not sim-

ply on their history or their record, but on the

support we give them, physician by physician.

With that kind of support, a number of states are

getting hold of a big piece of the action, for the

public good.

Within the past few months, you may have
read such examples as these

:

• The Colorado Medical Society approved a

medically detailed warning and recommendations
on air pollution in Denver.

• The Washington State Medical Association

authorized a study of the health impact of nuclear

power development and nuclear waste storage.

• The Mississippi State Medical Association

adopted a blueprint for action to meet the state’s

health needs.

From state to state, we ought to make active

commitments of this kind, and make them with
the same zeal and the same public devotion. This
is evidence, for everyone to see, that we physi-

cians do care—that we care about pollutants and
contaminants and all the other aspects of health

that figure in each person’s life.

At the national level—the AMA level—we as

individual physicians must also do more to dem-
onstrate to the public that we care. The Associa-

tion is doing much, but we need to do more. We
are telling much, but we need to tell more.
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Let it be told that we are concerned about, and

actively concerned with, the very things that have

diminished public confidence in physicians.

Let it be told that we have increasingly con-

cerned ourselves with making medical care more

available and accessible to everyone. We have

helped rural communities develop model regional

programs of health services that they would be

unable to create and finance on their own. For

inner cities, we are cosponsors of a Robert Wood
Johnson Foundation Program of Model Primary-

Care Clinics, conducted in cooperation with exist-

ing health services. For the relief of medically

underserved areas in general, our project USA

—

since its inception in 1973—has placed 957 phy-

sicians with the National Health Service Corps.

We want sufficient and appropriate care to be

available to all of the people, wherever they may

be—whether it’s along the bright lanes of sub-

urbs, where self-indulgent lifestyles can often be

a medical hazard, or along the drab corridors of

correctional institutions, where federal grants

have been enabling us to set and implement

health-care standards.

Let it be told that we want all consumers to be

satisfied with the medical services they receive.

Toward that end, we have championed reason-

able but strong action for dealing with wayward or

disabled physicians. Twenty states have wholly or

partially adopted AMA model legislation for

handling such problems. Substantially as a result

of that legislation, including its assurance of civil

immunity to persons reporting errant physicians,

the number of state disciplinary actions has

jumped sixfold in six years. Throughout our

Association’s long history, we have vitalized our

deep commitment to the whole range of medical

ethics, with their kinship to the golden rule.

Let it be told that we have been effective in

containing the cost of health services, and that we
intend to be increasingly effective, because our

concern with the economics of care is an abiding

one. We had a cost commission of our own 15

years ago, before the health-care tab became the

overriding issue that it is today. And today, as

partners in the broad-based Voluntary Effort to

contain the costs of health care, we have helped

the VE deserve the vote of confidence that it re-

ceived when the U.S. House of Representatives

last month approved voluntary cost programs over

a mandatory federal plan.

In support of an appeal made by my predeces-

sor—Dr. Tom E. Nesbitt—in mid-1978, our pro-

fession has kept its fee increases below the “all

24

items” figure in the consumer price index.

Through cuts in the rate of hospital spending

since 1977, the Voluntary Effort will have been

instrumental in saving consumers $3 billion by

the end of this year, and our profession is a con-

tributor to that saving.

Looking beyond the Voluntary Effort, the

AMA is drawing parameters for an integrated

long-term program of cost containment. Keyed to

recommendations made by our National Com-
mission on the Cost of Medical Care, and

adopted by this House, the program would call

for changes in the behavior patterns and inter-

actions of hospitals, physicians, patients, and in-

surance plans, both private and public.

Let it be told that we are working hard, or

have successfully worked, for national legislation

to expand the Program of Maternal and Child

Care, expedite approval of meritorious new
drugs, upgrade emergency care and Indian health

services, sustain financial assistance to medical

students and medical schools, and in many other

ways enable more health to be brought to more

people.

As indicated by the letter of gratitude from

HEW Secretary Harris, by the congressional vote

of confidence in the Voluntary Effort, and by a

good deal of favorable media notice of our jail

and other programs, we can get recognition for

the constructive and positive things that we do.

And in so doing, we can legitimately improve the

public’s conception of us—as physicians, and as

the AMA.
To a major extent, however, our power to do

good—and be recognized for it—depends on the

numerical strength of our AMA membership.

Accordingly, all of us who are members must

look upon ourselves as recruiters. To the degree

that any physician does not know what this or-

ganization actually is or actually does, we and

the rest of our membership must make it known.

All of us must make it plain that this House of

Medicine has the windows through which we can

see the whole American people and their health-

care needs, and through which we are seen by all

of the people in their need.

In his memoirs, Albert Schweitzer, physician,

called for men and women “who are personalities

sound enough and profound enough to let the

ideals of ethical progress radiate from them as a

force.”

That is the kind of force that we believe in.

And with renewed spirit, we will continue to gen-

erate that force. r
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Special Item

Where AMA Stands on the Issues

While some critics are quick to criticize AMA for

being “negative” on health issues, the record

shows that in recent years the Association has

supported, and in several instances developed and

submitted for introduction, many pieces of federal

health-related legislation.

On Preventive Medicine . . .

Food labeling—Supported improved food label-

ing to aid patients in properly selecting foods as

part of specified dietary regimens or in avoiding

foods where a known intolerance exists.

Alcoholism—Supported the establishment and

continuation of the Comprehensive Acohol

Abuse and Alcoholism Prevention, Treatment and

Rehabilitation Act.

Drug abuse—Supported the establishment and

continuation of federal assistance for drug abuse

education, treatment and rehabilitation programs.

Communicable diseases—Supported continua-

tion of federal programs of immunization and con-

trol of communicable diseases and supported

continuation of the Veneral Disease Control

Program.

Disease prevention—Supported legislation au-

thorizing wide-ranging efforts to reinforce pro-

grams of prevention, health promotion and health

education through federal-state activities.

Family planning—Supported a program of

family planning services under the Family Plan-

ning and Population Research Act.

Health education—Supported a program of

federal assistance for the development and opera-

tion of health education programs at primary and

secondary levels.

Mental health—Supported legislation calling

for a one-year extension of the Community

Mental Health Centers Act and a study of pro-

gram authorized under it, as well as legislation,

which would place mental health care on a par

with other illnesses under federal programs.

Reprinted from American Medical News, IMPACT
Section, June 22, 1979.

On Child Care . . .

Maternal and child care and crippled children's

program—Supported continuation of Title V pro-

grams under Social Security and full appropria-

tions for these programs.

Child immunization programs—Developed and

supported legislation strengthening the present

immunization program by increasing federal

matching funds to states with mandatory child

immunization programs.

Developmental disabilities—Supported an ex-

tension and funding of the Developmental Dis-

abilities Act.

On Medical Research . . .

Cancer—Supported continuation of the Na-

tional Cancer Institute and its programs.

Medical libraries—Supported continuation of

assistance programs authorized under the Med-
ical Libraries Assistance Act.

Biomedical research—Supported establishment

of the President’s Commission for the Protection

of Human Subjects of Biomedical and Behavioral

Research and offered suggestions for improved

legislation.

Health research and statistics—Supported con-

tinuation of the National Center for Health Ser-

vice Research and the National Center for Health

Statistics.

On Drugs and Devices . . .

Labeling of drugs—Developed legislation re-

quiring that drug containers dispensed to patients

carry the name of the drug, quality and strength,

except when otherwise specified by the physician.

Generic prescribing—Encouraged physicians to

prescribe lower cost generic drugs when in the

physician’s judgment a non-brand name product

would be medically appropriate, but opposed leg-

islation mandating substitution of a cheaper ge-

neric drug by the pharmacist.

Food, Drug and Cosmetic Act amendments—
Developed and supported legislation which would

overhaul the nation’s drug laws to improve the

system for approving new drug products.

Medical devices—Supported passage of medical
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device safety legislation with suggestions for

amendments.

Saccharin—Supported an 18-month delay in

banning of saccharin to permit fuller studies and

evaluation of its effects.

On Physician Services . . .

Emergency medical services—Supported con-

tinuation and funding of the Emergency Medical

Services Act, authorizing grants to assist in estab-

lishment and operation of such systems.

Rural health care—Developed legislation estab-

lishing an Office of Rural Health within HEW
and providing assistance for the development and

demonstration of rural health care delivery

models.

Indian health care—Supported legislation ex-

panding health care facilities and services and

educational opportunities in the health professions

for Indians.

Migrant health—Supported extension of the

Migrant Health Center Act program providing

health services to migrant workers.

On Physicians In Government Service . .

.

Variable incentive pay—Developed and sup-

ported legislation which would make all Armed
Forces medical officers eligible for special bonus

pay.

Veterans Administration—Supported legisla-

tion assisting the VA to recruit medical personnel

through establishment of comparable pay for all

federal physicians.

National Health Service Corps—Supported leg-

islation continuing this federal program providing

physicians and other health personnel to med-

ical shortage areas.

On Health Manpower . . .

Medical manpower training—Supported legis-

lation continuing present programs of federal fi-

nancial support to schools of medicine and

medical students, including construction grants

to schools.

Income tax exemption for scholarships and stu-

dent loans—Developed a bill encouraging physi-

cians to serve in medical shortage areas which

would exempt from federal income tax scholar-

ships and student loans which require service

following graduation as a condition of receiving

financial assistance.

Preventive medicine residency—Developed and

supported legislation providing for funding under

the Health Manpower Act for residency training

programs in preventive medicine.

Foreign medical graduates—To avoid abrupt

cut-off of FMGs under the Health Professions

Educational Assistance Act, supported an amend-
ment permitting continued limited immigration

of FMGs until appropriate provisions can be de-

veloped.

Nurse training—Supported legislation continu-

ing federal support for schools of nursing and

nursing students.

Allied health professions training—Supported

legislation continuing federal support of schools

and training facilities for the allied health pro-

fessions and students of allied health.

Physician extenders—Supported amendments
to legislation permitting payment of physicians

by Medicare for services of physician extenders

in order to foster development of health services

in shortage areas.

On Medicare, Medicaid, Social Security

and Related Programs . . .

Medicare-Medicaid anti-fraud and abuse

amendments—Supported increased efforts to halt

fraud and abuse in government health programs.

Medicare-Medicaid—Developed and supported

a series of bills which would amend these pro-

grams to ( 1 ) allow direct billing of Medicaid

patients; (2) delete the Medicare requirement

that hospitalization of a patient must occur prior

to admission to skilled nursing facilities for re-

imbursement purposes; (3) establish a more
equitable assignment of Medicare fee profile to

physicians setting up new practices; (4) limit

required utilization review under Medicare only

to Medicare beneficiaries and allow Medicare re-

imbursement for such review; and (5) repeal

Section 227 of P.L. 92-603, the provision requir-

ing special Medicare reimbursement for services

of physicians in teaching hospitals.

Physician reimbursement for Social Security dis-

ability exams—Developed and supported legisla-

tion amending the Social Security Act to provide

for reimbursement to private physicians for ser-

vices in supplying medical evidence needed to

evaluate disability claims under Title II.

Determination of prevailing charges under

Medicare—Developed legislation providing for de-

termination of prevailing charge levels for physi-

cians’ services without reference to economic

index limitations and providing for a more equi-

table computation of prevailing charge levels.

Limitation on civil liability of health care pro-

(Continued on page 29)
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Special Communication

OB-G and the SVMIC

MARVIN G. GREGORY, M.D.

I am disturbed by the statistics reported by

James W. Hays, concerning the current

status of the State Volunteer Mutual Insurance

Company in the October Journal of Tennessee

Medical Association; To wit: “The specialty with

the highest ratio of claims is Ob-Gyn with 21.6

claims per 100 physicians.” It is appropriate that

I should be disturbed; I am an obstetrician-

gynecologist.

The 1978 Tennessee Directory of Physicians

lists some 75 medical specialties. Tabulation for

any purpose would necessitate designating one

specialty as first, but with reference to the SVMIC,
the most obvious question is why should obstetrics

and gynecology lead the list?

John Queenan, M.D.,^ editor of Contemporary

Ob-Gyn, recently reported that although tradi-

tionally 5% of a medical school graduating class

goes into Ob-Gyn, in recent years this figure has

risen to 7% . Dr. Queenan gracefully omitted from

these statistics that the 5% who went into Ob-Gyn
were generally considered to be at the bottom of

the class academically. This was so, at least, when

I was in medical school 15 years ago. I hope

ineptitude is not responsible for our position, but

that must be taken into consideration.

Although the sophistication of a specialty can-

not be soley equated with the length of post-

graduate training, I believe a good place to begin

a critique is with the training program. Currently,

Ob-Gyn requires four years’ postgraduate train-

ing, comparing not too unfavorably with the other

three of the four specialties listed by Dr. Hays as

receiving the highest ratio of claims: Ob-Gyn

—

four years’ postgraduate; Neurosurgery—five to

six years’ postgraduate; Plastic Surgery—five to

six years’ postgraduate; Orthopedic Surgery—six

years’ postgraduate. Unfortunately, under closer

scrutiny the comparison does not hold up so well.

For example, within the past ten years there has

been a period when the training program for Ob-

Gyn was only three years. Perhaps more signifi-

cant is the requirement by the American Board of

Obstetrics and Gynecology that a training pro-

gram be equally divided between Ob and Gyn.

Granted, there is an overlap in much of the basic

material (anatomy perhaps is the quickest exam-

ple), but neurosurgery, plastic surgery and ortho-

pedic surgery are all considered subspecialties of

general surgery and require training in general

surgery prior to subspecialty training.

According to information provided by the De-

partment of Health, Education, and Welfare for

the period of 1975 to 1976, hysterectomy was the

most frequently performed major surgical pro-

cedure in the United States, occurring 3.3 times

for every 1,000 persons. Of the 1 1 most frequently

performed surgical procedures in the United

States for this same time period, five were in the

field of Ob-Gyn—D&C, hysterectomy, oophorec-

tomy, tubal ligation, and cesarean section. The
only other major procedure in the top 11 was

cholecystectomy

.

Theoretically, at least, there are some prac-

ticing gynecologists with only IVi years’ post-

graduate training in gynecology. This may not be

an excuse for cutting a ureter or injuring the

urinary bladder but it surely could be a contribut-

ing factor.

Dr. Queenan attributes the increased interest

in Ob-Gyn, manifested by the 2% rise in medical

school graduates selecting the specialty, to the

technologic explosion which has occurred in the

last decade. Colposcopy, laparoscopy, genetic

counseling, ultrasound and electronic fetal moni-

toring are examples of these advancements. Per-

haps it is time for the academicians among us to

consider either splitting the specialty (as it once

was) or increasing the duration of training.

Eighty-one percent of the complaints to SVMIC
concerned an improperly performed procedure.

Pregnancy following tubal ligation is certainly a

classic example. It is my understanding that, in

fact, pregnancy following tubal ligation, especially

laparoscopic tubal ligation, does account for a

large percentage of malpractice claims. I am not

surprised. John Burch, M.D., my mentor and my
late associate, often stated that in his 50 years
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of practice he never performed a single tubal liga-

tion and frequently discouraged his patients who
inquired about the procedure. The literature and

lay press are replete with the complications asso-

ciated with oral contraceptives and intrauterine

contraceptive devices. It would be illogical to

assume that tubal ligation is without complication,

but since it is a surgical procedure, gynecologists

may be less than enthusiastic about reporting

complications or bad results.

In my opinion, tubal ligation is not a good

operation because it does not produce long-term

satisfaction. Assume that following a 15- to 30-

minute operative procedure a young woman
should experience no more problems associated

with her menstrual cycle. Were this the case, it is

unlikely that she would be diligent in her periodic

checkups and at some time in the future might

suffer the consequences of a poor preventive

medicine program. Unfortunately, few women
are as fortunate as our idealized patient. Tubal

ligation isolates the uterus and converts it into a

completely useless organ. Since standard treat-

ment for uterine dysfunction, consisting of cyclic

hormone therapy, dilatation and curettage and/or

supportive care, somehow seems pitifully inade-

quate when applied to a functionless organ, hys-

terectomy becomes an acceptable alternative.

Whether we like it or not, pregnancy, labor,

and delivery have become an affair for the family.

I personally feel that epidural anesthesia is in

large measure responsible for this most dramatic

change in the way babies are born. Gone forever

are the days when a physician could depend upon

scopolamine to erase the memory of a difficult

and painful labor and delivery. Now the patient

is awake and pain free, and she, her husband,

and other interested parties consider labor and

delivery a shared experience. In the vast ma-

jority of cases, pregnancy will terminate success-

fully and happily, and the goal of obstetrics, a

healthy mother and a healthy baby, will be

achieved. Unfortunately, today and tomorrow, as

yesterday, every pregnancy will not terminate

successfully in spite of our marvelous advance-

ments in genetic counseling, prenatal monitoring,

amniocentesis, ultrasound examinations and elec-

tronic monitoring of labor. There remains both a

maternal and fetal morbidity-mortality rate, al-

beit markedly improved from yesteryear. Unfortu-

nately, in the face of a known morbidity-mortality,

it has become accepted policy for the public to

expect a happy outcome with every pregnancy.

When such does not occur, the first thought is

that perhaps the doctor was in error and guilty of

sins either of omission or commission.

Cesarean section should be presented as an

alternative to vaginal delivery, and the route of

delivery should be by mutual agreement between

patient and her physician. This statement is so

logical to me that I find it difficult to believe that

it simply is not the attitude of many practicing

obstetricians today. It is incongruous that a

woman has the right to elect to terminate an

unwanted pregnancy but is not allowed to select

the route by which she will terminate a wanted

one. Cesarean section has a stigma attached to it.

In truth, the morbidity-mortality associated with

cesarean section is greater than that associated

with vaginal delivery. This should, of course, be

presented to the patient, but it should not be used

as the deterrent which disallows her the freedom

of choice. When abortion was legalized, there was
no consideration given to morbidity-mortality

associated with the procedure. My philosophy

about delivery is perhaps best expressed by John
D. Thompson, M.D., chairman of the Department
of Gynecology and Obstetrics at Emory Univer-

sity, who says, “We deliver all our babies by

cesarean section with the exception of those we
allow to deliver vaginally.” The difference is subtle

but the subtlety makes the difference.

Our specialty, and the patient, would be better

served if consultation were suggested if pregnancy

and/or labor is allowed to progress toward vaginal

delivery when there is indication of a problem

with either mother or baby. It may shock a few of

our non-Ob colleagues to learn that the present

policy is to require consultation on all primary

cesarean sections at one large hospital in Nash-

ville, Tenn., regardless of the indication, emer-

gency cesarean section included. Succinctly, abor-

tion on demand is legitimate but cesarean section

by request is not the prerogative of the patient.

Laparoscopy is potentially the most dangerous

procedure a gynecologist performs. Although it

has a place in our armamentarium, I frequently

recall the admonition of Rudy Kampmeier, M.D.—“Do not allow chest x-ray to make auscultation

of the chest obsolete.” In similar fashion, to my
colleagues, “Do not allow laparoscopy to replace

a properly performed pelvic examination and

good clinical judgment.” Again it is often difficult

to obtain specific information from individual

physicians concerning complications, but compila-

tions of complications which do appear in the

literature quickly negate the thinking that this is

an innocuous procedure.
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Experienced laparoscopists recommend that an

individual know his equipment and preferably use

the same equipment for all procedures. I am con-

vinced that the experts are correct. I am equally

convinced that the only conceivable way for the

vast majority of private physicians to achieve this

utopian objective is to personally own and main-

tain the equipment, including the unipolar co-

agulators with open-circuit peak voltage not to

exceed 600 volts and power wattage during non-

reactive resistance of 200 to 500 ohms not to

exceed 100 watts, as recommended by the Ob-
Gyn advisory panel to the Secretary of Health,

Education, and Welfare.

Laparoscopy, and especially laparoscopic tubal

ligation, requires a dexterity and an adroitness

that all of us simply do not possess. To assume

that we do is as ridiculous as to assume that all

individuals possess equal athletic prowess. If lapa-

roscopic tubal ligation is responsible for an in-

ordinate number of complaints, this fact should be

made known. Simple disclosure of this informa-

Where AMA Stands . . .

(Continued from page 26)

viders—Developed and supported legislation pre-

venting malpractice claimants from receiving as

part of recovered damages costs of health care

services for which payment may be made under

Social Security.

On Topics of Current Professional Con-

cern . . .

Hospital cost containment—Objected to the

President’s proposal to impose a mandatory 9%
cap on hospital revenues and urged Congress to

allow a private sector program, the Voluntary

Effort, aimed at cost control, to continue without

federal interference.

PSRO amendments—Developed amendments
correcting some of the undesirable effects of

PSRO.
Laetrile—Supported efforts of the Food and

Drug Administration to prevent distribution of

laetrile in interstate commerce in the absence of

a showing of safety and effectiveness.

Health planning—Developed and supported

legislation to change the National Health Planning

and Development Act to insure that required plan-

ning decisions are made at the local level with

tion might ameliorate the situation first by pro-

viding the public with a counter to the allure of

“band-aid” surgery and second by serving as a

reminder to the physician of his vulnerability if

not culpability.

In summary, I feel that the obstetrician-gyne-

cologist in Tennessee should not be satisfied with

the status quo in reference to our standing within

the SVMIC. I believe that the situation can and

should be improved. To our associates in the other

specialties I, for one, apologize for any embarrass-

ment we have caused. To my colleagues, I offer

a challenge: whether or not you agree with my
thoughts and suggestions, at least think of ways

to improve our image and our specialty, r'

300 - 25th Ave. North
Nashville, TN 37203
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adequate provider input, and to eliminate onerous

penalties against states failing to pass certificate-

of-need laws.

Confidentiality—Supported increased protec-

tion of confidentiality of physician and patient

records generated by federal programs.

On Government Operations . . .

Department of Health—^Developed legislation

establishing a cabinet-level Department of Health

headed by a physician.

Amendments to the Administrative Procedure

Act—Developed a bill amending this act to per-

mit a better opportunity for the public to respond

to proposed regulations and to provide improved

mechanisms for providing affected parties input

into the regulatory process.

Sunset law—Supported legislation requiring a

periodic review and rejustification of each federal

agency or program to determine whether it should

be phased out, changed or continued in its present

form.

Appropriations—Supported appropriate fund-

ing for various programs and agencies. r
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Medical Grand Rounds

Unstable Angina Pectoris

CHARLES E. KOSSMANN, M.D., Editor

DEBRA GAIL SIMMONS, M.D.:
A 51 -year-old white woman had a subendocardial left

ventricular infarction in 1976, and cardiac catheteriza-

tion shortly thereafter revealed 100% occlusion of the

right coronary artery, 70% occlusion of the anterior

descending branch of the left, and 50% occlusion of its

diagonal branch. The patient refused bypass surgery

proffered at that time.

Tn December of 1978 she was admitted for antero-

septal myocardial infarction documented by electro-

cardiogram (EKG) and elevated myocardial enzymes in

the serum. After recovery she was discharged on sulfin-

pyrazone 200 mg four times a day, isosorbide dinitrate

5 mg four times a day, propranolol 40 mg four times a

day, and sublingual nitroglycerin as needed. She con-

tinued to have anginal pain on exertion.

On March 26, 1979 she presented to the emergency
room with a history in the previous few hours of four

bouts of crushing retrosternal pain with radiation to the

left arm but without shortness of breath, nausea, vomit-
ing or diaphoresis. Each bout occurred at rest, lasted 15

minutes, and was relieved by nitroglycerin. Risk factors

included smoking and a family history of coronary
disease.

Oral temperature was 97 F, pulse rate 60/min and
slightly irregular, respiratory rate 20/min, blood pres-

sure 130/70 mm Hg during pain. She was a well de-

veloped, slightly obese white woman, alert, cooperative,

and well oriented, with slight distress during periods of
pain. The skin was warm and showed good perfusion.

The PMI was not palpable; there was a slow irregular

rhythm with normal Sj and Sg but no or S4. Pe-
ripheral pulses were good. There was no evidence of a

congested circulation.

The hematocrit was 39%, the white blood cell count
9,300/ cu mm. The BUN, glucose, sodium, bicarbonate,
potassium and chloride were within normal limits. The
P02 in the blood was 89 Torr, the PCO2 26 Torr, and
pH 7.44. EKG revealed a sinus bradycardia with a rate

of 55/min, a PR interval of 0.12 seconds, a QRS dura-
tion of 0.04 seconds, and a frontal plane electrical axis

of -f 60°. There were deep QS deflections in leads to

V3 and deeply inverted T waves with upward convexity
of the ST segment in leads V2 through Vg. These were
not too different from those observed on the admission
in 1978. The thoracic roentgenogram showed a normal
sized heart; the lungs were not congested.

The patient was admitted with a diagnosis of accel-

erated angina and impending infarction. Pain was treated

with meperidine because she was allergic to morphine.
Bedrest, sedation, nasal O2, propranolol, and isosorbide

dinitrate were given but the pain continued to recur.

Afterload reduction with nitroprusside was instituted

From the Department of Medicine, University of Ten-
nessee, 951 Court Ave., Memphis, TN 38163.
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without success. The serum enzymes did not become
elevated. The EKG, however, showed ST segment de-

pression in the inferior leads with pain.

Cardiac catheterization showed 90% obstruction of

the obtuse marginal branch of the left circumflex coro-

nary artery, 95% obstruction of the anterior descending

branch of the left, and 90% obstruction of the right

cononary artery. The left verticle showed good con-

tractility. She had a bout of pain just prior to catheteriza-

tion which was prolonged and accompanied by hypo-

tension and a rise of the serum CPK to 63 mU/ml of

which 19.5 was MB fraction. She was taken to surgery,

however, because of continued pain on maximum therapy

and evidence of only minimal necrosis.

At surgery obstructions in the left anterior descending,

diagonal, the obtuse marginal branch, and the right

posterior descending coronary arteries were bypassed

with grafts. Postoperatively, there was fever which re-

solved with gentamicin and cefamandole; the wound
cultures were positive for staphylococcus epidermidis.

She was discharged on April 16 but readmitted on
April 18, two weeks after the surgery, with chest pain,

positive MB fraction of CPK in two samples of serum,

and a reversed LDH1/LDH2 ratio, all indicating new
myocardial necrosis. The EKG was unchanged. A pro-

gram of rehabilitation was begun and she was dis-

charged on April 29 on isosorbide dinitrate, propranolol,

and nitroglycerine.

She was readmitted on May 4, this time with jaundice

and abdominal pain. It was concluded from work-up

that she had non-A, non-B hepatitis, although chole-

lithiasis was also suspected. On becoming asymptomatic,

she was followed in the medical and surgical clinics.

(The patient was admitted again on May 29, 1979 for a

4 AM bout of acute left ventricular failure. Propranolol

was discontinued and digoxin begun. She improved.)

JAY M. SULLIVAN, M.D.:

In discussing current management of unstable

angina pectoris, let me begin by going into the

natural history of the symptoms and some of the

studies that have been done relative to medical

and surgical interventions so as to create the

appropriate context for discussing unstable angina.

Pathophysiology of Anginal Syndrome
From postmortem studies ^ we learned that

many Americans start developing fatty streaks

in the coronary vessels in childhood. As time goes

on, if these lesions are fed appropriately by an in-

appropriate diet, by smoking, or by uncontrolled

high levels of blood pressure, they may gradually

grow and obstruct the flow of blood through the
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involved coronary vessels to the myocardium.

There is a long asymptomatic stage, perhaps some

20 or 30 years, until the time that angina pectoris

becomes manifest. Angina pectoris is chest pain

which occurs when the oxygen and energy require-

ments of the myocardium cannot be met by the

delivery system. First a situation develops in

which a lesion does not reduce blood flow to the

resting myocardium, but only keeps flow from

being increased to its full potential in response

to an increased myocardial demand. Normally

coronary flow may be increased as much as five-

fold with exercise. If a coronary lesion is of such

magnitude as to allow an increase with exercise

to only threefold or fourfold over the resting

levels, a point is reached where an amount of

exertion requiring a greater supply than this may
cause pain. This is the stage of stable angina

pectoris. The symptom occurs every time the pa-

tient walks a given distance at a certain rate. It

may occur with a few less steps if the weather is

cold or some other factor is involved which causes

vasoconstriction.

What makes angina become unstable? There

are probably three factors. First, the lesion itself

can start to grow fairly rapidly, reducing flow

even more or keeping flow from increasing to

meet the demands imposed by less and less stress.

The patient tells you he was having pain two

months ago climbing only two flights of stairs,

the past month on one flight, and most recently

perhaps a little discomfort at times while resting.

Second, something can happen to increase the

oxygen demands of the myocardium, something

perhaps not even related to coronary disease.

The patient’s blood may no longer deliver the

needed oxygen because of anemia, or hypoxia

may develop due to progression of chronic ob-

structive pulmonary disease, or the heart may
have to do more work because of thyrotoxicosis,

untreated hypertension, or increased physical ac-

tivity. All the above factors can cause angina to

become unstable (progressively more easily in-

duced). The question to be asked is whether the

instability of the symptom is the result of pro-

gression of the coronary disease or superimposi-

tion of some other precipitating cause. Third, there

is some evidence for spasm occurring in coronary

vessels that may cause a period of unstable an-

gina. Each of the potential causes has entirely

different therapeutic implications.

Unstable angina often presages the occurrence

of acute myocardial infarction. If there is enough

loss of left ventricular tissue, a stage of chronic

ischemic heart disease which may be accompanied

by pump failure will occur. This is the usual or

average natural history of coronary artery disease.

Knowing the pathophysiology, certain conclu-

sions can be reached on how angina should pre-

sent. It should present in response to certain

known physiologic stimuli, e.g., exertion, and be

relieved by rest. The pain is usually diffuse. It is

usually steady after a gradual onset, is of a dull,

deep quality, and is of a few minutes’ duration. It

is most often initiated by increase in cardiac work

and it is consistently, rapidly, and usually com-

pletely relieved by nitroglycerin. It doesn’t last

for seconds or for hours, or occur every hour on

the hour over the course of the day. It is for the

most part not aggravated by breathing. It is not

precipitated by simple body motion. I bring this

up to make the point that someone who has clear-

cut angina pectoris, who starts getting frequent,

localized pain, or who starts getting shoulder pain

which lasts for hours, has not necessarily entered

an unstable phase of angina pectoris. The pain

may have a musculoskeletal cause unrelated to

coronary disease or a shoulder-hand syndrome

secondary to it.

r

Natural History Without Interventions

The annual survival rates of patients with an-

gina pectoris have been determined in several

large studies conducted before the advent of

coronary arteriography. It has since been learned

that in some centers as many as one third of

the patients with angina may have normal coro-

nary arteriograms. The veracity of the earlier

survival information is, therefore, questionable.

The annual survival rate varies from 2.5% to

9.0% in patients with angina divided into good-

risk or poor-risk categories depending on the

absence or presence of prior infarction.

After coronary arteriography became available

it was found that the prognosis of patients with

angina but without coronary disease was quite

different from those who had lesions. Further,

the prognosis varied depending on the extent and

severity of the disease so that prognostic subsets

of patients with single-, double- or triple-vessel

disease could be formed. The annual mortality

rate for single-vessel disease without any specific

treatment other than nitroglycerin usually varied

from 2.6% to 4.0%; for two-vessel involvement

from 6.4% to 15.0%, and with lesions in all three

major coronary vessels it was between 9.6% to

20.0%. The greater the extent of the disease, the

worse the prognosis for average life expectancy.
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In 1968 coronary artery bypass surgery be-

came available and the results of early studies

described the operative mortality and the late

mortality of this procedure. The operative mor-

tality varied from 5% to 12% in the earlier

studies. The late annual mortality was relatively

good, being 1.5% to 5.1% for two- and three-

vessel coronary disease. Indeed, when some in-

vestigators pooled all this information, comparing

the course in patients treated medically compared

to those treated surgically, they felt that the latter

did much better overall, particularly those with

two-vessel and three-vessel disease.

There is one major flaw in this particular kind

of comparison. The medical data were collected

in the late 1950s and early 1960s, the surgical

data later. Many of the patients who received

surgical treatment also received the newer nitrate

therapies, beta-blocking agents, intensive monitor-

ing, and perhaps anticoagulants after the surgery.

During the same period the death rate in the

United States was dropping off, particularly from

medically managed cardiovascular diseases. The

two groups, managed differently in different

periods, were definitely not comparable. Under

the circumstances, the need for some kind of con-

trolled randomized study became imperative.

Specific questions to be answered were: Does

coronary revascularization eliminate angina, re-

lieve symptoms of congestive failure, prevent in-

farction, affect the natural progression of coronary

artery disease, and prolong life? There are some

data to answer some of these questions in some of

the groups; however they are currently contro-

versial.

The largest study is the Veterans Administra-

tion Cooperative Randomized Study ^ comparing

patients treated medically with those treated

surgically. The first report dealt with patients

who had significant lesions of the left main coro-

nary artery who are generally recognized to be

at very high risk. It was a small subgroup of the

total VA studv, containing only 44 medical vs

46 surgical patients, but it showed a very favor-

able surgical result on survival over a period of

follow-up as long as 36 months. It is now accepted

that patients with left main coronary artery dis-

ease benefit from surgery. However, when the

VA investigators analyzed the results of the re-

mainder of the study,^ looking at patients with

single-, double- and triple-vessel disease with and

without normally functioning left ventricles, they

found that surgery had no beneficial effect on

survival in a follow-up of up to three years. This
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study has provoked enormous controversy in part

because the immediate surgical mortality was rela-

tively higher than that found in major centers in

the United States such as the Cleveland Clinic or

the Massachusetts General Hospital in the same

years. Others, however, believe that the surgical

mortality in the VA study was comparable to the

mortality rate in large community hospitals around

the United States at the time. So, there is at pres-

ent some reason to doubt that surgery improves

survival or infarction rates in patients with stable

angina attributable to one-, two- or three-vessel

disease, but it does seem to benefit those who have

left main disease.

The Changing Pattern: Instability

Now, let’s go on to the story of unstable angina

pectoris. What is it? It can be defined for the

purpose of investigation as was done by the Na-

tional Cooperative Study Group of the National

Heart, Blood and Lung Institute.^ Their criteria

are pain, of new onset, either with effort or with

rest. Obviously that can be deceptive. You can

have your first attack on climbing four or five

flights of stairs and thereafter only have it after

climbing that same four or five flights of stairs but

you don’t know that that will be the case the day

it starts. A changing pattern of angina with effort

or at rest suggests that there is progression of the

disease. The pain can occur either in single dis-

crete episodes or in multiple episodes throughout

the day and night. The EKG taken at the time of

the pain may demonstrate ST segment shifts in

either direction, changes in the T wave, or both.

Both electrocardiographic abnormalities return to

control levels within 24 hours if the pain is not

persistent or recurrent. The enzymes, CPK,

SGOT and LDH, remain normal on three samoles

of serum examined during the first 24 hours after

the pain begins. In that criterion, however, lies

some danger which we will consider later.

Results of Clinical Trials

One of the earliest studies of medical manage-

ment of unstable angina pectoris was done at the

Massachusetts General Hospital in 1972.^ There

were some 100 patients admitted with what we
now might call preinfarctional angina; it was

called acute coronarv insufficiency at the time.

Various modes of pharmacologic therapy were

used in the care of these patients. Anticoagulants

were given to a large percentage, and procaina-

mide or quinidine to those who required anti-

arrhythmic therapy. These plus bedrest, sedation,
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oxygen and relief of pain are still the mainstays

of initial medical management of unstable angina

pectoris. Comparing the results of patients so

treated with a group of patients admitted at the

same time with definite acute myocardial infarc-

tion, those with unstable angina really did fairly

well. The acute mortality in the coronary care

unit (CCU) in this MGH group of unstable

anginas was 0% (that is unusual, I should point

out to you) as opposed to some 16% of those

with definite infarction. After leaving the CCU,

mortality was 5% in the group with infarction

and 1% in the patients with acute coronary in-

sufficiency. Hospital time was relatively short and

the patients generally were less troubled with

complications than the patients who had a definite

infarction. Shortly after this, investigators in

Oregon ® published their results of surgical treat-

ment of patients with unstable angina pectoris.

This was not a randomized study and it involved

only 55 patients. The authors concluded that

myocardial revascularization on an urgent basis

was effective therapy for high-risk patients with

unstable angina if operable disease was present.

Surgery resulted in a reduced frequency of sub-

sequent myocardial infarction, relief of angina

and reduced early and late mortality. The results

of surgery looked good.

However, at about the same time, randomized

trials began to be organized and the results of

those were published for the first time in 1977.

The National Cooperative Study Group ^ selected

288 patients with unstable angina pectoris and

asked the question: Does the kind of therapy

affect mortality of the subsequent occurrence of

myocardial infarction? They found a 10% infarc-

tion rate in patients treated medically and a sta-

tistically significant 18% occurrence in those

receiving surgical treatment. Mortality was roughly

the same in the two groups—4.1% in the medical

group, 5.0% in the group treated surgically. It

now appears that the perioperative infarctions at

the time of bypass surgery do seem to carry a

lower mortality than an infarct occurring on the

street, or even in a CCU. It may well depend

upon the immediate availability of defibrillation.

The posthospital, long-term mortality rate was

identical in the two groups, 5%. So, either

seemed to work over the period of follow-up in

this particular study. With regard to frequency

of angina pectoris, there was a marked difference

in favor of surgery—15% of the patients had

angina pectoris of class III or IV severity com-

pared to 45% in the medically treated group.

So this study, like studies of stable angina pec-

toris, demonstrated incontestably that surgery was

effective in relieving the pain of coronary origin.

However, it showed again that bypass surgery did

not reduce the myocardial infarction rate.

Examination of the overall survival rate of the

288 patients randomized into medically and sur-

gically treated groups failed to show a statistically

significant difference in survival over the 27

months of the study. However, there is a diffi-

culty with the study. Few of the patients in the

medically treated group became free of pain.

Indeed, a high percentage wound up with class

III or class IV symptoms. Therefore, many pa-

tients ultimately requested surgery and were

crossed over to the surgical group. This casts

some doubt on the interpretation of the long-term

survival aspects of the study but it does allow one

conclusion. Patients with unstable angina pectoris

can be safely treated medically, followed carefully,

and if the angina continues to be unresponsive to

medical therapy, can be operated upon without

an adverse effect on survival.

There are two other studies with smaller ran-

domized groups. One shows that there is no

benefit from surgery; the other shows a slight

benefit in favor of surgery, but the group of pa-

tients is smaller in size. The most recent study

of unstable angina took place at the Cleveland

Clinic.’* This study was not a randomized trial

but simply a retrospective analysis of the experi-

ence with some 100 patients who underwent

emergency revascularization for unstable angina.

The patients had either an initial attack of severe

angina with ST segment changes, or they were

patients with chronic angina pectoris who pro-

gressed to an unstable phase. All underwent emer-

gency coronary arteriography, and all had coro-

nary revascularization within 24 hours of the

onset of pain. Four of the patients died within

30 days, three with acute myocardial infarction;

18% of the 96 survivors had perioperative myo-
cardial infarction. After 42 months there were

four late deaths, three from myocardial infarction.

Some 86% of the grafts remained patent, and

72 of 92 of the patients became symptom free.

This demonstrated again the usual relief of pain

by surgery. The Cleveland physicians noted that

the early mortality in the perioperative infarction

group (undergoing emergency revascularization

by obviously one of the most experienced teams

in the country) was about four times that of pa-

tients who underwent elective revascularization.

In view of the other studies showing no definite
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benefit from revascularizing on an emergency

basis, they now recommend initial medical ther-

apy, catheterization when the patient is stable,

and surgery on an elective basis, if indicated.

Management
Currently, then, proper management of unstable

angina is to avoid emergency revascularization.

First, the patient is put to bed to rest, sedated,

relieved of pain; the EKG and enzymes are fol-

lowed to rule out acute myocardial infarction.

One of the problems encountered in the Cleveland

Clinic series'^ was the absence of serum enzyme

elevations in three of their patients at the time

they were taken to the operating room. Death

occurred in the immediate postoperative period

and obviously an infarct had occurred just prior

to surgery. Surgery in the first three weeks after

myocardial infarction ordinarily carried a pro-

hibitively high risk.

Second, it is necessary to look at the possible

aggravating causes which could make the angina

unstable. Find out whether the patient has an

infection, fever of any cause, thyrotoxicosis,

anemia, hypoxia—anything that can cause the

angina to increase in severity other than progres-

sion of the coronary disease itself.

Finally, start reducing the myocardial oxygen

requirements with rest, long-acting nitrates, and

propranolol. These measures will be effective

about 80% of the time. Anticoagulants and anti-

platelet agents have not been studied systemati-

cally, although a VA multicenter trial of the use

of aspirin in unstable angina pectoris is under

way. When pain persists, as was the case with

today’s patient, measures to reduce afterload

should be instituted. A Swan-Ganz catheter should

be inserted to monitor left ventricular filling pres-

sure and nitroprusside infused slowly with atten-

tion to maintaining an adequate coronary arterial

perfusion pressure. When pain persists beyond

these measures, some centers, including ours, have

advocated use of intra-aortic balloon counter-

pulsation to reduce oxygen demands further and

to stabilize the patient until arteriograms can be

performed and perhaps surgery instituted.

Coronary Spasm
I want to close with a complicating factor in the

evaluation of patients with unstable angina

—

the role of coronary vasospasm. Almost every-

thing we have been talking about so far is based

on progression of vascular lesions, known patho-

physiology, disparity of oxygen supply and de-
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mand, and development, perhaps, of a thrombus

on top of a coronary artery plaque. Maseri et al
®

have looked at patients who have recurrent angina

at rest with ST segment displacements, in other

words, possible preinfarctional angina. In 76

patients, they performed thallium scans at the time

they had the transient ST segment displacements

and were able to demonstrate transient perfusion

defects in the area responsible for the EKG ab-

normalities suggesting vasospasm. Thirty-seven of

the patients in this study subsequently developed

infarction. Five, who they rushed to the catheteri-

zation suite at the time of pain, had reversible

vasospasm by angiography. One patient who had

normal coronary vessels on angiography ulti-

mately went into vasospasm and had an infarction.

There are new medications under investiga-

tion, e.g., verapamil, which interfere with the

transport of calcium; they appear to be effective

in reducing vasospasm and preventing recurrence,

and may well form another mainstay in the treat-

ment of unstable angina in the future.

Blood platelets, on stimulation, release a very

potent vasoactive substance called thromboxane

Ao, on a per molecule basis the most potent

vasoconstrictor known. Platelets are prevented

from synthesizing this compound by small doses

of aspirin. A recent study from Jefferson Medical

College in Philadelphia indicated that levels of

thromboxane B2 , a breakdown product of throm-

boxane A2 ,
measured by a new sensitive radio-

active immunoassay, actually increased in the

peripheral blood of a patient who had variant

angina of the type usually ascribed to coronary

spasm. This increase of the vasoconstriction could

be reduced by aspirin. The investigators thought

that the frequency of variant anginal attacks was

decreased by aspirin. Inhibition of the platelet

appears to be another promising area for the

management of unstable angina. r
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X-ray of the Month

CARLOS A. MUHLETALER, M.D.; A. JAMES GERLOCK, JR., M.D.;

and CRAIG M. COULAM, M.D., Ph.D.

The most representative films of an intravenous pyelo-

gram, a barium enema, computerized tomograph of the

pelvis and a plain AP abdominal radiograph are shown
in Figures 1-5. They are of a 64-year-old patient with

lower abdominal and back pain.

On the basis of these diagnostic studies, your most
likely diagnosis would be:

(1) Pelvic lymphoma
(2) Pelvic extraperitoneal hematoma
(3) Extensive prostatic carcinoma

(4) Pelvic lipomatosis

(5) Retroperitoneal fibrosis

Discussion

The diagnosis of pelvic lipomatosis was done

on the basis of the characteristic radiographic

findings. These were further documented by com-

puterized axial tomography of the pelvis.

The radiographic findings that permit the radi-

ologist to suggest the diagnosis of pelvic lipoma-

tosis are: (1) Increased pelvic radiolucency

caused by the excess of pelvic fat. In case of

doubt, a low kilovoltage pelvic radiograph will

enhance the pelvic lucency secondary to the ex-

cess fat (Fig. 1). (2) The intravenous pyelogram

usually shows a medial deviation of the distal

ureters, with different degrees of ureterectasis and

hydronephrosis present. The bladder is vertically

elongated and usually described as “tear,” “ba-

nana” or “pear-shaped,” and is elevated from the

pelvic floor (Fig. 2). (3) The barium enema
often reveals a vertical elongation of the sigmoid

colon with a smooth narrowing of the rectum and

sigmoid colon by an apparent extrinsic mass. The
lumen is distensible and the mucosa remains in-

tact (Figs. 3 and 4). These radiographic findings

are fairly characteristic of this condition and

should permit the radiologist to suggest the diag-

nosis of pelvic lipomatosis.^'^ In doubtful cases,

the CT of the true pelvis does nicely demonstrate

the pelvic fat due to its low absorption coefficiency

Figure 1. Supine anteroposterior view of the abdomen.

From the Department of Radiology, Vanderbilt Uni- Figure 2. Intravenous pyelography. Supine anteropos-
versity Hospital, Nashville, TN 37232. terior view.
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Figure 3. Barium enema. Right posterior oblique view.

and its typical distribution. The CT of the lower

pelvis shown in Figure 5 clearly demonstrates the

compression of the bladder and rectum by the

increased amount of adipose tissue.

The differential diagnosis should not be a prob-

lem since other masses in the pelvis typically will

produce an increased pelvic density. Rarely will

they ever produce the findings of radiolucency as

seen in this case.

Straightening of the sigmoid colon and medial

deviation of the ureters characteristically occurs

with large bilateral iliac aneurysms and common
iliac lymph nodes, but they are associated with

an increased pelvic density. Although extra-

peritoneal hematoma deviates the distal ureters

medially and straightens the colon, it also oblit-

erates the internal obturator muscle margins and

the lateral edges of the bladder wall.^’^ Retro-

peritoneal fibrosis likewise causes the above distal

ureteral and colon changes, but usually affects

the course of the mid-ureteral regions also.^

Pelvic lipomatosis is a benign disease of un-

known etiology characterized by increased deposi-

tion of fat in the true pelvis. This can produce

deformities of the bladder, ureters and colon as

shown in Figures 1-5. The masses of adipose

tissue typically encircle the pelvic organs but do

not invade them, as nicely demonstrated in the

CT cuts of the pelvis (Fig. 5). Histologic exami-

nation of the adipose tissues reveals it to be

Figure 4. Barium enema. AP view of the abdomen.
Post evacuatory radiography.

Figure 5. Computerized axial tomographic cut of the

true pelvis.

normal mature fat.^ The associated clinical symp-

toms are usually not specific and often confusing.

Urinary tract infections, constipation, increased

urinary or rectal frequency, lower back and ab-

dominal pain, and hypertension are the most

common presenting complaints in these pa-

tients.^'®

ANSWER: (4) Pelvic lipomatosis. r ^
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Mental Health Report

Children and Youth

A chief misconception held by the general

public is that mental illness is a disability which

affects only adults. A recent survey by the state

Department of Education estimates that in Ten-

nessee 12,300 children between the ages of 4 and

18 are in need of special education and mental

health services for emotional disturbances.

The Tennessee Department of Mental Health

and Mental Retardation (TDMHMR) provides

mental health care for children and adolescents

in two ways: (1) Residential services are avail-

able in each of Tennessee’s five mental health

institutes. (2) Outpatient treatment is available

at community mental health centers.

While our residential treatment programs are

administered by regional mental health institutes,

they are autonomous in that each center has its

own budget, personnel, and separate location.

The programs are organized around groups of

eight to ten children who attend school and par-

ticipate in other activities under the direction of a

team of mental health workers and educators who
are responsible for helping the children achieve

specific treatment objectives.

Length of stay is brief, averaging about six

months, and planning is oriented toward mobiliz-

ing community resources to support the child as

well as to change his behavior. The five residential

programs are considered backup resources for

community programs which work with children

and youth.

Tennessee has 32 community mental health

centers, each of which is required to provide out-

patient services for children and youth as part of

a total program. Each center is partially funded

by TDMHMR, but organized and administered

by a local board. Consequently, the children and

youth programs differ somewhat, reflecting the

local resources and priorities, but each is ex-

From the Tennessee Department of Mental Health

and Mental Retardation, Nashville, TN 37219.

pected to work closely with the residential com-

ponent of the regional mental health institute in

its service area.

Staff members at the institute and the local

mental health center collaborate on all cases

discharged from the institute and returned to the

community. While the mental health centers do

not assume primary case assignment for each

child, they are responsible for routine monitor-

ing of all former residential students. At any one

time, about 250 children may be served on an

inpatient basis in our mental health institutes,

and those receiving outpatient care from mental

health centers across the state total an estimated

7,000.

A population estimate of 2% is most often

cited to measure the potential need for mental

health services for children and adolescents.

Based on the 1975 census which states that there

are 1,300,000 people under age 18, TDMHMR
and the Department of Education need to plan

services for approximately 26,000. That figure is

slightly more than double the number of children

and adolescents now being served.

A more serious deficit is in the availability of

residential services for the most seriously disturbed

children. This population is usually projected at

0.1% of the population. The projected figure is

1,300 compared to the capacity of 250 in the

state’s residential treatment programs.

TDMHMR recognizes a need for two basic

services—community placement and special pro-

grams to serve preschoolers with learning dis-

abilities.

A small proportion of children and adolescents

who have been treated in a hospital residential

program are difficult to place back in the com-
munity.

This may imply that either the child’s treatment

has been successful but a return to his normal
community setting would negate continuing prog-

ress or that treatment was of limited benefit and
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persons in his community environment would find

his presence disruptive.

In either case, a long-term home-like setting

is needed. This setting does not necessarily have

to be equipped as a treatment resource, but should

be able to maintain and support the person. At
present, there is a limited number of foster homes

and group homes but not enough to meet the

needs of these individuals.

There is also a notable gap in treatment ser-

vices for children of preschool age with serious

behavior and learning problems. The Regional

Intervention Program in Nashville and in some

other mental health centers in Tennessee meets

part of this need, but other areas of the state are

lacking in such services.

In this International Year of the Child, the

TDMHMR joins forces with other state and pri-

vate agencies to focus on the importance of

providing adequate services to young children

and adolescents.

It is our goal to upgrade those services already

in existence, and to seek needed resources to

organize and implement other programs. / ^

JOIN US.

We can do
much more
together.

Valley

Psychiatric

Hospital
P.O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment

faciiity with programs designed to treat psycho-

logical, alcoholic and drug abuse problems of

adults, adolescents and children.

A full range of treatment modalities is utilized,

including individual and group psychotherapy,

pharmacologioal therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for school-age children and

adolescents, recreational, occupational and the

complete range of expressive therapies. Group

therapy is five days each week with Individual

therapy at least three days a week. Patients

have six hours a day in scheduled therapeutic

activities. Comprehensive outpatient services

are available with outpatient group therapy ses-

sions being held two nights each week.

Licensed by the State of Tennessee. A mem-
ber of the Tennessee Hospital Association, the

American Hospital Association, and the National

Association of Private Psychiatric Hospitals. Ac-

credited by the Joint Commission on Accredita-

tion of Hospitals.

Psychiatry

John Bolinger, M.D.

D. Ross Campbell, M.D.

Peter L. DeRuiter, M.D.

Henry Evans, M.D., F.A.C.P.,

Clinical Director

William C. Greer, M.D.

Frances A. Harmatuk, M.D.

David V. MacNaughton, M.D.

John S. McDougal, M.D.

Robert T. Spalding, M.D.,

F.A.P.A., Medical Director

Clinical Psychology

Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.

James Pruiett, Ph.D.

Bobby G. Rouse, Ph.D.

Roy Smith, Ph.D.

Administrator Assistant Administrator

Dennis P. Dobard Dan B. Page, M.Ed.
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Ifs Your Association—Dictate Its Course

The strength of any organization such as the TMA can be directly propor-

tional to its actions and leadership being representative of its members. This

can only occur if all of you will take advantage of the opportunity you have

to communicate your concern and ideas and help direct the course of your

organization. The purpose of this article is to reiterate the ways you can

assure your voice will be heard.

In my first communication of this kind, I encouraged all who had com-

plaints, comments, or concerns to communicate with me directly. That

invitation is still open. The TMA Board has pursued an active visitation

program requesting that either an oflBcer or Board member be invited to

visit every county medical society and attend at least one meeting this year.

So far we have met with or are scheduled to attend meetings of 27 of the 48

societies.

This past year, upon recommendation of the TMA House of Delegates,

the Board appointed one of its members to serve as direct liaison to each

medical specialty society. Also the president of each society is invited to

attend the Board’s quarterly meetings. This has been used to good advan-

tage to both the Board and a small number of the societies.

The primary policymaking body of the Association is the House of Delegates. It meets annually,

the location rotating among the three grand divisions of the state. Each county medical society is

represented by one delegate for each 50 members, not including ex ofl&cio delegates. The ideas and

issues to be considered by the House are presented in resolution form. These are circulated prior to

the meeting to all delegates, and an abstracted form will be included in the TMA Newsletter with

the exception of the last minute resolutions that occur in spite of the encouraged 30-day deadline. The

resolutions are presented to the House at its opening session and referred to one of four reference

committees by the speaker of the House. Any member of the TMA is welcome to speak to the resolu-

tions in the reference committee and it is from this discussion that the committee in executive session

drafts a report which it presents to the House in its final session. The House can then accept, reject,

amend, or refer the resolution as reported out by the reference committee. Resolutions of national con-

cern can then be taken on to the AMA House of Delegates by our AMA delegates, if so directed by

the TMA House. Our AMA delegation is quite active, and the national operating procedure is very

similar to that described at the state level. Any member of the House of Delegates may introduce a

resolution and speak for it in both the reference committee and on the floor of the House. If you have

a resolution and are not a delegate, take it to your county medical society delegation, have them in-

troduce it, and then you can personally support it in the reference committee.

The TMA House of Delegates will be meeting on April 9. Seek out the issues in your delegation and

see that your views are represented. You too have a voice and influence in your Association, but only

if you choose to use it.

Sincerely,

PRESIDENT
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Welcome, 1980, Or,

On With the Show

When Jesus of Nazareth was born in Bethlehem

in Judea two millenia ago, the influence of Greek

civilization was strong throughout the known
world. Roman arms had swept land and sea clear

of brigands and pirates and the Pax Romana had

made the world a relatively safe place in which

to live, work, travel, and do business. But Rome
was about to begin a disastrous century. Although

its influence would spread farther than ever, and

there would be periods of unprecedented gran-

44

deur, Roman will would falter and eventually col-

lapse. The end would be postponed for several

more centuries, but the uncivilized marauding

hordes from the North would increase their dep-

redations, and the world would enter one of its

darkest periods. Too late the world would find

Roman arms and Roman will had made the differ-

ence.

A few days back the editors of the Wall Street

Journal opined that the world as it is now shaping

up is not a very nice place in which to live.

Throughout the world, they said, civilization is

receding before our eyes. “The decline of what

we have thought of as civilized conduct results

from the decline of the Western powers that

spread those ideals to begin with, and in particular

from the decline of American power, will, and

influence in the last decade. . . . Over the past

decade America has been pictured, and often by

Americans, as the world’s chief offender against

international peace and independence. The Teh-

ran crisis and like events in other places are

bringing us face to face with the possibility that

something like the opposite is true: that liberal

law and standards have retained influence in the

world only insofar as there’s been American

power to support them.”

With misdirected zeal our liberal activists, the

“intellectuals,” took the part of the Bolsheviks

against the Tsar, and a generation later of the

Cubans battling their dictator and the North

Vietnamese seeking to rid the country of tyranny,

they said, only to lead them from the frying pan

into the fire. It has become apparent that terror

under the Ayatollah is at best no improvement

over the tyranny of the Shah. In each situation

there was previously, in spite of tyranny, a mea-

sure of stability. With the terror came chaos. It is

an old story.

Ancient wisdom has it that “Ve grow too soon

old und too late schmart.” We learn the lessons

of history too late. Even if we had the will to do

so, we have allowed our position in world leader-

ship to slip to the extent it is doubtful it can be

recovered. We have allowed ourselves to be duped

by the perpetual hope of mankind that the lamb

will be able to lie down with the lion. Indeed it

can. But when the lion becomes hungry, it exerts

its “protective influence,” and the lamb becomes

a part of the lion.

At the risk of being accused of sabre rattling I

have to say that history has amply demonstrated

that peace, whether local, national, or interna-

tional, is established and maintained only by force
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of arms. It should have become abundantly clear

that this has not changed, nor will it in this year

of our Lord 1980, mankind being what it is. Laws

unfortunately require enforcement. In case you

think this an un-Christian point of view, even a

casual reading of the Bible will show you it takes

the position that this situation is not to change

until God’s kingdom is established on earth.

It should not be news to you that this has not

happened yet.

Happy New Year!

J.B.T.

A Little Drop of Water

Little drops of water

Little grains of sand

Make the mighty oceans

And the pleasant land.

Julia Fletcher Carney

Little Things (1845)

Just contemplating the enormous amount of

unfulfilled physical need in the world is apt to

create such overwhelming ennui that any sort of

positive remedial action becomes well nigh im-

possible. How do you, for example, feed three

billion hungry people—or a quarter of a billion

starving ones? It is tempting under the circum-

stances to conclude that since it is obvious not all

of them can be fed, and some will die of starva-

tion, it is pointless to do anything at all. Or even

if one takes the position that even a few saved is

better than none, just identifying those few may
absorb so much energy that none is left for posi-

tive action. Thus many a worthwhile program

fails to get off the ground, accounting to a con-

siderable extent for my previously expressed cyni-

cism about such programs as the International

Year of the Child, which often reminds me of

Eliza Dolittle’s admonition to Freddy, “Never

do I want to hear another word . . . Don’t speak

of love—show me!”

Well, one man at least has cut through aU the

persiflage, and shown us, having done something

about brightening the corner where he is. That

man is Ward Bentley, for ten years executive sec-

retary of the American College of Preventive

Medicine. So as not to rob you of the pleasure of

reading his account, carried elsewhere in this

issue, of what he is doing and how he got there.

I’ll not pursue it further here, except to quote

from his closing paragraphs

:

I cannot hold that nothing can be done . . . One
small effort toward providing for the care, educa-

tion, health, and general welfare of a few children

can’t solve the problem, but it can impact favor-

ably on a few young lives. That’s worthwhile.

I heard a preacher say once that you can’t be

crucified on every cross. Most people are over-

committed already. But should you choose to be

a part of Ward Bentley’s work, it can be arranged.

I’m sure. Although I had never heard of the pro-

gram before I read his article, I immediately

recognized it as being what the International Year

of the Child, now deceased, was all about. We,

individually or collectively, cannot do everything

for every child. But we can do something for

some of them.

And that’s worthwhile.

J.B.T.

"Friends " and Friends

Some things are hard to define because they

are imprecisely understood, and others because of

poverty of language. English is not the best of

all languages to use in defining abstractions, a

well-known and perhaps overworked example be-

ing that the Greeks had three words of consider-

ably different connotation which we translate

love. The difficulty in defining the word friend

may stem partly from poverty of language and

partly from imprecision of understanding, but the

real trouble seems to be that it means different

things to different people, and even perhaps dif-

ferent things to the same individual depending

upon the circumstances. The fact is we use it so

frequently with the loose connotation of an ac-

quaintance that any deeper meaning has tended to

become obscured.

The dictionary definition is perfunctory at best

and at worst is unsatisfactory and even mislead-

ing. Whole books, Dickens’ Tale of Two Cities

for example, have been written simply to work
out this relationship, as definition ultimately be-

comes a matter of demonstration. One of the

interesting aspects of friendship, one that is usu-

ally overlooked, is that it need not be returned to

be genuine. We generally think of friends as

treasured companions, and indeed they may be,

but if a friend is one who always acts in his

friend’s best interest, expecting nothing in return,

anonymity may be required or antagonism may
even result. Friendly acts may be perceived only

after mature reflection, a pursuit most of us in-
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dulge in all too infrequently.

It is dangerous to delve too deeply into motives,

even our own, as they are usually mixed; they

are often perceived only dimly, if at all. Worse,

we cannot even be sure whether or not our per-

ception is correct. Teachers teach for all sorts of

reasons, and any teacher may have more than

one, but as I look back, some of the purest acts

of friendship toward me were performed by teach-

ers, frequently by teachers I liked the least. Some
of those I learned the most from—and not neces-

sarily about their subject. They demanded ex-

cellence.

My friend and former fellow house-officer

Luke Ellenburg, M.D., who practices pediatrics

in Greeneville, Tenn., is a man of many parts.

He has written a book ^ about another good friend

of ours, our fellow physician William Shakespeare.

He has performed an act of friendship toward

both old Will and those of us who love him, as I

think few of us have recognized the extent of his

medical knowledge. But as Luke points out, his

knowledge in many areas was encyclopedic. Even

more impressive, though, is that Shakespeare’s

knowledge of human nature, instead of making

him disillusioned, appears to have instilled in him

a genuine affection for every one of his charac-

ters, allowing him to show us instead of un-

varnished depravity the pitiable state of even the

most loathsome of them.

This is possibly the one single attribute doc-

tors, lawyers, and men of the cloth need most.

If we are to help our patients, we must have their

full confidence. If we are to gain that, we cannot

afford to judge them. If we are not to judge them,

we must see their need and not their deed. If Will

Shakespeare is not a friend of yours, he should

be. If you want him to be, you should rush out

and buy Luke Ellenburg’s book.

1. Ellenburg LL Sr: Man’s Temporal Profile With Shakespearean
References Of Medical Interest. New York, Vantage Press, Inc,

1979.

'jumcmoikun^l

Marshall Johnson, Jr., age 51. Died November 28,

1979. Graduate of University of Tennessee School of

Medicine. Member of Nashville Academy of Medi-

cine.

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Thomas Anderson Smith, M.D., Chattanooga

Arthur A. Temlock, M.D., Chattanooga

Charles S. Watras, M.D., Chattanooga

NASHVILLE ACADEMY OF MEDICINE
Andrew B. Carlsen, M.D., Nashville

Patrick T. Hunter, III, M.D., Nashville

Lawrence A. Judy, M.D., Nashville

Joseph H. Remillard, M.D., Nashville

Patricia J. Remillard, M.D., Nashville

Wilson G. Russell, M.D., Nashville

SULLIVAN-JOHNSON COUNTY MEDICAL
SOCIETY
Ronald W. Hunter, M.D., Kingsport

David L. Lane, M.D., Mickelsville, VA
James L. McCoy, M.D., Kingsport

l>cr/on<il neui/

Carl E. Adams, M.D., Murfreesboro, has been ap-

pointed to the Board of Examiners for Nursing

Home Administrators by Gov. Lamar Alexander.

Dr. Adams was named to a three-year term to suc-

ceed M. F. Langston, M.D., of Signal Mountain.

Amos Christie, M.D., Nashville, and H. A. Morgan,

Jr., M.D., Lewisburg, were honored at a leadership

recognition banquet of the American Public Health

Association at the association’s 107th annual meet-

ing in New York City. Both doctors were recognized

for their 40-year affiliation with the association.

William C. DeSouza, M.D., Trenton, has been

elected president of the medical staff at Gibson Gen-

eral Hospital for the 1979-1980 year.

Hamel B. Eason, M.D., Memphis, has been elected

to the national Blue Cross and Blue Shield board of

directors. Dr. Eason will serve a two-year term on

the board, representing a district that includes Ten-

nessee, Mississippi, Alabama, Georgia, Florida,

Louisiana, and Puerto Rico.

Fulton Greer, M.D., has been elected chief of staff

of Williamson County Hospital for 1980. Other

officers chosen are Starling Evins, M.D., vice-chief

of staff, and Douglas York, M.D., secretary-

treasurer, all of Franklin.

A. L. Jenkins, M.D., Knoxville, was named Out-

standing Alumnus of the Year at Tennessee Wesley-
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an’s annual dinner, a Homecoming Weekend event.

Dr. Jenkins, widely recognized in the field of emer-

gency medicine, recently received a citation in

Atlanta with five other physicians for “exemplary

contribution to the development of the certification

examination in emergency medicine.”

Louis A. Killeffer, M.D., Harriman, was named
Family Practitioner of the Year by the Tennessee

Academy of Family Physicians at its annual as-

sembly in Gatlinburg. November 11 was proclaimed

Dr. Killeffer Day in Harriman, and over 300 guests

were in attendance to honor Dr. Killeffer for his

over 40 years of practice, which included serving as

the vice president of the Tennessee Medical Associa-

tion, secretary of the Roane County Medical Society,

first president of the Roane-Anderson County Medi-

cal Society, and president of the Tennessee Academy
of General Practice.

Joanne Lovell Linn, M.D., Nashville, an associate

professor of anesthesiology at Vanderbilt University

School of Medicine, is the new president of the

American Medical Women’s Association.

William Weathers, M.D., Chattanooga, was named
Boss of the Year by the local chapter of the Ameri-

can Association of Medical Assistants at a banquet

held at the Choo Choo Read House in November.

John O. Williams, M.D., Mt. Pleasant, was installed

as president of the Tennessee Academy of Family

Physicians at its annual assembly held in Gatlinburg.

Other members elected to ofiice during the assembly

were Duane C. Budd, M.D., Johnson City, president-

elect; Arden J. Butler, M.D., Ripley, vice president;

and Oscar M. McCollum, M.D., Henderson, re-

elected secretary-treasurer.

The following TMA members have been named
Fellows of the American College of Surgeons: James
W. Shaw, M.D., Cookeville; Daniel P. Labrador, Jr.,

M.D., Walter H. King, Jr., M.D., John B. Berry,

M.D., Chattanooga; William F. Johnson, II, M.D.,

Cleveland; John R. Adams, M.D., Lynn W. Conrad,

M.D., Herbert S. Dodge, M.D., and Phillip E.

Wright, II, M.D., Memphis.

The following TMA members have been named
Fellows of the American Academy of Family Phy-

sicians: Gay K. Battle, M.D., Duane C. Budd, M.D.,

C. S. Webb, M.D., Johnson City; Wallace B. Big-

bee, Sr., M.D., McMinnville; Catherine A. Boat-

wright, M.D., Chattanooga; Carlos B. Brewer, M.D.,
Clarksville; Wilbert E. Brooks, M.D., Madison;
Lloyd T. Brown, M.D., Robert A. Moore, M.D.,

Gallatin; Clyde E. Collins, M.D., Dickson; Thomas
M. Crenshaw, M.D., Humboldt; John B. Dorian,

M.D., David H. Knott, M.D., James E. McAfee,
M.D., Memphis; Roy C. Ellis, Jr., M.D., Harrogate;

Morris D. Ferguson, M.D., Lebanon; Rupert A.

Francis, M.D., Frank L. Jayakody, M.D., Rodger
T. Wallace, M.D., Nashville; Angelo J. Garbarino,

Jr., M.D., Newport; Norman L. Henderson, M.D.,

Lawrenceburg; George L. Holmes, III, M.D., La-

fayette; Charles C. Hudson, M.D., Columbia; J. S.

Johnson, M.D., Gainesboro; Lester F. Littell, Jr.,

M.D., Dayton; Russell W. Mayfield, M.D., Bells;

Clay A. Renfro, M.D., Warren Y. Smith, M.D.,
Kingsport; Raymond W. Rhear, M.D., Alamo;
Charles L. Roach, M.D., Sevierville; Billy G. Rob-
bins, M.D., Ripley; Ralph H. Ruckle, M.D., Port-

land; John C. Rylands, M.D., M. L. Williams, M.D.,
Charles D. Wohlwend, M.D., Knoxville; George W.
Shannon, M.D., Jackson; John B. Standridge, M.D.,
Benton; Thomas W. Williams, M.D., Etowah; James
S. Williamson, M.D., Huntingdon; Joseph L. Wil-

loughby, M.D., Franklin

mediccil ncui/
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Vanderbilt Symposium Honors

Nutrition Foundation President

A symposium in

honor of William J.

Darby, M.D., Ph.D.,

president of The
Nutrition Founda-
tion, Inc., and pro-

fessor emeritus of

biochemistry in nu-

trition at Vanderbilt

University School of

Medicine, was held

Nov. 16 at Vander-
bilt. The topic for

the symposium was
nutrition science and
food safety policy,

with nationally
known speakers participating in the program.

Dr. Phillip Handler, president of the National
Academy of Sciences, spoke on developing and
interpreting the scientific data base for setting nutri-

tion and food safety policy. Dr. Albert Kolbye, as-

sociate director of sciences. Bureau of Foods of the

U.S. Food and Drug Administration, addressed

future directions of food safety regulations.

Dr. Dee Graham, assistant director, Del Monte
Research Center, presented an individual view of
future trends in nutrition and food safety policy. The
chairman of the symposium. Dr. Emil Mrak,
chancellor emeritus of the University of Califomia-
Davis, spoke on regulatory policy concerning food
safety.

Darby’s first association with Vanderbilt Univer-
sity was in 1942, when he came to the school of
medicine as special fellow in nutrition with the
Rockefeller Foundation. In 1943, he served as in-

structor in preventive medicine at Duke University.

The next year, he returned to Vanderbilt as assistant

professor of biochemistry and director of the division
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of nutrition. He was chairman of biochemistry from
1949 to 1971.

Darby’s major research areas have included identi-

fication, function and human requirements of the

B-complex vitamins; iron and zinc in nutrition;

anemias and malnutritional status of infants, chil-

dren, Navajo Indians and population groups in

several countries.

He has served on committees of Health, Educa-

tion and Welfare; National Institutes of Health;

United States Department of Agriculture; Food and

Nutrition Board of the National Research Council;

and the Council on Foods and Nutrition of the

American Medical Association.
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County Societies

Announce New Officers

Coffee County Medical Society—Jerry Kennedy,

M.D., Tullahoma, has been elected president of the

Coffee County Medical Society for 1980. Other

officers elected are G. B. Krishna, M.D., Tullahoma,

vice president; and Ja-Nan Yu, M.D., Manchester,

secretary-treasurer.

McMinn County Medical Society—William Morris,

M.D., Athens, was elected president of the McMinn
County Medical Society for 1980. Other officers

elected are Roger Fulmer, M.D., vice president; and

Larry Hargis, M.D., secretary-treasurer, both of

Athens.

Robertson County Medical Society—John Jackson,

M.D., Springfield, was elected president of the Rob-

ertson County Medical Society for 1980. Other offi-

cers elected are John Turner, M.D., Springfield, vice

president; and Edita Milan, M.D., White House,

secretary-treasurer.

iMilionol Acui/

FROM THE AMA’S OFFICE IN WASHINGTON, D.C.

VE Victorious-

Cost Cap Craps Out!

The Carter administration’s two-and-a-half year

campaign to thwart hospital spending growth has

been shot down in flames by the House of Repre-

sentatives.

The vote against the administration and for a

substitute bill minus hospital cost controls was a

startling 234 to 166, one of the most shattering

congressional defeats pinned on President Carter.

The outcome was a resounding victory for the

health provider groups that have waged a vigorous

campaign against the threat of federal controls

limiting hospital expenditures. Leading the fight were
the American Medical Association, the American
Hospital Association and the Federation of Ameri-
can Hospitals, the principal groups that form the

Voluntary Effort (VE) to restrain hospital spending.

Congress was assured by the VE leaders in the

wake of the vote that the VE program would con-

tinue unabated. “We renew our pledge to the Ameri-
can people and President Carter to fight inflation

with every resource at our command,” said James
H. Sammons, M.D., AMA executive vice president.

Dr. Sammons applauded Congress “for its sup-

port of the demonstrated ability of the private sector

to control hospital costs voluntarily. We assure

Congress that its confidence in the private sector

has not been misplaced,” Dr. Sammons said.

“We are very grateful for this rejection of ration-

ing and regulation,” said Michael Bromberg, execu-

tive director of the FAH. “But the issue will not go
away. We must make the VE continue to work.”

Alex McMahon, president of the American Hos-
pital Association, said the House action represented

an endorsement of the Voluntary Effort. The ad-

ministration bill would have “adversely influenced

patient care and created a costly addition to the

federal bureaucracy,” said McMahon.
President Carter said through Press Secretary

Jody Powell that the ballgame isn’t over. There was
White House talk of attempting to revive the mea-
sure in the Senate. However, the 68 -vote margin of

defeat in the House was far too large to raise any
serious administration hope of moving a control bill

through the present session of Congress.

The bill approved by the House was tagged as the

Gephardt Amendment after Rep. Richard Gephardt
(D-Mo.). It establishes a Commission on Hospital

Costs to report to the President on success of the

Voluntary Effort, on further measures that might

be needed to restrain costs, and on long-range

strategies on the supply and demand for health care

services. It also provides for federal support of

voluntary state hospital cost control programs, and
the encouragement of philanthropic support for hos-

pitals.

The discarded bill would have imposed federal

expenditure controls if the VE failed to keep hos-

pital expenditure increases below 11.6% a year.

More than 50% of the nation’s hospitals, including

all rural hospitals, would have been exempt. Wage
increases for nonsupervisory workers would have
been taken from the cost equation. So many excep-

tions were made in efforts to win votes that the

measure was viewed by many lawmakers as a farce.

The humiliating defeat for President Carter high-

lighted one of his glaring problems in office—getting

Congress to approve his legislative program. He had
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made the hospital bill the bellwether of his anti-

inflation program and had insisted that its passage

was an absolute necessity before serious considera-

tion could be given to national health insurance.

Carter and ex-Health, Education, and Welfare

Secretary Joseph Califano had berated hospitals for

more than two years, accusing them of being “fat

and inefficient” and of conducting an intense lobby-

ing campaign against the public interest.

Labor sided with the administration and con-

ducted a last-minute blitz on Capitol Hill to line up
votes, to no avail.

The House vote was preceded by several hours

of keen debate. After the Gephardt Amendment
won the day, the House was faced with the question

of approving the amendment or nothing. The final

vote on passage was 321 to 75.

House Democratic leaders seemed baffled by the

administration’s strategy on the measure. They had
warned the President and his aides that their nose

counts showed that the administration’s bill for

standby federal controls didn’t have the requisite

support in the House. Despite their warnings, the

President sent word to schedule a vote, apparently

choosing to believe more optimistic predictions from
his legislative aides.

The House Rules Committee had delayed the

vote for a week after opponents of the bill on the

committee showed surprising strength by refusing

to accept the desires of administration forces for a

parliamentary procedure that might have picked up
some additional votes.

Unable to secure a rule that would have tied a

vote on the Gephardt Amendment to a vote to re-

commit, thus making the bill’s opponents vulnerable

to political charges they were against doing anything

about the hospital cost situation. Rules Committee
Chairman Richard Bolling (D-Mo.) reluctantly ac-

ceded to President Carter’s wishes and sent the bill

to the floor. The “Rule” granted a separate vote

on the Gephardt Amendment.
House Speaker Thomas O’Neill (D-Mass.), an

administration supporter, told reporters before the

vote that the administration would lose by an “over-

whelming” margin, breaking all of the rules of pre-

vote strategy. (He later made a stem-winding speech

on the House floor in favor of the hospital bill.)

Similarly, Rules Chairman Bolling was seething

when he made clear at the Rules Committee hearing

that he was clearing the bill at that time only at the

behest of the administration.

The chief thrust of the opponents during debate

was that the administration measure threatened to

impose a new level of burdensome red tape on hos-

pitals that could lead to higher regulatory costs (a

proponent of the bill calculated the cost of the pro-

gram at $25 million), and that it also would stifle

purchase of quality equipment and services and lead

to rationing of health care.

A major point was that the VE program had been
a resounding success in muting inflation in hospital

costs.

Scores of lawmakers rose to attack the administra-

tion plan. Many were congressmen who battled the

plan in the House Ways and Means and House

Commerce Health Subcommittees. Rep. Gephardt,
author of the substitute bill that carried the day, told

the House that the main point of his bill “is to keep
us on the voluntary path rather than going down
the mandatory path.” Hospital costs for the first

seven months of this year have risen less than the

general rate of inflation, he noted.

Rep. Dave Stockman (R-Mich.), a prominent
critic of the administration plan, said the inflation

gap between hospitals and the rest of the economy
has vanished since the measure was first sent to

Congress, and with the closing of the gap “there no
longer is a case for this kind of hastily devised,

jerry-built control measure.”
Another outspoken foe of the administration bill,

Rep. Phil Gramm (D-Tex.), noted that 30 state

officials are regulating 30 hospitals in Connecticut.
If that ratio is applied to the nation, there will be
25,000 federal bureaucrats controlling hospital ex-
penditures, he said.

Rep. David Satterfield (D-Va.) highlighted one of
the principal concerns of the medical and health
professions—that the administration plan was “a
decisive step toward a federalized centrally controlled
and managed health care delivery system.”

Enactment will drive the American system toward
the plight of the British system where “the lack of
access to needed care has now become so acute
that a major British union recently insisted upon
supplementary private health insurance for its mem-
bers,” he told the House.

Rep. James Broyhill (R-N.C.) said that even if

the optimistic predictions of savings under the ad-
ministration’s controls were correct, the impact on
overall inflation through the Consumer Index would
be only 0.1% in 1981.

The Voluntary Effort is working, the congress-
man declared. He said that the success of the North
Carolina Voluntary Effort plan “demonstrated that
this serious problem can be addressed without gov-
ernment intervention.”

Rep. Robert Michel (R-Ill.) said that if the cost
control bill were implemented there soon would be
news stories about patients who could not get proper
treatment or who were denied entrance to hospitals.

“There is risk in this bill and risk could be deadly,”
he warned the House.
The House was urged to accept the Gephardt

measure and “follow the mandates of the American
people who are demanding less bureaucracy” by
Rep. James Jones (D-Okla.). “Let us allow the
ingenuity of the industry to work to hold down
these hospital costs,” he said.

Rep. Jim Santini (D-Nev.) said the first ad-
ministration bill for mandatory caps was “a turkey”
and the present bill was “son of turkey.”

“I believe that this bill (administration) has more
to do with politics than with regulation,” said Rep.
Bill Alexander (D-Ark.). “I believe that it would
add to inflation through another layer of bu-
reaucracy.”

Under the administration plan, said Rep. Thomas
Luken (D-Ohio), the HEW Secretary “will have
the hospitals of this nation in a vice-like grip.”

Rep. Willis Gradison (R-Ohio) said the ad-
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ministration plan penalized efficient hospitals and

promoted “survival of the fattest.” If the plan had

been in effect in the past much of the lifesaving

technology and services of hospitals would have

been stifled, he said.

Rep. Henry Waxman (D-Cal.), chairman of the

Commerce Health Subcommittee, was a leader in

the battle for the administration bill. He told the

House that the moderation in hospital costs was a

result of the threat of price controls. There is no

assurance the Voluntary Effort will be able to con-

tinue its success, he said. The Carter plan “is our

chance to say to the American people we are willing

to act to hold down the skyrocketing health care

costs facing you,” he said.

AMA Appeals FTC Edict

The AMA has filed an appeal of the Federal

Trade Commission’s ruling of Oct. 12, 1979, that

the AMA Principles of Medical Ethics unlawfully

restricts physician advertising.

The AMA’s petition to the U.S. Court of Appeals

for the Second Circuit, in New York City, contends

that the order unlawfully interferes with the rights

of medical societies, prohibiting them from dis-

ciplining members for overcharging patients, for

example. The order would, furthermore, unduly re-

strict the ability of the AMA and other medical

societies to try to curb false and deceptive promo-

tional practices by physicians.

The AMA’s appeal contends that the final order

went beyond the jurisdiction of the FTC and ignored

the Association’s efforts to “comply with evolving

legal and social standards,” concerning advertising

by physicians.

The FTC in its order did concede that the AMA
has a “unique and valuable” role to play in curbing

false and misleading advertising.

The Oct. 12 decision, which was made public

Oct. 24, revised an administrative law judge’s No-

vember, 1978 ruling that would have barred the

AMA from any regulation of advertising for two

years and that would have required FTC approval

for subsequent guidelines.

Blues Challenge FTC

Blue Cross-Blue Shield challenged a Federal

Trade Commission staff study contending that phy-

sician influence over Blue Shield plans is “associated

with significantly higher fees.”

Blues President Walter McNerney said the FTC
Bureau of Economics’ methodology and results “are

not supportable” and are “directly contrary” to the

results of a Blue Shield analysis. “Even if the staff’s

attempt to extrapolate its findings rested on other-

wise acceptable methodology, its failure to take ac-

count of essential characteristics of the reimburse-

ment system which it analyzed caused the staff to

overstate the possible effect of physician influence on

50

Blue Shield plans and total health care costs,” said

McNerney.
The FTC report said “our results . . . indicate

that reimbursement rates are 16% higher where a

local medical society or other organized group of

physicians selects board members. Furthermore, if

physicians, regardless of the method of their selec-

tion, comprise 50% or more of a Blue Shield board,

reimbursement rates are, on average, 10% higher.”

The report, prepared by FTC economists David
Kass and Paul Pautler, contains a disclaimer that

it “has not been reviewed by, nor does it necessarily

reflect the views of the Commission or any of its

members.”
Last May, FTC Bureau of Competition staff called

for an open rule-making proceeding to prohibit

physican organizations from participating in the

control of Blue Shield Plans and to limit for five

years individual physician participation to no more
than 25% of a plan’s governing body.

Uniform Medicaid Envisioned

State-by-state variations in Medicaid coverage

have prompted the administration to assign high

priority to upgrading Medicaid and to move toward
making benefits and eligibility uniform across the

nation. Despite the estimated $20 billion plus cost

of Medicaid during the past fiscal year, serious gaps

remain in financing health care services for the poor.

One result has been that hospitals and physicians

are providing more than $1 billion a year in charity

care.

The administration, whose Medicaid reforms are

embodied in its national health plan, has insisted

that the Medicaid problem be recognized by the

Senate Finance Committee during its mark-up of a

catastrophic national health insurance bill. Respond-

ing to the plea, the committee tentatively has ap-

proved provisions insuring that the proposed $3,500

“deductible” for out-of-pocket health care expenses

be lowered depending upon income.

From 25% to 35% of the population with in-

comes below the poverty line—some 9 million peo-

ple—don’t qualify for Medicaid. In some states

more than 70% of the poor are not covered. The
differing welfare programs in the states and the

need for Medicaid to mesh with these had posed a

giant headache. Federal matching Medicaid funds

are only furnished for coverage of people who fit

specific welfare categories.

There are large loopholes. For example, single

adults and childless couples who are poor cannot

receive Medicaid unless they are disabled or are

more than 65 years old.

Income cutoffs for Medicaid eligibility vary

greatly, from less than $2,400 for a family of four

in some southern states to $4,800 or above in some
northern tier states.

A signicant problem is the discouragement to

providers stemming from the Medicaid payment
rates which average 20% to 25% lower than Medi-

care’s rate, a bargain-basement rate, itself.
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NLRB Not To Cover Housestaffs

The House had defeated legislation to extend

coverage of the National Labor Relations Act to in-

clude interns and residents.

The medical profession was split over the ques-

tion of whether residents should have the right to

form labor unions under federal law.

Opposing the concept was the Association of

American Medical Colleges because of the possible

impact on hospitals affiliated with medical schools.

A principal supporter of the proposal was the

AMA, whose House of Delegates took the position

that the fact interns and residents “are in a learning

process of acquiring new skills does not detract from
their legal right to organize and engage in collective

bargaining. . .
.”

Revamping of Private Health

Insurance Tax Laws Proposed

Rep. A1 Ullman (D-Ore.), chairman of the Ways
and Means Committee, has introduced in legislative

form a new tax treatment proposal for private

health insurance. Ullman is the first lawmaker to

propose tightening tax breaks for private health in-

surance in order to encourage purchase of cheaper

insurance, to spur health maintenance organizations

(HMDs), and to make health providers and con-

sumers in general more cost-conscious. In a House
speech, Ullman said his bill would bring in $3 bil-

lion more in federal tax revenues in 1984. The
Ullman plan is expected to be the subject of Ways
and Means hearings next year.

Ullman said his proposal would restructure the

financing of the health care industry. “It encourages

competition within the health industry to offer more
economic policies,” he said. “It would check and
stabilize the rising proportion of the GNP spent on
health. By modest estimates, the proposal will reduce

health care spending by more than $3 billion in

1984.”

By concentrating on the health coverage package

offered consumers, Ullman said his bill would force

“the consumer, the doctor, the hospital, and the in-

surance company to consider the wide range of

health benefits and their price tags—and then decide

exactly how much health protection a worker wants

for his dollar.”

Ullman’s legislation would limit the tax-free por-

tion of the employer contribution to $120 a month
for a family, and somewhat less for individuals.

Such a limit, he said, will encourage employees to

look for better buys, to get more for their $120 a

month, and more carefully examine whether insur-

ance for dental work, eye care, and prescription

drugs is worth the extra expense.

Businesses would be required to offer a low-cost

health plan with consumer cost-sharing or an HMO
plan, in addition to a traditional full-benefit policy.

Dan Flood Retiring

Rep. Daniel Flood (D-Pa.), long-time head of the

House Appropriations Subcommittee on Health, an-

nounced he will leave Congress for health reasons

Jan. 31. The 76-year-old congressman is facing a

federal retrial on bribery charges.

Flood has contended the wrong-doing was carried

out by an aide, already convicted, and that he is

innocent.

Flood was an influential lawmaker in the health

field, guiding the billions of dollars for health pro-

grams for many years.

He assumed the chairmanship of the key subcom-
mittee at a time when the continued sharp escalation

by Congress of health appropriations was coming
to a close. Flood won respect for his handling of

the money bills in more austere times. In general, he
voted more funds for the federal health budget than
the administration requested, but less than the

Senate wanted.

Likewise Tim Lee Carter, M.D.

Rep. Tim Lee Carter (R-N.Y.), Congress’ fore-

most expert on health legislation, announced he will

retire after the present congressional session, his

sixth term in Congress. The physician-lawmaker is

ranking minority member on the House Commerce
Subcommittee on Health.

Carter for many years teamed with former Sub-
committee Chairman Paul Rogers (D-Fla.) to

help steer vital health measures through Congress.

A staunch ally of the AMA on most of its positions.

Carter was successful in moderating many bills be-

fore Congress and in blocking others from consid-

eration. At the same time, he favored some im-
portant health legislation and worked for bipartisan

support.

Shortly after announcing his retirement, the 69-

year-old physician spoke on the House floor against

the administration’s hospital cost containment bill,

declaring it would force many hospitals into bank-
ruptcy.

cinnouncemenl/

CALENDAR OF MEETINGS
NATIONAL

Feb. 2-8 Pediatric and Newborn Radiology
Seminar (Children’s Hosp. of Los
Angeles and Rocky Mountain Poison
Center)—Snowmass, Aspen, Colo.

Feb. 6-10 American College of Psychiatrists

—

Hilton Palacio Del Rio, San Antonio,
Tex.

Feb. 7-10 Neonatal and Infant Respiratory Sym-
posium (Ohio State Univ.)—Marriott
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Feb. 7-12

Feb. 9-16

Feb. 16-20

Feb. 19-22

Feb. 25-29

Feb. 26-28

March 4-7

March 6-8

Hotel, Los Angeles

American Academy of Orthopaedic

Surgeons—Georgia World Congress

Centre, Atlanta

Symposium on Practical Otology

(American Hearing Research Founda-
tion)—Snowmass, Aspen, Colo.

American Academy of Allergy—Hilton

Hotel, Atlanta

Southern Gerontological Society—^At-

lanta Biltmore Hotel, Atlanta

International Academy of Pathology

—

Hyatt Regency Hotel, New Orleans

Olympic Sports Medicine (U.S. Olym-
pic Medical Committee and American
Orthopaedic Medical Society for Sports

Medicine)—Sheraton Hotel, Boston
Symposium on Fundamental Cancer
Research—Shamrock Hilton Hotel,

Houston
International Congress on Colonoscopy

and Diseases of the Large Bowel

—

Americana Hotel, Bal Harbour, Fla.

March 9-13 American College of Cardiology

—

Houston
March 9-15 American Society of Contemporary

Medicine and Surgery—Sheraton Twin
Towers Hotel, Orlando, Fla.

March 9-15 American Society of Contemporary
Ophthalmology—Sheraton Twin Towers
Hotel, Orlando, Ra.

March 16-23 International Academy of Proctology

—

Royal Orleans, New Orleans

March 20-27 College of American Pathologists—Re-
gency Hyatt Hotel, Atlanta

March 23-25 National Conference on High Blood
Pressure Control—Shamrock Hilton,

Houston
March 27-30American Psychosomatic Society—Bar-

bizon Plaza Hotel, New York
March 30- Obstetric Anesthesia Conference (Ohio

April 5 State Univ.)—Sheraton Waikiki Hotel,

Oahu

APRIL 1980

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

1 2 3 4 5

6 7 8 9 10 11 12
TMA 150TH ANNIVERSARY CELEBRATION

Opryland Hotel—Nashville

13 14 15 16 17 18 19

20 21 22 23 24 25 26

27 28 29 30 NOTES
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HIM continuifiQ meclkol
ccluccition opportwnitic/

The continuing medical education accreditation

program of the TMA has full approval by the Coun-
cil on Medical Education of the AMA. An accredited

institution or organization may designate for Cate-

gory 1 credit toward the AMA Physician’s Recogni-

tion Award those CME activities that meet appropriate

guidelines. If you wish information as to how your

hospital or society may receive accreditation, write:

Director of Continuing Medical Education, Tennes-

see Medical Association, 112 Louise Ave., Nashville,

TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education
of Vanderbilt University. The practicing physician,

with the guidance of the participating department
chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology . .

Anesthesiology

Cardiology
Chest Diseases
Clinical Pharmacology . .

.

Dermatology
Diabetes

Endocrinology

Gastroenterology ........
General Internal Medicine
Hematology
Infectious Diseases
Medicine
Neurology
Obstetrics A Gynecology .

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . .

.

W. Anderson Spickard, M.D.
Sanford B. Krantz, M.D.

ZeU A. McGee, M.D.
Grant W. Liddle, M.D.

Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Oncology
Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology A.
Renal Diseases
Rheumatology
Surgery
Cancer Chemotherapy .

.

General
Neurological

Ophthalmology
oi^
Pediatric

Plastic

Renal Transplantation .

.

Thoracic & Cardiac . . .

.

Urology

Robert Oldham, M.D.
Paul W. GriflBn, M.D.

William H. Hartmann, MJJ.
David T. Karzon, M.D.

Marc H. Hollender, M.D.
Everette James, Jr., Sc.M., J.D., M.D.

H. Earl Ginn, M.D.
John S. Sergent, M.D.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott, M.D.
H. David HaU, D.M.D.
James A. O'Neill, M.D.
John B. Lynch, M.D.

Robert E. Richie, MJ).
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D,

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-
tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,
Nashville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program
Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.
This program provides an opportunity for phy-
sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with
patients, residents and faculty.

Participating: Departments

Anesthesiology Ramon S. Harris, M.D.
Family Practice John Arradondo, MJ).
Internal Medicine
Cardiology John Thomas, M.D.

Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.
Dermatology Thomas W. Johnson, M.D.

David Horowitz, M.D.
Gastroenterology Ludwald O. P. Perry, M.D.

Buntwal M. Somayaji, M.D.
General Medicine Edward A. Mays, M.D.
Hematology/Oncology Robert S. Hardy, M.D.
Neurology Calvin L. Calhoun, Sr., M.D.

Gregory Samaras, M.D.
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Obttetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Henry W. Foster, MJ).

Axel C. Hansen, M.D.

...Wallace T. Dooley, M.D.

Louis D. Green. M.D.
John C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, M.D.

....Charles E. Brown, M.D.

David B. Todd, MJ).
Ira D. Thompson, M.D.

Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-

demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank

A. Perry, Sr., M.D., Director, Continuing Education.

Meharry Medical College, 1005 18th Ave., North.

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Feb. 21-22

March 9

April 11

May 9

May 15-16

June 18

July 18

Aug. 12

Sept. 9

School Health II*

Pediatrics Guest Lecturer—Infectious

Disease

Medical, Nutritional, and Psycho-

logical Approaches to the Treatment

of Obesity*

Prevention of Mental Retardation*

Obstetrics Update*
Continuing Education in the Health

Sciences*

Basic Science Review II: Anatomy,
Physiology*

Office Practice Management*
Infectious Diseases Review*

* Presented at D. P. Culp Center

For information contact Office of Continuing

Medical Education, East Tennessee State University,

College of Medicine, Johnson City, TN 37601, Tel.

(615) 928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Feb. 7 (C) Medicine Review: Pulmonary
Diseases

Feb. 14-15 (C) Solving Problems in Drug Ther-

apy

Feb. 16 (C) Evaluations of Clinical Labora-
tory Findings

Feb. 21 (C) Medicine Review: Nephrology
Feb. 25-28 (C) Emergencies in Obstetrics and

Gynecology — Sahara Tahoe,

Stateline, Nev.
Feb. 28 (M) ACP Internal Medicine Review
Mar. 3-5 (M) Endocrinology of Pregnancy

Mar. 15 (C) Update: COPD 1980

Mar. 16-21 (M) 1 3th Annual Review Course for

Family Physicians

Mar. 20-22 (C) A Clinical Approach to Anemia
—St. Petersburg, Fla.

Mar. 21 (K) Dermatology for the Primary
Care Physician

Apr. 17-18 (C) Orthopaedics

Apr. 17-19 (K) 3rd Annual Family Practice

Specialty Update—Gatlinburg

Apr. 21-24 (C) Diagnostic Radiology—Sahara,

Las Vegas, Nev.

Apr. 24 (C) Medicine Review: Gastroenter-

ology

Apr. 24-25 (M) The Hyperactive Child—Re-
visited

Apr. 25 (K) Lupus Conference

May 1 (C) Medicine Review: Rheumatol-

ogy
May 3-4 (M) Ultrasound for the Radiologist

May 4-7 (M) Fundamentals of Otolaryngo-

logic Allergy

May 8 (C) Medicine Review: Neurology
May 9-10 (C) Infection Control

May 15 (C) Medicine Review: Dermatology
May 21-24 (M) Rhinoplasty Seminar
May 21-24 (K) Human Values

May 22-23 (C) Endocrine Diagnosis & Therapy
for the Primary Care Physician

May 24 (C) New Concepts in Diagnosis:

Management of Diabetes

June 2-3 (M) ACP Internal Medicine Review
June 5-6 (K) Obstetrical Course

June 5-8 (C) Family Medicine Review
June 7-8 (M) Ultrasound for the Radiologist

—Heber Springs, Ark.

June 12-14 (K) Practical Otolaryngology for the

Primary Care Physician

June 16-19 (C) Diagnostic Radiology—Or-
lando, Fla.

June 23-26 (C) Emergencies in Obstetrics and
Gynecology—Orlando, Fla.

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

Feb. 4-8 (M) ACP Problems in Gastroenter-

ology—Keystone, Colo.

Community-Based CME

CHATTANOOGA CAMPUS

TRAUMA AND OTHER EMERGENCIES
A 5-month series, meeting from 4:00-8:45 p.m. (4

hours credit for each session)

Sewanee Inn; Sewanee, Tenn.

Jan. 22, Feb. 19, March 18, April 22, and May 20
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Bradley County Memorial Hospital; Cleveland,

Tenn.

Jan. 29, Feb. 26, March 25, April 29, May 27

SELECTED TOPICS IN INTERNAL MEDICINE

A 5-month series, meeting from 4:00-8:45 p.m. (4
hours credit for each session)

Athens Community Hospital; Athens, Tenn.

Jan. 21, Feb. 18, March 24, April 21, and May 12

Rhea County Hospital; Dayton, Tenn.

Jan. 28, Feb. 25, March 31, April 28, May 19

KNOXVILLE CAMPUS

Blount Memorial Hospital; Maryville, Tenn.

Monthly, first Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,
Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.
Monthly, mid-Wednesday every month; 12:00 noon
(1 hr. credit)

Pakoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m, (1-2 hrs. credit)

MEMPfflS CAMPUS

UPDATES IN MEDICINE
Carroll County Hospital, Huntingdon, Tenn.
McKenzie Memorial Hospital, McKenzie, Tenn.
Henry County Hospital, Paris, Tenn.
Monthly, second Monday; 6:15-9 p.m. (2 hrs.

credit); locations rotate.

If you would like assistance in planning a com-
munity-based CME program, contact Dennis K.
Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of
our three campuses.

For further information about any of these

courses, please call the appropriate individuals be-

low:

(C) Mr. LeRoy J. Pickles, Chattanooga
Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345
(M) Ms. Grace Wagner, Memphis

Tel. (901) 528-5547
or write or telephone:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine
800 Madison Ave.
Memphis, TN 38163
Tel. (901) 528-5605

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy ofl&ce practices. The technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.
For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky.
Lexington, KY 40506.

Continuing Education Schedule

Feb. 15-16 Fiberoptic Bronchoscopy: A Workshop,
Session II*

Feb. 24-29 11th Family Medicine Review, Session

I*

May 11-16 11th Family Medicine Review, Session

II*

June 8-13 11th Family Medicine Review, Session

III*

Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

MEDICAL COLLEGE OF GEORGIA

Feb. 7-8

Mar. 4-7

Mar. 20-22

April 15-16

April 18-19

May 5-10

June 12-14

July 21-25

July 28-30

Psychiatry

Medical and Surgical Emergencies

—

Tamarron Ski Resort, Colorado
Clinical Cardiology
Neonatology
Predictive and Preventive Medicine
15th Annual Family Practice Sym-
posium
Internal Medicine—Holiday Inn of

Jekyll Island, Ga.
Taxes and Investments—Holiday Inn
of Jekyll Island, Ga.

Pediatrics—Kiawah Island, S.C.

For information contact Division of Continuing
Education, Medical College of Georgia, Augusta,
GA 30912.
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MEDICAL ASSOCIATION OF GEORGIA

Starting Your Practice Workshops

Feb. 13-14 Starting Your Practice Workshops

—

and Ramada Inn Central, Atlanta, (Spon-

Mar. 12-13 sored in cooperation with the AMA
Dept, of Practice Management, this

program is designed for young physi-

cians planning to enter private practice

and physicians who have been in prac-

tice less than one year.) Fee: MAG or

AMA members, $95; nonmembers,
$125.

For information contact Division of Education,

Medical Association of Georgia, 938 Peachtree St.

N.E., Atlanta, GA 30309, Tel. (404) 876-7535.

UNIVERSITY OF MISSISSIPPI

Mar. 13-15 7th Annual Postgraduate Surgical Fo-
rum—Hohday Inn Downtown, Jack-

son, Miss. Credit: 17 hours AMA
Category 1. Fee: $175, advance regis-

tration required.

For information contact Division of Continuing

Health Professional Education, University of Mis-

sissippi Medical Center, 2500 N. State St., Jackson,

MS 39216, Tel. (601) 987-4914.

MEDICAL COLLEGE OF VIRGINIA

April 25-27 Emergency Medicine for the Primary
Care Physician—The Williamsburg

Hospitality House, Williamsburg, Va.
Credit: 1 3 hours AMA Category 1

.

Fee: physicians and health care pro-

fessionals, $150; interns and residents,

$35.

For information contact Ms. Glenda Snow, Con-
tinuing Medical Education, Medical College of Vir-

ginia, Box 48—MCV Station, Richmond, VA 23298,
Tel. (804) 786-0494.

tel, Atlanta. Credit: 28.5 hours AMA
Category 1.

For information contact The Southeastern Surgi-

cal Congress, 315 Boulevard, N.E., Suite 500, At-

lanta, GA 30312, Tel. (404) 681-3733.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Postgraduate Courses

Feb. 4-8 Problems in Gastroenterology: A Clin-

ical and Pathological Approach

—

Crested Batte, Colo.

March 10-14 Sixth Stanford-Palo Alto Medical Re-
search Foundation Winter Course in

Infectious Diseases—Snowbird, Utah
March 27-29 Clinical Recognition of Heart Disease—^Tucson, Ariz.

March 31- Topics in Clinical Hematology: Lym-
April 3 phoid and Plasma Cell Disorders

—

Seattle

April 9-11 Current Concepts of Clinical Infectious

Diseases—Charlottesville, Va.
April 16-18 Diabetes and Endocrinology, 1980

—

Cleveland, Ohio
April 16-18 Current Concepts in Cancer for the In-

ternist—Philadelphia

May 18-21 Immunologic Aspects of Disease—Di-

agnosis and Pathogenesis—Pittsburgh

May 26-30 A Review of the Old and New in the

Diagnosis and Therapy of Infectious

Diseases—Houston
June 9-11 Critical Care Medicine—Banff, Alberta,

Canada

For information and registration contact Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

UNIVERSITY OF LOUISVILLE

April 17-18 Selected Aspects in Rheumatic Diseases

—Stouffer’s Louisville Inn, Louisville,

Ky. Credit: 11 hours AMA Category 1

and AAFP prescribed. Fee: physicians,

$95; other health professionals, $65.

For information contact Office of Continuing
Education, University of Louisville School of Medi-
cine, P.O. Box 35260, Louisville, KY 40232, Tel.

(502) 588-5329.

SOUTHEASTERN SURGICAL CONGRESS

April 27 Prevention, Detection and Manage-
ment of Complications Following Ab-
dominal Surgery—Marriott Hotel, At-

lanta. Credit: 8 hours AMA Category

1 .

April 28-30 48th Annual Assembly—Marriott Ho-

UNIVERSITY OF MIAMI

March 3-7 Basic Neurology for Psychiatrists and
Generalists—Konover Hotel, Miami
Beach. Credit: 30 hours AMA Cate-

gory 1.

March 27-29 Hepatobiliary Disease—Americana of

Bal Harbour, Miami Beach. Credit:

15 hours AMA Category 1.

March 27-29 Current Clinical Concepts in Oto-

laryngology—Americana of Bal Har-
bour, Miami Beach. Credit: 15 hours

AMA Category 1.

April 25-28 8th Annual Intensive Care Sympo-
sium—Eden Roc Hotel, Miami Beach.

Credit: 21 hours AMA Category 1.

For information contact Division of Continuing

Medical Education D23-3, University of Miami
School of Medicine, P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.
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COMPREHENSIVE CANCER
CENTER—FLORIDA

UNIVERSITY OF MIAMI

March 2-9 Oncology in General Practice—7-day

Caribbean cruise aboard the Calypso,

departing Miami. Credit: 3 8Vi hours

AMA Category 1 and AAFP Pre-

scribed.

For information contact Peter W. A. Mansell,

M.D., Clinical Cancer Education Program, Centre

House, PH-E, 1400 N.W. 10th Ave., Miami, FL
33136, Tel. (305) 547-6103.

INTERNATIONAL MEDICAL EDUCATION
CORPORATION

(See December 1979 issue for complete

listing of dates and locations)

Cardiac Ischemia and Arrhythmias—Current Con-
cepts for Diagnosis and Treatment (13 hours AMA
Category 1)

Cardiac Rehabilitation (13 hours AMA Category 1)

Coronary Disease, Exercise Testing, and Cardiac

Rehabilitation (13 hours AMA Category 1)

EKG Interpretation and Arrhythmia Management
(15 hours AMA Category 1

)

For information contact International Medical
Education Corporation, Division of Postgraduate

Education, Department 12, 64 Inverness Drive East,

Englewood, CO 80112, Tel. (800) 525-8646.

NEW ORLEANS GRADUATE MEDICAL
ASSEMBLY

Feb. 27- Assembly ’80—^The Fairmont, New
March 2 Orleans. Credit: AMA Category 1.

Fee: nonmember physicians, $200;
students, residents, interns, and in-

training, no fee.

For information contact New Orleans Graduate
Medical Assembly, Room 1538. Tulane Medical
Center, 1430 Tulane Ave., New Orleans, LA 70112,
Tel. (504) 525-9930.

PEDIATRIC DERMATOLOGY SEMINAR

Feb. 28- 7th Annual Pediatric Dermatology
March 2 Seminar—^Eden Roc Hotel, Miami

Beach
March 2-14 Postconvention Flight-Cruise to Egypt

with optional extension to Israel.

For information contact Guinter Kahn, M.D.,
16800 N.W. 2nd Ave., N. Miami Beach, FL 33169.
Tel. (305) 652-8600.

UNIVERSITY OF CALIFORNIA, IRVINE

March 9-15 Mammoth Mountain Emergency Medi-
cine Ski Conference—Mammoth Lakes,

Calif. Credit: 24 hours AMA Category

1. Fee: $250.

For information contact Daniel L. Abbott, M.D.,

Medical Conferences, Inc., P.O. Box 52-B, Newport
Beach, CA 92662, Tel. (714) 642-7080.

NORTHWESTERN UNIVERSITY
MEDICAL SCHOOL

Center for Sports Medicine

March 9-16 Postgraduate Course in Sports Medi-
cine (including problems in runners,

racket sports, the adolescent athlete,

and athletic emergencies)—Interconti-

nental Hotel, Maui, Hawaii. Credit:

25 hours AMA Category 1

.

For information contact Marianne Porter, Center

for Sports Medicine, 2-063, 303 E. Chicago Ave.,

Chicago, IL 60611.

DUKE UNIVERSITY MEDICAL CENTER

March 11 -15 Radiology Postgraduate Course (vari-

ous aspects of diagnostic radiology in-

cluding ultrasound and CT scanning)

—Hyatt Regency Hotel, Waikiki Beach,

Hawaii. Credit: 30 hours AMA Cate-

gory 1. Fee: physicians, $275; in-train-

ing, $150.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical Cen-
ter, Durham, NC 27710, Tel. (919) 684-4397.

JOHNS HOPKINS UNIVERSITY

April 14-25 Clinical Cytopathology for Pathologists

—Johns Hopkins University School of

Medicine and the Johns Hopkins Hos-
pital, Baltimore, Md. Credit: 120 hours

AMA Category 1.

For information contact John K. Frost, M.D., 610
Pathology Building, the Johns Hopkins Hospital,

Baltimore, MD 21205.

AMERICAN CANCER SOCIETY

April 17-19 National Conference on Cancer Pre-

vention and Detection—Palmer House,
Chicago. Credit: 14.5 hours AMA Cate-

gory 1 and AAFP prescribed.

For information contact Nicholas G. Bottiglieri,

M.D., American Cancer Society, National Confer-

ence, 777 Third Ave., New York, NY 10017, Tel.

(212) 371-2900.
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A summary of AMA, medical & health news
American Medical Association / 535 North Dearborn Street / Chicago, Illinois 60610 / Phone (312) 751-6000 / TWX 910-221-0300

“The health of the American people has never

been better,” Assistant HEW Secretary for Health

Julius B. Richmond, MD, said recently. His assess-

ment is supported by the latest figures from the Na-

tional Center for Health statistics. The nation’s infant

mortality rate in 1978 was 13.6 per 1,000 live births, the

lowest annual rate ever recorded in this country and

3.5% lower than the rate for 1977. The average life ex-

pectancy is now 73.2 years, an increase of about three

years in the last decade.

The most comprehensive and objective drug

compendium ever assembled, the fourth edition of

^MA Drug Evaluations, will be published in February.

AMA DEM is produced by the AMA’s Dept, of Drugs

together with the American Society of Clinical Phar-

macology. A prepublication price of $38.40, a 20% sav-

ings, is available to those who order before Dec. 31.

Write AMA Order Dept., OP-075, P.O. Box 821, Monroe,

Wis. 53566. Payment must accompany the order.

Medical societies are invited to cosponsor ama
practice management programs in 1980. The
workshops will cover business and financial manage-

ment for physicians; personnel management for

medical office managers; and patient relations, fee

collection and appointment scheduling for medical

office assistants. A special course will be offered for

physicians going into private practice. To date, the

AMA programs have been cosponsored by over 150

medical societies. For more information contact the

Dept, of Practice Management, (312) 751-6381, AMA
Headquarters.

The upward trend in vaccine-preventable
diseases has been reversed as a result of the activities

of the AMA and other organizations, HEW Secretary

Patricia Harris said in a letter to the Association. Since

the Childhood Immunization Initiative was announced

in 1977, she wrote, the AMA “has been in the forefront

of this disease prevention campaign.” She praised the

AMA Auxiliary’s promotion programs and other

activities undertaken by AMA staff and members in

support of state and local immunization efforts. Of the

24 million elementary school children assessed, 91%
are protected against measles, polio, and DTP, and

84% are protected against rubella. Protection levels

are even higher among children just entering school,

the letter said.

The accidents that precipitated the closings
of two of the nation’s three commercial disposal sites

for low-level nuclear waste are “illustration of the

shortcomings in national policy in regard to disposal,”

an AMA representative told the House Subcommittee
on Energy Research and Production. Testifying for the

AMA, Leonard Freeman, MD, president of the Society

of Nuclear Medicine, said, “So long as shippers are re-

quired to travel long distances to remotely scattered

sites, the chances for accidents will remain.” Calling

for a long-range nuclear waste disposal program. Dr.

Freeman pointed out that “such a policy must embrace
methodologies for both developing additional disposal

sites and also for reducing the volume of waste that is

to be buried.” Dr. Freeman offered the assistance of the

AMA in seeking answers to the problem.

The AMA asked that a presidential commis
Sion be appointed to investigate the health care of an

estimated 350,000 inmates in the nation’s correctional

institutions. Addressing the AMA’s Third National

Conference on Medical Care and Health Services, H.

Thomas Ballantine Jr., MD, secretary of the Board of

Trustees, said: “There is strong evidence to suggest

that a majority of correctional institutions in the U.S.

are so lacking in appropriate resources that they

actually may contribute to the health problems of in-

mates.” Since 1975 the AMA has been conducting a

program to upgrade correctional care capabilities. The
proposed commission would study the health prob-

lems and submit recommendations on performance

standards and legislative remedies. Dr. Ballantine said

the commission’s work would reinforce rather than

replace current federal, state and local efforts to im-

prove health and medical services in the nation’s jails.

Guidelines for the examination of pilots for

brain disorders were prepared for the Federal Aviation

Administration by the AMA in cooperation with the

American Academy of Neurology and the American

Assn, of Neurological Surgeons. “We believe these

guidelines will help both the FAA and the many physi-

cians who are actively involved in aviation medicine,”

said Theodore C. Doege, MD, director of the AMA’s
Dept, of Environmental, Public and Occupational

Health. The 225-page document was published as a

special supplement to the November issue of the

AMA’s specialty journal. Archives of Neurology. To ob-

tain additional copies write AMA Order Dept., OP-30,

P.O. Box 821, Monroe, Wis. 53566. Cost is $3 per copy.
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X-ray Screening Valuable

In Finding Breast Cancer

Value of early discovery of breast cancer and

consequent successful treatment far outweighs any

slight possible health hazard from x-ray screening

of women’s breasts, say two separate reports in the

Nov. 9 Journal of the American Medical Associa-

tion.

Mammography is now carried out at very low

doses of exposure. Whereas formerly the exposure

was 7 to 15 rads, now it is reduceci to 0.5 to 0.9

rads. Although the hypothetical risk from low doses

of medical radiation is immeasurably small, these

figures indicate that mammography can be under-

taken with much less cause for concern than before.

The risk is so small that low-dose mammographic
examination of 1 million women might result in one

excess breast cancer per year after a ten-year latent

period. This may be compared with a breast cancer

incidence of from 1,000 to 2,000 cases per 1 million

women per year. Half of these cases might be de-

tected by mammography at an early stage.

Guidelines for mammographic examinations of

the American College of Radiology: Women with

breast lumps or other physical findings should be

x-rayed promptly. In screening of women with no
symptoms, an x-ray between the ages of 35 and 40
years is recommended. Subsequent x-rays should

then be performed at one- to three-year intervals,

unless other symptoms appear. After age 50 years,

annual or other regular interval x-rays should be

taken.

In another report in the same issue of the

Journal, mammography detected 62% of the small,

early cancers, while physical examination—feeling

the breast for lumps—found only 24%. The two
techniques together detected 75% of the cancers.

Most of the cancers were very small—1 cm or less

—on discovery, and were susceptible to successful

treatment.

Biofeedback Technique

Aids Mirgraine Sufferers

Researchers at the Scripps Clinic and Research
Foundation, La Jolla, Cal., used biofeedback tech-

niques to train migraine sufferers to alter circulation

of blood within the body. Ten of the 12 succeeded
in controlling their headaches. The individuals

learned to increase the flow of blood into the hand

60

and arm, thus reducing flow of blood to the head
and easing the pressure.

The next conditioned reflex is called the adapta-

tion-relaxation reflex. Through exercise of mind
power the patient dilates the surface blood vessels

of the hand and arm. The reflex is learned through
biofeedback training.

AMA Publishes Guidelines

For Examining Pilots

A document for the guidance of physicians in

examining airplane pilots with possible nervous

system disease or injuries has been published

by the American Medical Association. The 225-page
report, prepared by the AMA for the Federal Avia-

tion Administration, was published as a special

supplement to the November issue of the AMA’s
specialty journal. Archives of Neurology. The book
was prepared by the AMA in collaboration with ex-

perts of the American Academy of Neurology and
the American Association of Neurological Surgeons.

The guidelines are not official policy for the

AMA, American Academy of Neurology or Ameri-
can Association of Neurological Surgeons, but are

intended only to serve as aids to physicians in ex-

amining pilots. The examining doctor neither issues

nor denies license. Authority to issue or deny civil

medical certifications to pilots rests with the FAA.
In 1976 there were 744,246 persons in the United

States with airmen’s certificates, of which 45,072
were for air transports and 187,801 were for com-
mercial flying. Many American physicians are ac-

tively involved in aviation medicine, examining

airline pilots twice yearly and commercial pilots

once yearly. In 1976 these physicians sent to the

FAA reports on more than 450,000 medical ex-

aminations.

Specialists in various aspects of the brain and its

problems developed eight chapters in the book, deal-

ing with stroke, brain tumors, head injuries, diseases

such as multiple sclerosis, neuromuscular disorders,

epilepsy, severe headache and dizziness. Each is

examined to determine at what point the individual

pilot is no longer safe in the cockpit.

Throughout, the emphasis is on helping pilots to

keep flying rather than merely grounding everyone

with a physical problem. An individual with a his-

tory of a succession of small strokes, however,

would be ruled out from flying, for he might have

another stroke in the air. A history of brain tumor

does not in itself disqualify a pilot. It is his present

condition that should be evaluated. Pilots who have

sustained moderate or severe head injury should be

required to undergo simulator or flight testing before

being returned to flight status.

Men and women who suffer from migraine head-

ache in adolescence and early adult life are poor

risks for aviation, the guide declares. Under the
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stress of flying, the migraine tendency is likely to

become more of a problem. The patient with classic

migraine is always at high risk and should not be a

pilot or member of a crew.

The special supplement has been distributed to the

more than 16,000 subscribers of Archives of Neu-
rology. Additional copies are available from Order

Department, OP-30, American Medical Association,

P.O. Box 821, Monroe, WI 53566. Cost is $3 per

copy.

Moderation and Common Sense

Urged in Diet and Nutrition

American physicians are urged to stress modera-
tion and common sense in advising their patients

about diet and nutrition.

The American Medical Association’s Council on
Scientific Affairs has prepared a report: “American
Medical Association Concepts of Nutrition and
Health.” The report has been adopted by the AMA
House of Delegates as official policy and is pub-

lished in the Nov. 23 Journal of the American Medi-
cal Association, and in the Journal of the Tennessee

Medical Association, Nov 1979, p 818.

The effort by physicians, nutritionists, and other

health professionals to educate the public about food
and nutrition is no easier today than it was in 1938,

when the observation was made that, “more food
notions flourish in the United States than in any
other civilized country on earth, and most of them
are wrong. They thrive in the minds of the same
peonle who talk about their operations; and like all

mythology, they are a blend of fear, coincidence

and advertising.”

Most people have little genuine knowledge about
the science of nutrition: what they call “nutrition”

is not likelv to be founded in science at all.

The public is continually distracted by announce-
ments of hazards associated with foods, food ad-

ditives, or various dietary practices. Many warnings

are unfounded or premature, but the fears thus en-

gendered adversely influence attitudes about foods.

The public is also misled by extravagant claims of

health benefits derived from the use of certain foods

or nutrient sunplements.

While the human need for many different nu-

trients is well established, the exact amounts re-

quired are not known. Requirements for nutrients

are influenced by genetics, environment, the nature

of the diet, and by demands under changing con-

ditions exnressed as growth, reproduction, and re-

sponse to the stress of injury or disease.

For the most part, man is able to maintain health

with a rather large range of nutrient intake. Short-

term deficits in nutrient and energy intakes will not

jeopardize health since small deficits are easily re-

pleted. Long-term consumption of an inadequate

diet, however, will lead to nutrient deficiencies; the

most common one in the United States is iron de-

ficiency.

Two advantages of a widely varied diet are the

low probability of excessive exposure to any one

noxious compound and the high probability of re-

reiving all essential nutrients.

The Daily Food Guide developed by Harvard
University’s Department of Nutrition and the US
Department of Agriculture is a very helpful guide to

food selection.

Foods are divided into four groups on the basis

of similarity in composition and nutritive value:

(1) milk and its products; (2) meats, fish, poultry,

dry beans, and other excellent protein sources; (3)

vegetables and fruits; and (4) breads and cereals.

The key to the plan lies in the recommended num-
ber and sizes of daily servings from each group. In

fact, the plan may be viewed as a model of mod-
eration in developing dietary habits, but this feature

is often ignored.

Adhering literally to the minimum servings recom-

mended by the Daily Food Guide will provide about

1,300 calories and from 80% to 120% of the RDA
for nutrients. It is, therefore, a good basic guide for

weight reduction or for very sedentary people who
can subsist on about that number of calories.

Appreciation of what constitutes appropriate serv-

ing sizes is one of the imperatives of good nutrition.

The normal individual rarely needs to avoid any

item of food. The prudent person will learn the

amounts of various foods that can be eaten for

good nutrition and weight maintenance or weight

loss.

The proper nourishment of pregnant and lactating

women is the vital first step in assuring well-

nourished infants. Ideally, nutrition counseling and

appropriate dietary modifications should be ac-

complished well before pregnancv begins. Couples

anticipating their first child may be quite receptive

to dietary and health guidance for their own welfare

and that of the child. Teenage pregnancy poses

special problems in that the nutritional stress of

pregnancy may be superimposed on an immature
and already inadequately nourished adolescent.

It is accepted that weight gain during pregnancy

should be at least 22 to 26 lb. When a woman has

gained excessive weight during the first trimester

or so, however, it would be ill-advised for her to at-

tempt to keep her weight constant during the re-

mainder of the pregnancv. Calorie restriction would
have to be such that both mother and fetus would
be at risk of nutritional deprivation.

Nutrient and energy needs are considerably in-

creased during pregnancy and lactation. Require-

ments are greater for protein, calcium, phosphorus,

iron and folic acid in particular, and there are

modest increases in the need for other vitamins and
minerals. To counsel the pregnant or lactating

woman about her diet and make a judgment about
the need for dietary supplements, the physician must
consider the increased needs for nutrients as well as

the patient’s diet history and current nutritional

status.

Infants experience their most rapid growth during
the first four to six months of life. Full-term, new-
born infants should be breast-fed, unless there are
specific contraindications or breast-feeding is unsuc-
cessful. The breast-fed infant has health advantages
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that are not shared by infants who are formula-fed,

even though modern commercial formulas are skill-

fully designed to meet nutritional needs. The Ameri-

can Medical Association urges that better efforts be

made to educate the public and the profession about

the advantages of breast-feeding.

The transitional period in infant feeding begins

between the fourth and sixth months of life. Single-

ingredient foods are introduced in small amounts,

one at a time, to isolate food sensitivities. At about

12 months of age, most infants are able to eat a

good variety of modified adult foods.

Energy balance may be the most pressing nutri-

tional challenge to be faced in late childhood and
once maturity is achieved. Weight gain after ma-
turity is related as much to lack of exercise as to

overeating. Since basal metabolic rate and energy
expenditure in physical activity decline with age,

total caloric intake must be gradually reduced with
time. The nutrient and caloric densities of foods
then take on added significance for the person who
is conscientious about weight control.

Calorically and nutritionallv inadeauate diets of

the elderly are of growing concern. Although food
energy needs decline with age, requirements for the
essential nutrients do not decrease appreciably. The
nutrition of older people is influenced by factors

common to all age groups: income, social status,

isolation, marital status, presence of disease, and
earlier training in food habits.

Many problems associated with the “usual Amer-
ican diet” and “American food habits” reflect aban-
donment of the dictum of moderation. Immoderate
habits, namely, overeating, may exacerbate or con-
tribute to the development of degenerative diseases.

Contemporarv concerns about diet and disease cen-
ter on the kinds and amounts of fatty acids and
carbohvdrates in the diet, the amounts of sodium,
plant fibers, cholesterol, alcohol, and total calories,

and also the level of energy expenditure in physical
activity.

A common denominator of the various dietarv
guidelines proposed to modify the risks of chronic
and degenerative diseases is the concept of “all

things in moderation,” though many would say that
it is paltrv advice in an era unsurpassed in advances
in biomedical research. In time, when our knowl-
edge of the relationships, if anv. of specific food
components to the development of chronic diseases

reaches maturity, it may be feasible to make more
refined recommendations. Until then, the AMA
recommends that the American public give primary
emphasis to the achievement and maintenance of the

most desirable body weight and further recommends
that this be accomplished through the combination
of dietary control and exercise.

Weight control and sodium restriction are often

indicated in the management of hypertension and in

some instances obviate drug therapy. An increase in

weight during adulthood correlates positively with an
increase in blood pressure. Individuals with a family

history of hypertension should avoid excess weight

gain and also restrict their sodium intake.
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Prudence suggests that moderation in salt intake

is desirable for the entire population. Greater atten-

tion must be given to controlling salt intake of the

more vulnerable, including cardiac and hypertensive,

populations.

It is important to identify persons who are at

particular risk for hypertension and who might
benefit from early preventive measures.

The most constant feature of individuals in whom
diabetes develops after age 40 is excess body fat. In

the majority of diabetics who are overweight, the

first aim of dietary management is to reduce weight

to the level considered ideal for the individual.

A number of risk factors associated with suscep-

tibility to coronary heart disease can be manipulated.

These include elevated plasma lipid levels, hyperten-

sion, cigarette smoking, obesity, and physical in-

activity.

Dietary regimens developed for reduction of

plasma cholesterol levels call for regulation of the

amount of cholesterol and saturated fatty acids, as

well as total calorie intake. The AMA recommends
that persons falling into risk categories on the basis

of their plasma lipid profiles be given individualized

dietary advice based on the type of hyperlipidemia

diagnosed and that physicians encourage their pa-

tients to achieve or maintain desirable weight.

There is considerable variability among the popu-
lation as to risk of heart disease. It cannot be as-

sumed that the proportions of saturated and un-

saturated fat and the levels of cholesterol in the diet

are of universal importance. For healthy people,

moderation in fat intake should become the rule of

thumb. Fats, regardless of their source, are of high

caloric value.

Public Pleased With Health Care

But Concerned Over Rising Costs

Over the past three years surveys have demon-
strated very high levels of public satisfaction with

access to and quality of U.S. health care, but intense

concern about rising costs of care. This is the major

finding of the fourth survey of public attitudes to-

ward health care and health care issues conducted

by the Gallup Organization for the American Medi-
cal Association.

The survey, conducted in August, 1979, found

that about half of the public feel they would not be

able to afford the medical cost of a major illness,

and one in three expresses a lack of confidence in

ability to pay the usual family medical expenses.

Concern for rising costs is reflected in growing sup-

port for national health insurance. Some 67% of the

public feel there is a need for national health insur-

ance. This includes 42% who would support national

health insurance even if it means increasing taxes.

Over each of the past three years, large majorities

of the population were very or fairly satisfied both

with the quality of medical care received on their
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last visit to a physician (88% ) and the time required

for an appointment (83% ).

Over the past decade, the Gallup Organization

found, public confidence in all institutions associated

with health care—government, labor, the private

sector, and the AMA—has declined. Since 1971,

confidence in the federal government to propose fair

and workable health care policies has declined from
58% to 48%. Confidence in the AMA in the same
years dipped from 74% to 62%

.

A parallel survey sought the opinions of American
physicians on health care issues. Conducted by
Market Opinion Research, the third survey in an
annual series found in September, 1979, that physi-

cians agreed with their patients that cost of health

care is the major problem facing American medicine.

The doctors also expressed concern over govern-

ment involvement in medicine. Two years ago 53%
of physicians perceived need for national health in-

surance. This fall the figure had dropped to 38%.
About one fourth of respondents (22%) indicated

that they felt differently about NHI than they did

two years ago. By a two to one margin, most
changes were anti-NHI.

Physicians also think health maintenance organi-

zations, in which medical costs are prepaid, can
reduce costs and improve access to care. But they

also feel these changes will come at the expense of

decreasing the quality of care and of the physician-

patient relationship.

Relatively few of the nation’s physicians currently

practice in health maintenance organizations and
other group operations.

New Methods Identify Risk of Birth

Defects Among Babies

Born to Older Women
Medical science has long been aware that birth

defects occur more frequently among infants born
to older women, but it is now possible to determine
early in pregnancy if the infant is likely to suffer

severe abnormalities, says a report in the Nov. 23
Journal of the American Medical Association. Thus
older women who choose to become pregnant can
take advantage of recent advances in cliagnosis that

offer an opportunity to identify the risk of bearing a

child with disorders or defects and consider elective

abortion.

In an Atlanta, Ga. study, doctors found that, with
the new techniques, women aged 35 to 44 years have
no greater risk of bearing an infant with a detectable

severe birth defect than do younger women.
Prenatal diagnosis is ultimately a birth-facilitating

rather than a birth-preventing service. More than
95% of the diagnoses in the womb disclose no ab-

normality of the fetus. For the older woman the

availability of such services makes conception ac-

ceptable where previously it was often avoided
because of irrational fears or the rational desire to

avoid even a small risk of having an affected child.

r
Help

for

Impaired

Physicians

Through its Committee on Im-

paired Physicians, TMA helps

doctors who are suffering from

alcoholism, other drug addiction,

psychiatric disorders or senility.

The thrust of the program is re-

habilitative, not punitive. The

Committee is composed of physi-

cians who have special expertise

in these areas, some from personal

experience. Effective treatment for

these illnesses is achieved most

easily when the disease is detected

early and family, friends, and as-

sociates are urged to avoid mis-

guided sympathy which enables

the condition to deteriorate.

HELP US TO HELP

Call the TMA Impaired Physician

Program (615) 327-2711; outside

Nashville call collect. Phone service

available around the clock.
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PHYSICIANS

One of America’s largest health care corpora-

tions is currently seeking a full time Physician

for our Plasma Donor Center located in Little

Rock. Must have current Arkansas license.

Responsibilities will include performing physi-

cals in conjunction with donor screening and

evaluation. Our requirements are flexible and

we will consider licensed but non-practicing

physicians as well as those desiring to work on

a consulting basis.

We offer an excellent working environment and

a highly competitive salary. Please call or send

curriculum vitae to Mr. Mike Kulka.

Alpha
THERAPEUTIC CORPORATION

Formerly a Division of

ABBOTT LABORATORIES
615 Main Street

Little Rock, Ark. 72201

(501) 374-9754

Equal Opportunity Employer M/F

INDUSTRIAL PHYSICIAN

Consider a new career with

Tennessee Eastman in Kingsport

Tennessee Eastman Company, a large manufac-
turer of Chemicals, Fibers and Plastics, needs a

staff physician to provide general occupational

medical services to an employee population of

close to 12,000 people. We are located in Kings-

port, one of the most progressive areas in the

upper, eastern Tennessee region. You will prac-

tice in a modern, well-equipped plant medical

center, receive a salary based on experience and
qualifications, and an outstanding employee
benefits program. You will also enjoy the beauti-

ful scenery of the southern Appalachian Moun-
tains, with numerous parks and recreational

lakes nearby. If interested, send your resume
in confidence to:

Mr. M. F. Lowe
Personnel Department

TENNESSEE EASTMAN COMPANY
Division of Eastman Kodak

P.O. Box 511
Kingsport, TN 37662

An Equal Opportunity Employer M/F
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OB-GYN DIRECTOR NEEDED

Opening for Director of Residency Training Pro-

gram in OB-GYN in Pensacola Educational Pro-

gram, Pensacola, Florida, for Board Certified or

Board Eligible physician. Total program of six

different residencies associated with four dif-

ferent hospitals in community-based educational

program. Salary competitive, with excellent

fringe benefits of paid vacation, liability insur-

ance, health and disability insurance, and paid

educational professional trips. OB program affili-

ated with Tulane. Gulf Coast living at its best,

and health care in area of over million.

If interested in teaching and patient care, call

collect: Dr. R. D. Nauman, Director of Medical

Education (904) 477-4956, or send curriculum

vitae to Director of Medical Education, Pensa-

cola Educational Program, Suite 307, 5149 N.

Ninth Avenue, Pensacola, Florida 32504.

OFFICE SPACE AVAILABLE

Office space, fully equipped and fully furnished

in most modern design, is available for sub-

lease as soon as possible. Located in Bartlett,

Tennessee, a Memphis suburb and a very rapidly

growing community. Excellent hospital within 10

minute drive to office location. Excellent public

and private schools in the area; also churches

of all denominations. Ideal for internists with or

without subspecialty. Also suitable for pediatric

practice. Call (901) 382-3991 or (901) 658-6700
for further details.

SUPPORT YOUR
ADVERTISERS

Many of the advertisers in this

Journal are long-standing patrons

of our monthly publication. Their

products and services are of the

highest quality available, Don^t take

them for granted. Read their ads!
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Commentary

Welcome to the Islands

AMA Interim Meeting, 1979

JOHN B. THOMISON, M.D.

Some 12 hours after leaving a soggy Nashville

morning with temperature in the 40s we landed in

wintertime Honolulu, where the temperature un-

der clear skies was a record-breaking humid 87°.

Granted, it didn’t stay that way. We had some

rain, a good deal of wind, and weather which was

sometimes a little cool for shirtsleeves. Mostly,

though, I recommend Hawaiian winters, where

the weather behaves according to the axiom that

if you don’t like it, wait a few minutes and it will

change. Unlike the mainland, where TV channels

and networks make a real production of weather

prediction, little attention is paid to it in the

islands, and instead of a five-minute slot, you’re

likely to miss it if you look away even for a

moment.

The mild pleasant weather seemed to set the

tone for the Interim Meeting of the AMA House

of Delegates, sparing it the acrimonious debate

which has so often characterized previous meet-

ings. Although there were some rather sharp ex-

changes in reference committee hearings, little of

this spilled over onto the House floor, and the

House chose in general to accept a lot more of

the printed testimony if not committee recom-

mendations than it sometimes does, in most in-

stances resisting the temptation to act as a

committee of the whole.

As I have done previously, I shall pick out for

you some of the things which struck me as being

of particular interest to you, without attempting

to be all inclusive. A summary of House action

has already appeared in AM News, and that pub-

lication has additionally reported at length on

many of the items. This report is intended to sup-

plement rather than replace them, and in addition

to bring to you in their entirety as appendices

some of the more important reports of the Board

and councils. These appendices will be spread

over the next few issues.

The big news at the Annual Meeting in July

was the AMA rejection of the LCCME, and it

had been assumed the Committee’s defenders

would be back in December with their guns

loaded. Indeed they were, but other business oc-

cupied Reference Committee C during the morn-
ing, and although considerable lobbying went on
backstage, by the time the Committee got around

to that item on the agenda, the few words spoken

against previous AMA action were in support of

two resolutions calling on the various organiza-

tions to reconcile their differences. The antici-

pated challenge on the House floor never

materialized, and the House accepted, with only

minimal opposition. Reference Committee’s rec-

ommendation that Report H of the Council on
Medical Education entitled “CME Accreditation”

be adopted in lieu of the various resolutions be-

fore it. Because it is a summary statement of
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present accreditation procedures and the steps

leading up to their development, this report is

carried as Appendix A. Inasmuch as the LCCME,
without AMA participation, is continuing as a

free-standing organization for accreditation of

CME activities, I shall editorialize later on that

situation, as it is inappropriate to do so here.

There are also comments on it in the Executive

Vice President’s Report, printed elsewhere in this

issue.

To Resolution 109 (A-79), that the Board
develop a restatement of purpose for the 1980s,

the Board responded in its Report S that a mech-

anism already exists for a continuing restatement.

Because it presents this mechanism, as well as a

summary statement of the Association’s mission

for 1980, this report is carried as Appendix B.

You should by all means read that very brief

report, as it is at the heart of your Association’s

business. (If it is not yaur Association, you are

derelict in your responsibilities to your colleagues,

and you should be ashamed! You should there-

fore rush out and make it yours. It is not hard to

do. It costs you only a little money, and if you

don’t make your contribution, your colleagues

have to spend more of their money to protect you

and do your work.

)

Reference Committee A concerned itself with

matters of medical service, including reports of

the Council on Medical Service. The House di-

rected that two reports of the Council having to

do with AMA activities in health planning (Re-

port I) and the Physician Guide to Home Health

Care (Report B) be given the widest possible

dissemination. They are therefore carried as Ap-
pendix C and Appendix D, respectively.

Although one of the hot issues in the July

meeting was the matter of national health insur-

ance, and the AMA’s position with reference to it,

it generated only a minor amount of activity on

the House floor, most of the discussion having

taken place before Reference Committee B. At
least for the time being, the Association through

its Board of Trustees is acting under instructions

given it by the House at the Interim Meeting a

year ago, and at the Annual Meeting in July,

containing specifically defined principles and

guidelines. The House adopted, in lieu of a num-
ber of resolutions, the Board of Trustees Report

EE, which requested that current initiatives of the

AMA be continued “so as to insure that the prin-

ciples contained in Resolution 62 (1-78) can be

forcefully articulated and fully considered in any

dialogue that takes place in the Congress on

health insurance.” To this report the House added

a further statement by adopting Substitute Reso-

lution 16A, which resolved “that the AMA con-

tinue to advocate in a positive manner the

superiority of a voluntary, free choice method of

medical and health care delivery compared to a

system dominated and controlled by the federal

government.”

A resolution urging the Association to vigor-

ously seek a separate United States Health De-

partment was replaced by Report O of the Board

of Trustees, which suggested that at the present

time, considering that education had just been

removed from Health, Education and Welfare,

and a new Secretary has just begun her tenure,

this might be premature until the situation can be

evaluated, but that when and if circumstances

become propitious, high priority should be ac-

corded efforts in establishing a separate Depart-

ment of Health with Cabinet status. The report

also responds to a resolution which urged the

Association to work to prevent state health de-

partments from being subordinated to combined

agencies, and to encourage state governments to

reestablish state health departments in the 18

states in which they have already been consoli-

dated with and under such agencies. The report

emphasizes that health agencies and programs,

whether at the federal or state levels, should be

under the direction of a physician. Report O was

adopted as being an appropriate response to this

problem, but the report emphasized that there

should be a minimum of bureaucratic tinkering at

any level.

The Association continues to be active in ef-

forts to reverse actions taken by the Federal Trade

Commission, and Board of Trustees Report Q
and Report R give a progress report of the Asso-

ciation’s response to resolutions adopted at the

Annual Meeting which called upon the Associa-

tion to oppose the FTC staff recommendations

that the Commission “open a rule-making pro-

ceeding to look at whether the medical profes-

sion’s control of Blue Shield and other similar

medical plans violates federal anti-trust laws,”

another which asked the Association to oppose

vigorously “proposals which unfairly restrict par-

ticipation of physicians on insurance related

boards,” and yet another asking the Association

“to continue to oppose restricted proposals that
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curtail communication or effective participation

on the part of the medical profession with the

governing boards of health care plans.” These are

being actively pursued, and in addition, the AMA
is supporting vigorously the McClure-Melcher

Amendment to S.1991 which would exempt non-

profit organizations, including the learned profes-

sions, from the jurisdiction of the FTC. It would

be required not to intrude in areas where learned

societies traditionally have assumed leadership

and responsibihty for professional self-regulation

in the interest of the public. Adoption of these

reports gives the Board the necessary flexibility to

enable it to continue to respond to all FTC issues

as they arise. Reference Committee B in its re-

port commented that it “agrees with the testimony

presented that the Board has responded in the

public interest in matters before the FTC in-

volving health and the professions,” and recom-

mended adoption of Resolution 45, which calls

upon the House of Delegates to commend the

AMA leadership “for its past and ongoing actions

on behalf of patients and physicians throughout

the United States to combat the arbitrary, over-

zealous, and self-defeating regulations of the Fed-

eral Trade Commission.” This resolution was

adopted.

The issue which stimulated the most discussion

before Reference Committee B had to do with

Resolution 88, which asked the Association to

support and encourage efforts to enact effective

national handgun control legislation. Although

there was a great deal of testimony both pro and

con, the weight of testimony indicated that the

enactment of further gun legislation would not

ameliorate the problems identified nor be in the

best interest of the majority of the citizens. It was

felt that stricter enforcement of present laws, and

the imposition of stronger penalties, would better

accomplish the purpose sought by the sponsors of

the resolution. In addition, some who testified

suggested that gun control was not an appropriate

matter for consideration by the House. The House
therefore adopted Substitute Resolution 88, which

essentially restates a position taken by the House
at its Annual Meeting in 1973, and which re-

solves “that while the increasing number of homi-

cides by use of handguns is a depressing reahty,

and there is little evidence that new federal gun

control legislation will ameliorate this situation,

the American Medical Association urge the en-

forcement of strict penalties for the use of firearms

in the commission of crimes.”

In addition to the matter of accreditation of

continuing medical education. Reference Com-
mittee C had a lengthy agenda which carried it

well through the afternoon. There was lengthy

debate, both before the Reference Committee and

on the floor of the House, on Report A of the

Council on Medical Education entitled “Future

Directions for Medical Education (Council on
Medical Education Report K [1-77] and Resolu-

tion 120 [A-79]).” This is a multiphasic report,

and enters into all the various aspects of medical

education, including licensure and accreditation.

Although the report in general was acceptable,

various interests took exception to some parts of

the report, and almost everyone felt it left a great

many questions unanswered. Rather than being

therefore a final report, inasmuch as it seemed to

raise more questions than it answered, it was
considered simply to offer the basis for future

study by the various interested groups, including

the Council. Therefore, instead of accepting the

Council’s recommendation given in the last para-

graph of the report, the House acted to have the

report filed, to become an agenda of issues for

further discussion as a basis for development and

review of more specific recommendations. As
input from various interested parties is desired,

this report is carried as Appendix E, but without

the extensive annotations made by the Council.

Another item involving lengthy discussion, both

before the Reference Committee and on the

House floor, was Report G of the Board of Trus-

tees entitled “Final Report of the Ad Hoc
Committee on Foreign Medical Graduates.” Con-
siderable sentiment was expressed for referring

the entire report to the Board and continuing the

Ad Hoc Committee, as a number of unanswered
questions still exist in reference to this very com-
plex problem. As the Reference Committee report

explains, “This report deals with many varied and
complex educational, human, and cultural issues

based on extensive information received by the

Ad Hoc Committee.” Because of the unanswered
questions, the Reference Committee recommended
that while much of the testimony favored the re-

port in concept and principle, modifications were
necessary, and the Committee attempted to in-

corporate recommendations presented to it into

the report. As some members of the House felt

this left a hodge-podge, a motion was made to

again refer the whole matter to the Board, but this

was defeated because the majority of the House
felt that as the matter had been before the House
on a number of previous occasions, and that as
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debate had been extensive, some action should

be forthcoming from this House. It therefore

accepted a portion of the report as amended,

while referring to the Board the portion of the

report dealing with foreign medical graduates

without ECFMG certification or hcenses. The

adopted portion of the report is carried as Ap-

pendix F.

Recommendation 37 of the National Commis-
sion on the Cost of Medical Care (NCCMC) was

that there should be an increase in the proportion

of family practice physicians as a measure which

could be expected to contribute to the moderation

of rising health care costs. Since its presentation

to the House at the Annual Meeting in 1978, this

recommendation has been referred to the Board,

which in turn referred it to the Council on Medical

Education. The Council report to the 1979 An-

nual Meeting was referred to the Board who again

referred it to the Council for further study and

refinement. The final report of the Council to the

House, CME Report C, was adopted, and appears

as Appendix G.

Reference Committee D considered an addi-

tional item concerning continuing medical educa-

tion, having to do with the JCAH requirement for

mandatory continuing medical education for hos-

pital staff membership. In its report, the Reference

Committee says “Resolution 65 states that since

the AMA has reaffirmed its support for voluntary

participation in CME and that since the Alliance

for Continuing Medical Education has called for a

moratorium on mandatory CME revisions so that

studies can be conducted on the validity and use-

fulness of such requirements, the JCAH require-

ment regarding mandatory CME as a condition

for hospital medical staff membership, which has

been subject to much variance and interpretation,

should be withdrawn, although with no intent to

de-emphasize the merits and importance of physi-

cian CME.” Substitute Resolution 65A which

resolves that “the American Medical Association

requests the Joint Commission on Accreditation

of Hospitals to accept voluntary continuing medi-

cal education as a condition for medical staff

membership” was adopted.

Reference Committee E considered a large

number of scientific matters, including the reports

of the Council on Scientific Affairs. These reports

are of a highly technical nature, and carry in a

sense the weight of the AMA behind them. This
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led to a procedural debate at the opening of the

House, resulting in some of the most heated dis-

cussion of the entire session. It was proposed that

because of their specialized nature, and the care

with which they were written, that unlike reports

of other councils these should not be amendable

on the floor of the House. On the other side was

the fear that these reports would be considered

authoritative, and therefore physicians not ad-

hering to the principles expressed in them would

be liable to court action for malpractice. It was

pointed out that there was a disclaimer to the

effect that “reports such as this do not establish

standards of medical practice or care. The stan-

dards of medical care change and evolve day by

day and locality by locality. In the final analysis,

the standards of medical care are established on

the basis of all the facts and surrounding circum-

stances.” As there was still some fear expressed,

the matter was referred to the Board. In practice,

however, these reports are seldom tampered with.

The House adopted a rules change recommended

by the Committee on Rules and Order of Busi-

ness, which follows:

Procedure Change

The Board of Trustees and the Council on Scien-

tific Affairs have expressed concern about amend-

ing reports of the Council and have asked this

Committee to consider the initiation of a different

procedure at this meeting of the House of Dele-

gates for the handling of the scientific reports of

the Council on Scientific Affairs. The Committee

concurs with the Board and the Council that an

open forum operating under parliamentary rules is

not the appropriate place to rewrite a scientific

report and recommends that the House of Dele-

gates approve the following procedure:

The Speakers shall alert the House of Dele-

gates to those scientific reports of the Coun-

cil on Scientific Affairs which should be

adopted, not adopted, filed, or referred back

but may not be amended without the con-

currence of the Council.

Any ruling of the Speakers on those reports

of the Council on Scientific Affairs that fall

within the above proscription against amend-

ment are subject to the right of appeal from

the decision of the Chair.

As usual, smoking of tobacco came in for its

share of the debate. Report J of the Board of

Trustees concerned smoking on commercial air-

craft, submitted in response to Resolution 162

(A-79). Because it presents an overview of the

health effects of passive smoking, the report is

carried as Appendix H. Resolution 86, which

requested AMA support for banning or restrict-
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ing smoking in public places, was referred to the

Board, inasmuch as development of antismoking

legislation needed consultation with the Council

on Legislation and legal counsel.

In response to Resolutions 12 and 28 (A-79)

that called upon the AMA to oppose continuation

of government programs of financial subsidies to

tobacco growers, the Board stated in its Report M
that although the AMA has a clear and un-

equivocal commitment to reduction in tobacco

smoking, this commitment can be better advanced

by education than by tampering with price sup-

port programs. Testimony indicated that the quota

system limits the amount of tobacco grown, and

that removal of federal subsidy, with its con-

comitant quota system, would increase rather than

decrease the amount of tobacco grown. Removal

of subsidies would cause the small farmer to go

out of business, in which case the large conglom-

erates would undoubtedly take over to insure

survival of the tobacco crop. Further discussion

indicated that indeed some farmers are switching

over to other cash crops, but that it requires a

number of years for land used for tobacco to be-

come fit for growing other crops.

Report A of the Council on Scientific Affairs,

entitled “Food Safety and Food, Drug, and Cos-

metic Act (Delaney clause)” presents a concise

and scholarly overview of the scientific and public

policy problems inherent in the Delaney clause,

which in effect bans any food additive that can be

shown to induce cancer in man or animals. In the

words of the Reference Committee, “The report

points out that the many scientific questions on

chemically induced carcinogenesis are largely un-

resolved. Thus, the question as to the protection

of health afforded by the Delaney clause is essen-

tially a public policy matter.” The report is

lengthy, but the salient provisions are summed in

the recommendations, which follow:

The Council on Scientific Affairs recommends

that the AMA, through its Council on Legislation,

develop alternative proposals in accord with the

above comments to substitute for the Delaney

clause of the Food, Drug and Cometic Aet.

Even though the Council recognizes the intent

of the Delaney clause, it recommends that the

AMA advise Congress that;

• The current Food, Drug, and Cosmetic Act

limits the ability of regulatory agencies to exercise

judgment and thereby make comparative risk or

risk/benefit assessments for food as additives as a

part of the decision-making process.

• The Food, Drug, and Cosmetic Act should be

amended to require consideration of the concept of

alternative risks for requiring the banning of sub-

stances suspected of being carcinogenic.

• Eligibility of a substance for consideration by

the regulatory agency as an acceptable food sub-

stance should be based upon the best scientific data

available on the usefulness, function, uniqueness,

health need for, and potential risk of the substance.

The report was adopted by the House.

Report B of the Council on Scientific Affairs

concerns saccharin availability and reviews and

critiques the scientific evidence linking saccharin

to bladder cancer in animals and man. In view

of the evidence indicating that saccharin is only

a weak carcinogen in certain animal species and

that its carcinogenicity for man remains unproved,

the report recommends extension of the present

moratorium on the ban of saccharin pending fur-

ther study.

Report F of the Council on Scientific Affairs

addressed the concept of “sentinel” deaths, in-

terpreted as a negative measure of the quality of

medical care in a given population, since such

deaths are frequently deemed unnecessary or pre-

ventable. The Council points out that while this is

an interesting concept, there is too little knowl-

edge about the complicated factors on which the

sentinel death rate is based to make it applicable

by health planners as a proven vital statistic. This

report was adopted, and as it was recommended

that it receive widespread distribution, it is carried

as Appendix I.

Report I of the Council on Scientific Affairs,

entitled “Marijuana Reexamined: Pulmonary

Risks and Therapeutic Potentials,” was prepared

by an expert advisory panel appointed by the

Council. In the words of the Reference Commit-

tee, “The report updates the previous (1977)

commentary of the Council on the health aspects

of marijuana use and points to additional evidence

that heavy use of marijuana is associated with a

high risk of pulmonary pathology, including carci-

nogenesis. The report also takes cognizance of

recent reports of alleged beneficial effects of mari-

juana. .'
. . Despite laws^ hr cerinnr' states ex'-

empting marijuana for therapeutic purposes,

additional controlled investigations are necessary

to establish its efficacy for any purpose.” The re-

port was adopted by the House with the proviso

that a subsequent report be prepared addressing

the problems of ( 1 ) increased regular use of mari-

juana by youth, (2) the proliferation of the

paraphernalia industry and so-called head shops,

and (3) the subverting of FDA law and regula-
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tions by state laws that legalize marijuana use for

medical purposes. It is carried as Appendix J.

Resolution 7 (A-79) asks that the AMA estab-

lish policy dealing with prescribing of drugs to

amateur athletes, and the Board of Trustees Re-

port I, entitled “Drug Usage Among Amateur
Athletes,” responds to that request. Because of

the widespread interest in this topic, particularly

in view of the upcoming Olympic games, this re-

port is carried as Appendix K.

The House at its 1977 Interim Meeting adopted

Resolution 51 (1-77) asking the AMA to study

the feasibility of examining and evaluating the

effectiveness of community mental health centers.

The Council on Scientific Affairs addresses this

subject in its Report C. The report is lengthy, but

because of its importance, the summary of their

findings and their recommendations are printed as

Appendix L. Anyone interested in obtaining the

full report may receive it from the secretary of the

Council.

Because of the modem trend toward treatment

of chronic mental illness within the community

outside mental institutions, the House at its 1978

Annual Meeting directed the Association to ex-

plore ways of developing educational and pub-

licity programs to stress “the importance of the

increased physician awareness and participation

in resolving the medical problems of the chroni-

cally mentally ill” in the community. As this has

considerable to do with implementing the previous

report, this Report J of the Council on Scientific

Affairs, entitled “The Chronic Mental Patient,” is

carried as Appendix M.
Report D of the Council on Scientific Affairs is

a set of guidelines for hypoglycemic treatment in

the maturity-onset type diabetic. Because of the

controversy in this area, the report is carried as

Appendix N, with the following disclaimer, “This

report is not intended to serve as a standard of

medical care: standards of medical care which are

determined locally and are constantly subject to

change are established on the basis of all or sev-

eral facts of the individual case’'

Another important topic addressed by the

Council on Scientific Affairs in its Report G,

which is entitled “Hypnotic Drugs and Treatment

of Insomnia,” is carried as Appendix O.

Reference Committee F concerned itself with

the business affairs of the Association, particu-

larly as related to budget and membership. This is

extensively covered in the Report of the Execu-

tive Vice President, which is carried elsewhere in

this issue, so I will not repeat it here. Again,

I commend this report to you. As for membership,

I repeat what I said before, which is that whether

or not you are a member of the Association, it is

working for you, and the dollars used for it come

from those of your colleagues who are members.

Whatever fiscal problems we have are the result

of so many of you failing to pull your share of the

load.

The PSROs continue to raise their heads and

make trouble. Out of the 195 presently designated

areas, as of November 1979 the Department of

HEW had approved contracts for 187 conditional

and three planning PSROs. Five remain without

activity, one of them being Tennessee Area II

(Nashville), which was defunded for alleged fi-

nancial mismanagement. The program, currently

severely underfunded, will have even tighter limi-

tations during 1980, which will mean there will

be no change in status of the planning PSROs or

the unserved PSRO areas, and PSROs will not be

able to implement review in any additional hos-

pitals in their areas. The National Professional

Standards Review Council has advised the Secre-

tary of HEW that “the inadequate funding of the

PSRO program is of such magnitude that it will

seriously hamper the entire PSRO program as it

now exists.” Report K of the Council on Medical

Service, adopted by the House, addresses the

problem, stating that “the Council on Medical

Service and its Ad Hoc Committee are of the

opinion that the most recent cutbacks in PSRO
budgets will significantly diminish the effectiveness

of the review system and could therefore ulti-

mately affect the quality of medical care.”

The overriding problem of the entire PSRO
issue at present, however, has to do with con-

fidentiality of PSRO data. On Sept. 25, 1979 a

U.S. District Court ruled that specific PSRO data

which identify individual practitioners and institu-

tions are not protected from disclosure by any

exemptions from the Freedom of Information Act.

This ruling stems from a previous decision which

determined that PSROs are not exempt, as they

are considered agencies of the federal government.

Although the ruling is being appealed, it is not

expected to be overturned. The final ruling will

ultimately determine the extent to which PSRO
data on performance of individual doctors and

hospitals may be open to the public. The National

Professional Standards Review Council, the

Health Standards and Quality Bureau, and the
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American Association of Professional Standards

Review Organizations have taken a strong stand

against the court’s ruling and are predicting that

the program may lose all physician support unless

the appeal is successful. Legislation to exempt

PSROs from the Act has been drafted by the

AMA and other concerned parties and introduced

into both Houses of Congress, but the bills are

moving slowly and are not expected to be passed

in the 96th Congress. The report therefore recom-

mends that it be the policy of the AMA that the

PSRO program can be effective only if adequate

funding is provided, if PSRO data in the form of

physician and hospital profiles are kept confi-

dential, if local PSRO autonomy is preserved, and

if professional direction is maintained. The report

recommends if no legislative relief is obtained

from the ruling under the Freedom of Information

Act, that physicians reconsider their support of

and participation in the PSRO program.

A number of reports and resolutions having to

do with confidentiality and patient access to rec-

ords were referred to the Board of Trustees.

Reference Committee H had a number of mis-

cellaneous items referred to it, one of them being

a report of the AMA’s activity resulting from a

call just at the end of the Annual Meeting for the

AMA to respond to the medical emergencies of

the increasing number of refugees known as the

“boat people.” There was much favorable testi-

mony before the Reference Committee about the

AMA’s prompt and dehberate action to aid the

Indochinese refugees, especially in the light of the

political and logistical problems involved. Because

of the vast interest in the problem, and to show

you how your Association can mobilize to re-

spond to such situations. Report W of the Board

of Trustees is printed as Appendix P.

Well, there you have it. This is not a complete

report by any means, but I have chosen to print

a number of the reports, some here and some

later. It makes for long reading, but I hope the

introductory narrative is sufficiently brief to allow

you to thread your way through the forest of

printed material, and pick and choose your stop-

ping places. It is a good indication of how your

Association is working for you. It is also a sad

fact that those who are convinced that the AMA
is not doing anything for them are the ones who
will not take the trouble to peruse the material or

probably even read this Journal. They are those

who say, “My mind is made up. Don’t confuse me
with facts.”

I hope the facts have not confused you. r ^

“Just say we're terribly busy, Simpkins. Don't say it's a
madhouse!"

FEBRUARY, 1980 85



Special Item

Report of the AMA Executive Vice President

AMA Interim Meeting, 1979

JAMES H. SAMMONS, M.D.

Executive Vice President

American Medical Association

It is a pleasure to report to you once more on

an organization that is proceeding on course, in

sound financial condition and good administrative

order.

Though it will be another four months before

audited results are available, enough is certain

now to provide a reasonably accurate projection

of what the 1979 financial results should be. We
again expect a healthy excess of revenues over

expenses, a fiscal performance that conforms

closely to the intentions of the year’s budget as

presented to the House of Delegates a year ago.

Revenues are expected to be something slightly

under $64 million and expenses in the neighbor-

hood of $56 million. This will generate a net after

taxes of some $6.7 million, which will be con-

tributed to reserves. Thus, for the fifth year in a

row, the AMA will meet or exceed the scheduled

buildup of reserves called for by action of the

House in 1975.

At that time, it will be recalled, AMA total

reserves came to just under $12 million, with no

liquid reserves at all. The anticipated 1979 con-

tribution to reserves will lift the total over $63

million, more than five times the amount in 1975.

Of this total, $31 million will be in cash or in-

vested in cash equivalents. The AMA’s liquid re-

serves, a matter of serious concern in late 1974

and early 1975, are now at a comfortable level.

As I have reported to you previously, some of

these reserve funds are being invested in real

estate, and I want to update you briefly on our
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Washington, D.C. project. The buUding site is

now clear of the old structures, so that work may
soon begin on the 12-story office building, which

is part of the original plan for this income-

producing project. We now expect the building to

be ready for occupancy in mid- 1981, one ffoor to

be used by our Washington office, the others by a

variety of tenants.

In overall terms, our reserve funds serve two

principal functions. The first and most important

is to protect the organization against adverse, un-

foreseen developments. Prudent management de-

mands that a substantial share of reserves be kept

in cash or near cash to guard against the sort of

sudden difficulties that beset us in late 1974. The

other is to build up, over time, investments that

will generate a cash flow. It is again prudent

business management to diversify the sources of

income, and we look upon the investment of re-

serves to reduce our heavy dependence on dues

revenues. Looked at another way, investment in-

come can lighten the dues burden on future

members.

Since we are just now entering the final year of

the reserve buildup program created by actions at

the 1975 Annual Meeting, this is an appropriate

time for a brief review. Two things came out of

that meeting: a dues increase and a demand from

the House that the Association be so administered

that an excess of revenues over expenditures be

generated in each succeeding year, resulting in the

accumulation of $48 million during the five-year
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period ending with 1980.

As already indicated, we expect to surpass that

goal by a considerable margin. What is even more

impressive is that the organization has been able

to achieve this performance while settling the

major share of past tax liabilities.

The results say a number of things, in my
opinion. They demonstrate, above all, the AMA’s
ongoing ability to manage its affairs efficiently.

They reflect the value of thoughtful financial

planning. And they illustrate the benefits of the

internal reorganization of the staff and the restruc-

turing of our councils and committees into a less

cumbersome policymaking process. Without those

changes, made in recent years, this organization

would be nowhere near its present position of

financial strength.

The budget for next year, for fiscal 1980, is

again consistent with the financial direction

adopted by the House of Delegates in 1975, pro-

viding for an excess of revenues over expenses.

But the point must be made that as the years go

by, these desirable year-end results are becoming

more and more difficult to achieve. As noted, it

will be possible to contribute something close to

$7 million to reserves this year. But in 1980, the

contribution to reserves will be much less. After

that, the predicting becomes highly speculative.

Barring a sharp reversal in inflation, experience

would indicate that 1980 is probably going to be

the last year that will generate additions to the

Association’s reserves—unless programs are cur-

tailed or dues increased.

It is instructive to examine a few of the details

of the 1980 budget, because they foreshadow the

sort of challenges we shall be facing. First of all,

the AMA will be doing better on the revenue side

next year. We expect enough growth in member-
ship to increase dues income by $1.7 million. We
expect a rise in publication income, stemming

from higher advertising rates, higher subscription

sales and the publication of JAMA in Portuguese,

French and Japanese. We expect to do better in a

number of other areas too, sufficiently better that

1980 revenues should be $3.5 million higher than

this year.

But on the other side of the ledger, we have to

expect that continued inflation will add $4.5 to

$5.5 million to our overall costs. It would take the

dues of some 20,000 regular members to finance

what inflation will cost us next year. Only two

programmatic changes require comment. One is

an increase of about $1 million in developing new
continuing education materials. The other is a

strengthening of our public affairs operation,

which includes the promotion of Wayne Bradley
to Group Vice President for Public Affairs and
his move to Washington where he can oversee
operations at closer range. We shall also broaden
and strengthen our federation communications
under the direction of Group Vice President

Steven V. Seekins. When all these factors are

taken into account, along with various other addi-

tions and subtractions in the overall mix of pro-
grams, 1980 revenues should exceed expenses by
$5 million.

But before leaving the subject, I should come
back again to the impact, the corrosive impact, of
inflation. If you look at the gross numbers for

yearly expenses, you might conclude that there
has been a gradual expansion in AMA activity

year by year. But that is not the case, for if you
adjust the dollars for inflation, we are actually

decreasing the level of activities year by year. In
real dollars—constant dollars—our 1979 expendi-
tures are less than those for 1978, just as our
expenditures for 1980 will—in real terms—be less

than those for 1979. Inflation causes us to spend
more to do less.

In virtually every one of these semi-annual re-

ports to the House, I have laid great stress on the
matter of membership. And there is no reason to
modify that emphasis at this time. Membership
remains the bedrock on which everything else

rests.

But before outlining some thoughts on that, I

want to comment on the overall growth of the
profession as a whole. The physician population
of this country right now is something close to

450,000 men and women. Our medical schools
now graduate about 66% more students than they
did a decade ago; the ratio of physicians to popu-
lation has also risen, to a point where the United
States has a higher percentage of physicians than
all but one or two modem, industrialized nations.

And I am hearing a number of our colleagues
say, “We have too many physicians. It is getting
to the point where there is such a surplus of physi-
cians that it is disrupting the system.” That sort of
comment opens the door to the discussion of a
highly complex subject. Those of you who are
interested in it, and I think most of you are,

should carefully study the thoughtful report from
the Council on Medical Education on this subject.

I particularly recommend the background report
that accompanies Council on ^Jedical Education
Report A.

FEBRUARY, 1980 87



The growth that has occurred in the profession

as a whole is not reflected in a corresponding

growth in AMA membership. To be sure, mem-
bership will be up this year, and the totals will

surpass the goals we set at the start of the year.

In the case of student membership and resident

membership, the figures have spurted ahead dra-

matically, with gains of about 33% over last year,

to totals that will be over 20,000 in each category.

These young physicians and physicians-to-be have

shown an overwhelming response since member-

ship was opened to them in 1972, and the enthu-

siasm they are demonstrating promises well for

the future.

Though less dramatic, we are making headway

with regular memberships. We are running at least

3,500 ahead of last year in terms of numbers and

more than $600,000 in terms of dues income.

When the final 1979 figures are in, the results

should be even better than that. And next year,

the budget is based upon a further increase in

regular memberships of at least 4,000.

Building membership is slow, hard work, and I

think the systematic marketing approach we are

taking is beginning to show some results. In its

first real year of operations, the reorganized AMA
Membership Department, working in close co-

operation with local societies, has launched a

number of promising programs, with the focus on

areas where the percentage of membership is low

and the numbers of potential new members high.

We are doing survey research to find out why

physicians join, or do not join. We are developing

appeals to specialized segments of the profession,

the foreign medical graduates and the growing

number of women physicians, for example. We
are gaining experience with direct billing to physi-

cians eligible for direct membership. In Los

Angeles, with the support of the Los Angeles

County and California State Medical Associations,

an AMA mobile exhibit is making the rounds of

hospitals in the area to see if awareness—and

membership—may be increased.

Late this year we used a specialized outside

firm to test telephone marketing techniques. Con-

centrating on lapsed members who had not

responded to mailed appeals for renewal, we re-

ceived indications that the telephone technique

may generate positive responses at rates as high

as 27%. It is too early to assess the value this

program might have on a nationwide basis; I men-

tion it here as an example of the innovative efforts

being made.

The key to success, though, remains the county

medical society. That is the point of entry for

94% of our members. Many local societies have

vigorous membership drives. But a depressing

percentage of them does not. A survey we did last

summer indicates that almost half the states and
well over half the counties responding to the

questionnaire had no recruitment program at all.

Given the challenges that organized medicine is

facing, I find that sort of neglect difficult to be-

lieve. This really is the mentality that rearranges

deck chairs on the Titanic. Though the telephone

is by no means my favorite way to generate sup-

port, even the direct contact of a stranger’s voice

on the line will bring in more members than doing

nothing at all.

Equally distressing is the prevalence of im-

necessary barriers to membership: long waiting

periods, probationary periods ranging from six

months to two years, cumbersome application re-

quirements and so forth. AU of us here know the

demands on a physician’s time. Can’t we at least

make it easy and simple for him or her to join our

federation? Can’t we do more to encourage mem-
bership? When the bills go out, why not include

a letter citing the value and benefits of AMA
membership? Why not a business reply envelope?

Why not appeals to everyone who is eligible?

Most societies do follow such elementary proce-

dures. But surprisingly large percentages of them
do not. When you return home, ask your local

societies to reexamine their membership pro-

cedures and requirements. Where they are out-

dated or overcomplicated, let’s get them stream-

lined.

The demands on organized medicme grow
stronger every year. Challenges from the regula-

tory agencies and the legislative bodies increase

both in number and complexity. To resist, to fight

back, to stand up for what we believe in, takes

more time, more money, more people—every

year. On top of that, inflation exacts an ever more
painful tribute—every year. The only way I can

see for us to respond successfully to these grow-

ing challenges is to respond with growing num-
bers of members.

In respect to regulatory and legal challenges,

it is refreshing to note two developments that are

welcome. One is the decision of a U.S. District

Court enjoining HEW from revealing the names
of individual recipients of Medicare reimburse-

ments. When HEW first did this three years ago,

the profession erupted in justifiable outrage. Even
where the names and amounts were accurate.
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there was obvious distortion, because one physi-

cian’s name often represented the receipts for an

entire group. The unfortunate implications of the

headlines was a Medicare rip-off by physicians.

Following legal action taken by the Florida Medi-

cal Association and the AMA, the court has now
ruled that such disclosures, where they reveal the

names of individuals, constitute invasion of pri-

vacy.

The other welcome action comes from the Fed-

eral Trade Commission. In its review of the earlier

findings of an FTC administrative law judge,

the commissioners sharply scaled down the sweep

of the initial decision. Among other things, that

called for the AMA to cease the review of all

physician advertising for two years and to issue

no subsequent guidelines on the subject without

prior FTC approval. On appeal, however, the full

Commission now recognizes the “valuable and

unique” role the AMA can and should play in

preventing false and misleading advertising.

On other points, however, we do not accept the

commissioner’s ruling, and we plan to take the

case to the Court of Appeals. We deny that AMA
actions have prevented the dissemination of price

information. We insist on the right to set ethical

standards to protect patients. As our counsel,

Newton Minow, put it, “To the extent that the

FTC order continues to prevent medical societies

from taking action against deceptive or other un-

ethical practices that may harm or mislead pa-

tients, the AMA will ask the Court of Appeals to

reverse the order.” We also challenge the FTC’s

jurisdiction over not-for-profit organizations.

As for the situation involving chiropractic,

there is little new. As reported at the time, AMA
officers met with officers of the American Chiro-

practic Association and the International Chiro-

practic Association on Sept. 12. The meeting was

at their invitation. No conclusions were reached,

but lines of communication were opened and a

face-to-face exploration of areas of mutual con-

cern took place.

As for the various lawsuits, I would only re-

mind you that the issue is now a matter of law,

not of science. I assure you we have engaged the

most skillful counsel we can find and that we are

not going to hold back on our support. What is

important is that we face the realities of the

present. Bear in mind that chiropractors are

licensed practitioners, limited practitioners to be

sure, but nevertheless licensed. The law does not

care—as we do—about the scientific validity of

chiropractic. All it seeks to do is determine

whether various actions by various medical so-

cieties have violated the laws against restraint of

trade. The state legislatures, through the licensing

laws, have legitimized chiropractic as an option

to be available to the public. At present, we have

little choice but to leave the issue to the workings

of the marketplace and the application of caveat

emptor.

The cost of medical care, of course, stiff stands

out as the most sensitive public issue we have to

deal with. We are continuing to work with in-

dustry in joint efforts to reduce costs. In one case

this has led to a common attempt by us, a county

society, a major manufacturer, and the hospitals

in the community to see what can be done to

achieve lower lengths of stay and hospitalization

patterns more consistent with the manufacturer’s

experience elsewhere in the country. The Volun-

tary Effort continues to achieve results, and inten-

sive efforts are going into plans by which more of

the recommendations of the National Commission
on the Cost of Medical Care may be implemented.

Of the many issues before the AMA right now,

few come attended by more emotional heat than

that generated by our decision last July to resume

the AMA system of accreditation of continuing

medical education rather than to continue with the

Liaison Committee on Continuing Medical Edu-
cation. The air is filled with accusation, innuendo,

recrimination—and overlaid with a thick haze of

misinformation. Let me see if I can clarify the

AMA position.

To go right to the heart of the matter, I would
cite two basic reasons for the AMA’s action. One
involves a long-smoldering dispute over policy

determination. The AMA representatives to the

LCCME took the view—and properly so—that so

far as they were concerned policy matters came
back to the AMA, to our policymaking bodies,

the Board of Trustees and the House of Delegates.

Others on the LCCME perceived policymaking to

be a legitimate role of that Committee. By out-

voting AMA members on this point, a majority of

LCCME members threatened to contravene the

policy prerogatives of the AMA Board and House.
Not only was that unacceptable; it went well be-

yond the original agreements of the sponsoring

organizations establishing LCCME. The other

underlying issue concerns the role of the state

medical societies in the accreditation process for

intrastate programs. The voting majority of the

LCCME clearly sought to dilute the state medical

societies’ role in this respect. And it was this in-
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tention that brought on resolutions from three

different states, two expressing dissatisfaction, one

urging the AMA to return to the accrediting pro-

cedure for continuing medical education that it

had followed prior to 1977 and the formation

of LCCME.
Charges have been made accusing the AMA of

“precipitate” action. I deny those charges. As
soon as those resolutions came into the AMA, I

personally notified all the participants of the

LCCME of their existence. The resolutions

received precisely the same handling that all reso-

lutions receive. They were published and distrib-

uted just as other resolutions were. There were

no surprise moves, no variations in routine.

As you know, further recommendations sup-

porting the action eventually taken came from

the Council on Medical Education, three members

of which sat on the LCCME. There was addi-

tional endorsement in the form of a report from

the Board of Trustees. The decision was made, as

is perfectly appropriate, after discussion in the

Reference Committee, followed by open debate

and, finally, vote on the floor of the House of

Delegates. The decision the House made was a

decision arrived at by a deliberative and thor-

oughly democratic process. It was no more “pre-

cipitate” than other actions on other resolutions

at that meeting of the House. If anything, the mat-

ter probably took up more than the ordinary

amounts of time and attention.

As you are aware, the AMA has since estab-

lished a Committee on Accreditation for Contin-

uing Medical Education—CACME. By no means

is this a narrowly constructed Committee. Mem-
bership was appointed from 200 nominees whose

names were submitted by state societies, specialty

societies, medical schools, the American Hospital

Association and so on.

Acting together, the state societies, specialty

societies, medical schools and the AMA—this

federation, in other words—can and do lay

legitimate claim to the accrediting process for

continuing medical education. First, there is a

historic basis. The federation has conducted the

accreditation process alone since 1964 except for

the two years of the LCCME’s existence. And
even during those two years, the accrediting was

done according to AMA standards, with AMA
staff work and with AMA financing. Then there

is the recognition of the federation’s role by state

licensing authorities. Where CME is a condition

for renewal of license, the pattern is for the state

authorities to recognize the state medical society.

the AMA, and the American Academy of Family

Physicians as the appropriate accrediting bodies.

And last, there is the legitimacy of the AMA as

the organization that overwhelmingly represents

the practitioner. Continuing medical education is,

after all, designed for the practitioner, for some-

one who has already met basic educational

standards and gone well beyond them. The prac-

titioner is a mature, adult learner who selects

courses where the objectives correspond to his

needs as he perceives them. That is how CME
should be defined. The process of continuing

medical education is not the process of filling in

educational gaps or deficiencies as defined by

someone else. Especially now that the House of

Delegates has been expanded to include people

specifically representing the specialty societies

and the medical schools, its legitimacy to set

policy in respect to continuing medical education

is strengthened.

As you address that emotionaUy charged issue,

as you address the important matter of member-

ship, as you address the whole agenda of this

meeting, I urge you to keep one important thought

in mind: this is not a time for internecine squab-

bles or the pursuit of parochial interest. It is,

rather, a time to bury differences and think

broadly. For the truth is that our external adver-

saries present enough of a challenge. What we
need least is a weakening from within.

There are valuable lessons for us in our recent

success in heading off the hospital cost contain-

ment bill. First of all, the parties involved—the

American Hospital Association, the Federation of

American Hospitals, the AMA with the federa-

tion—recognized the need early for a program to

respond to the cost problem. This became the

Voluntary Effort. Having developed a program,

we then all worked closely and cooperatively to

make it effective. And this was accomplished.

Finally, when it came down to presenting to Con-

gress a voluntary, alternative solution to the prob-

lem of hospital costs, we not only had an effective

program to talk about; we had an effective pro-

gram that we agreed on.

And we won the vote, won it decisively.

When this federation works together, it usually

does win on the major issues that confront it. But

when it comes apart—when we split and our or-

ganizations try to go it alone—we often lose. And
every time we lose, we see an erosion of the one

thing we are all trying to preserve: the excellence

of American medicine. / ^
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AMA 1979 Interim Meeting Report

Council on Medical Education Report H

Continuing Medical Education Accreditation

(Appendix A)

Past House Action: A-79: 92, 164-1 79,268,269,289.

At the 1979 Annual Meeting, the House of Delegates referred Resolutions 66,

68, and 145, through the Board of Trustees to the Council on Medical Education,

and requested a response at the 1979 Interim Meeting.

Each of these resolutions asked for the unequivocal recognition of the state

medical societies to accredit intrastate continuing medical education programs in

conformity with national standards, and Resolution 66 asked the House of Dele-

gates to restore the authority for the accreditation of continuing medical education

programs in medical schools and nationwide specialty societies to the AMA CouncU

on Medical Education.

Council on Medical Education Report I and Board of Trustees Report JJ, as

adopted, directed the resumption of the AMA’s previous responsibihty for the

voluntary accreditation of continuing medical education through the establishment

of the Committee on Accreditation of Continuing Medical Education of the

Council on Medical Education. Report I further directed AMA recognition of state

medical associations, in accordance with guidelines established by the Council on

Medical Education, as the accrediting bodies for institutions and organizations pro-

viding local and intrastate programs of continuing medical education. The action

further stated that “the AMA’s system of accreditation shall be responsive to the

interest of all physicians, their state and specialty medical associations, medical

schools and the public.”

The Council on Medical Education believes that the implementation of the direc-

tives of Report I (A-79), pertaining to the accreditation of continuing medical

education, and of Board of Trustees Report JJ (A-79) is responsive to Resolutions

66, 68, and 145 (A-79). Other recommendations of Report I will be the subject of

future reports by the Council.

After the conclusion of the 1979 Annual Meeting, each state medical society was

notified of its recognition as the accrediting body for organizations and institutions

providing intrastate continuing medical education. Each state medical society was

asked to forward a list of organizations and institutions accredited by the state

medical society for inclusion in lists of accredited organizations and institutions

published by the AMA. At the same time, institutions and organizations accredited

by the AMA Council on Medical Education before July 1, 1977, and organizations

and institutions accredited by the Liaison Committee on Continuing Medical Educa-

tion between July 1, 1977 and July 25, 1979, were advised that their accreditation

status would continue until the next scheduled time of review.

The AMA Board of Trustees, acting upon recommendations of the Council on

Medical Education, approved a charter for the Committee on the Accreditation of

Continuing Medical Education. The charter specifies the purpose of the Committee

to be the accreditation of organizations and institutions providing continuing medi-

cal education. The Committee is also charged to review standards and procedures
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for the accreditation of continuing medical education and when appropriate to sub-

mit recommendations to the Council on Medical Education. Since standards and

procedures for accreditation constitute policy, the Council on Medical Education is

charged by the bylaws of the AMA to submit recommendations through the Board

of Trustees to the House of Delegates.

Recommendations for both professional and public membership of the Commit-
tee on the Accreditation of Continuing Medical Education were requested from the

components of the AMA federation as represented in the House of Delegates

(state medical societies, specialty societies, the medical school section and the

resident physician section). Recommendations were requested from the American

Hospital Association, the Association for Hospital Medical Education, the Federa-

tion of State Medical Boards, medical specialty boards, and the National Medical

Association.

The Council on Medical Education when making recommendations to the Board

of Trustees agreed that members of this Committee should be chosen on the basis

of their ability to implement the Committee’s charter and to reflect the broad and

varied interest of physicians in providing, accrediting, and learning from continuing

medical education and the valuable perspective of public members. The Council

intends that the membership of this Committee will rotate so as to increase oppor-

tunities for participation especially by state and specialty societies, and to assure

that the Committee will continue to be responsive.

The Committee on the Accreditation of Continuing Medical Education met on

Nov. 15-16, 1979, and reviewed 34 organizations and institutions applying for

initial or renewed accreditation. The Committee agreed to review the standards and

procedures for accreditation which have been previously determined by the House

of Delegates and where potential improvements appear feasible to prepare recom-

mendations.

The Council on Medical Education is aware that the action of the House of

Delegates directing the AMA to resume its accreditation of organizations providing

continuing medical education has been controversial.

The Council recommends that the House of Delegates continue its direction of

the accreditation of organizations providing continuing medical education including

the recognition of state medical societies to accredit on behalf of the AMA organi-

zations providing intrastate continuing medical education.

Since the initial discussions in the early part of this decade of delegation of the

AMA responsibility for the accreditation of continuing medical education, the

composition of the House of Delegates has changed to include direct participation

of delegates chosen by specialty societies and by the Section on Medical Schools.

Thus the House of Delegates constitutes a single responsible, representative, and

open organization to determine policies for the accreditation of continuing medical

education.

The organization and authority of the House of Delegates of the AMA avoids a

repetition of previously encountered problems with the implementation of AMA
policies, such as the role of state medical societies, the philosophy of continuing

medical education for physicians and the definition of what constitutes policy. The

AMA, with its broadly representative House of Delegates and its system of open

reference committee hearings, should be best able to define and to direct the imple-

mentation of policies that will serve the profession and the public. The House of

Delegates provides a direct means of coordinating the accreditation of continuing

medical education by state medical societies and by the AMA.
The Council on Medical Education has reviewed the regulations of state licensing

bodies that require accredited continuing medical education and finds that, in gen-

eral, state medical societies, specialty societies and the AMA are recognized as

accrediting agencies. r ^
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AMA 1979 Interim Meeting Report

Board of Trustees Report S

Restatement of Purpose

(Appendix B)

Past House Action: A-79:279.

Resolution 109 (A-79), which was referred to the Board of Trustees, calls for

the AMA to “develop a restatement of purpose for the 1980s, designed to be edu-

cational to the pubhc and applicable to its membership.”

The Board of Trustees believes that the AMA already has an effective mechanism

for expressing AMA’s purposes. For the past six years the AMA has engaged in a

formal long-range planning process that each year produces an AMA plan and an

AMA budget. In the first year that the AMA engaged in a formal planning process,

six “missions” were identified. These missions represent the basic purposes of the

AMA, consistent with the constitutional aim to “promote the science and art of

medicine and betterment of public health.” The annual process that is followed to

produce the plan and budget involves a thorough reexamination of the missions as

well as an evaluation of what specific programs and projects will best respond to the

particular issues facing the AMA and the profession within the framework of the

missions.

The missions in the 1980 AMA plan are as follows:

1. Provide Scientific Information and Policy—One of the major purposes for the

AMA’s existence is to provide the profession and the public with scientific

information and to take policy positions on key scientific issues of importance

to the profession and the public.

2. Provide Socioeconomic Information and Policy—The AMA also has an obli-

gation to the profession and the public to provide pertinent socioeconomic

information and take policy positions on the various socioeconomic facets of

health care delivery.

3. Assure the Quality of Medical Care—Central to the AMA’s constitutional

charge is the mission of assuring the quality of medical care through both the

medical education system and peer review by the profession itself.

4. Represent the Medical Profession—A major responsibility of the AMA is to

represent the profession to the public and to government through information,

public relations, and legislative activity. The AMA is the voice of the profes-

sion.

5. Strengthen Organized Medicine—If the AMA is to be successful in pursuing

the missions enumerated above, it must maintain a strong membership base

and must maintain close working relationships with state, county and specialty

societies as well as with other physician organizations.

6. Support Services—Like all successful organizations, the AMA must maintain

a strong policymaking process, management system, and administrative struc-

ture in order to assure the best possible use of its resources in pursuing the

major purposes for which it exists. r
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AMA 1979 Interim Meeting Report

Council on Medical Service Report I

AMA Activities in Health Planning

(Appendix C)

Past House Action: A-79; 1-78:128-132; A-78:273-280; 1-77:73,178-179,218,

226; A-77:225; C-75: 116-224.

At the 1979 Annual Meeting, the House of Delegates adopted Report E of the

Council on Medical Service, entitled “AMA Activities in Health Planning.” Report

E described AMA activities in relation to implementation of Public Law 93-641,

the National Health Planning and Resources Development Act of 1974. Since that

report, the 96th Congress has approved, and the President has signed. Public Law
96-79, the “Health Planning and Resource Development Amendments of 1979.”

P.L. 96-79 modifies and extends the health planning authority originally encom-

passed in P.L. 93-641 through September of 1982. The purpose of this report is to

inform the House of Delegates of the major provisions of P.L. 96-79 and of AMA
activities and other developments in health planning over the past six months.

HEALTH PLANNING RENEWAL LEGISLATION
The enactment of Public Law 96-79 in October, 1979, ended a three-year debate

by the 95th and 96th Congresses over renewal of the federal health planning pro-

gram. A summary of the major provisions of this new health planning law follows:

Certificate of Need

One major change in the new health planning law relates to certificate of need

(CON) provisions. P.L. 96-79 extends CON requirements to cover all diagnostic

and therapeutic equipment costing $150,000 or more, regardless of location, if the

equipment is to be used for hospital inpatients. Thus, a certificate of need is re-

quired for the rental, lease or purchase of covered equipment by physicians for their

offices, if the state health planning and development agency (SHPDA) makes a

determination that such equipment is intended to be used for hospital inpatients.

Under the new law, physicians must notify the SHPDA 30 days in advance of the

planned rental, lease or purchase of any equipment meeting the $150,000 threshold

even if the equipment is not intended for hospital inpatients. The responsibility for

determining whether a certificate of need will be required for such acquisition then

rests with the state planning agency.

P.L. 96-79 also provides an exemption from CON requirements for health

maintenance organizations (HMOs) meeting certain criteria. Under the new plan-

ning amendments, states are prohibited from requiring a certificate of need for new

inpatient services, major medical equipment or capital expenditures by an HMO

—

or by a group of HMOs—if the HMO or group has a minimum of 50,000 enrollees,

if the service or equipment will be accessible to all HMO members, and if at least

75% of the patients expected to use the service or equipment are prepaid enrollees.

Even for HMOs not qualifying for this exemption, states must continue to use other

special criteria set forth in earlier federal regulations, in considering HMOs’ CON
applications.

Under the new law, states have the option until Sept. 30, 1982, to establish CON
requireuients more stringent than those required in P.L. 96-79. After that date.

98 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



state CON criteria cannot exceed federal requirements. States are also prohibited

from placing any additional conditions on certificates of need which do not relate

directly to the criteria in federal or state law or in federal regulations that existed

prior to the enactment of P.L. 96-79.

The provisions for penalizing states which do not enact CON legislation meeting

federal requirements have also been modified in the new law. The earlier provision

which required the Secretary to withhold federal public health, mental health and

drug/alcohol abuse funds for noncompliance has been changed to permit the

Secretary to reduce funding for these programs to states, on an incremental basis,

for such noncompliance.

The Council on Medical Service and its Ad Hoc Committee on Health Planning

believe that the new CON provisions under P.L. 96-79 will require extensive revi-

sion of federal implementing regulations as well as revision of current CON
statutes in a majority of states. At the present time, according to DHEW, 47 states

have enacted CON programs; however, only 35 states meet federal requirements

issued under the old health planning authority.

The Council believes that the provisions of P.L. 96-79 which extend CON re-

quirements to physicians’ offices and grant broad exemptions to HMOs should be

strongly opposed, and has conveyed these views to the Council on Legislation.

National Guidelines on Health Planning

P.L. 96-79 requires the Secretary to reexamine and issue “National Guidelines

for Health Planning,” allowing 45 days for comment. The Secretary must solicit

comment on the Guidelines from state health coordinating councils (SHCCs), state

health planning and development agencies (SHPDAs), associations and specialty

societies representing medical and other health care providers, and the National

Council on Health Planning and Development. In addition, the new law was revised

to require that regional plans, developed by health systems agencies (HSAs) . . .

“take into account” . . . the National Guidelines rather than requiring such plans

to “be consistent with” the Guidelines.

Governing Body Requirements

P.L. 96-79 requires the proportion of direct health care providers serving on

HSA and SHCC governing bodies to be increased from one third to one half the

total membership and further requires that HSA governing bodies include repre-

sentatives of business, labor, hospitals and mental health agencies. The earlier cate-

gory of “indirect providers” has been deleted from the new law, and persons pre-

viously identified as “indirect providers” are now classified as providers. HSAs are

further required to establish new procedures for the selection of governing body

members, and to publicize these procedures.

P.L. 96-79 also contains a new conflict of interest clause which prohibits HSA
governing body members from voting on any issue . . . “on which the member
has (or, within the 12 months preceding the vote, had) any substantial ownership,

employment, medical staff, fiduciary, contractual or consultative relationship.”

Written disclosure of any such relationship is required of each governing body

member. Strictly interpreted, this provision might well preclude providers from

voting on regulatory reviews such as certificate of need, state agency review, and

proposed uses of federal funds. It is anticipated that implementing regulations to be

issued by DHEW for comment will clarify this provision.

National Health Priorities

P.L. 96-79 adds six new National Health Planning Priorities to the existing ten

Priorities contained in the old law. The new six are (a) identification and termina-

tion of unneeded services and facilities; (b) adoption of cost containment policies;
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(c) increased use of outpatient treatment for mental health problems; (d) elimina-

tion of inappropriate hospitalization of mental health patients; (e) more appro-

priate use of facilities and greater efficiency in the health care system; and (f)

strengthening of competitive forces in health care delivery.

Voluntary Closure/ Conversion

P.L. 96-79 establishes a new program authorizing the Secretary to make grants

and provide technical assistance to hospitals for voluntary closure or conversion

of unneeded services and facilities. The new program also authorizes grants to

state health planning and development agencies (SHPDAs) for state demonstration

projects to reduce excess hospital capacity. Participation by hospitals in this pro-

gram is on a voluntary basis. Some states, however, have mandatory hospital closure

and conversion laws in effect.

Funding

P.L. 96-79 authorizes funding for the health planning program as follows:

Health Systems Agencies

FY80 FY81 FY82
(in millions)

$150 $165 $185
State Health Planning and Development Agencies $35 $40 $45

Centers for Health Planning $6 $8 $10
Experimental Rate Review Agencies $6 $7 $8

Area Health Services Development Funds — $20 $30
Voluntary Closure/Conversion $30* $50 $75
* (Deleted from FY80 federal budget. Funding for this program will not be

provided until FY81.)

It should be noted that the amounts shown above indicate only the funding

authorized for the health planning program by P.L. 96-79, and not the amounts

actually appropriated by Congress. As of Dec. 1, Congress had not appropriated

funds for the health planning program in the FY80 federal budget. It is anticipated

that planning funds for FY80 will initially be provided at FY78 levels by a con-

tinuing resolution, with supplemental funds possibly being appropriated later in

that year.

The Committee and Council will continue to review all provisions of the new
legislation, and will transmit additional recommendations for modification and

amendment thereof to the Council on Legislation based on that review.

RATE REVIEW AND VOLUNTARY DECERTIFICATION
As previously reported to the House of Delegates, the Council and its Ad Hoc

Committee on Health Planning are attempting to monitor the effectiveness of

hospital rate review and voluntary decertification programs in cost containment.

While any conclusions or recommendations on the effectiveness of such programs

would be premature at this time, the following information may be of interest to the

House of Delegates.

Rate Review

According to a survey conducted by the American Hospital Association, hospital

rate/budget review programs can be classified in four categories: mandated-

advisory; mandated-regulatory; voluntary-advisory; and, voluntary-regulatory.

These terms are defined as follows:

Mandatory—Indicates that the program was created to comply with the require-

ments of a state governmental act or resolution either distinct from or as an

addition to existing law.
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Voluntary—Indicates that the program was created in the absence of a specific

legislated act or resolution requiring a rate regulation program.

Regulatory—The program has the authority to determine or alter rates, charges,

cost or revenue of a health care institution.

Advisory—The program has no authority to determine or alter rates, charges,

costs or revenue of a health care institution and cannot impose penalties for

noncompliance.

Rate/budget review programs falling into one of these four categories have been

initiated in a total of 27 states. {Tennessee has not yet initiated a review program.

—Ed)
Some states have considered but declined to enact rate/budget review programs.

The reasons for such reluctance seem to relate primarily to concern that such pro-

grams will (a) delay needed capital expenditures; (b) diminish hospital operating

reserves; and (c) curtail hospital services affecting patient choice and quality of

care. Although some states, particularly Connecticut and Maryland, have claimed

savings through rate setting activities, these claims require further documentation

in the opinion of the Council.

Voluntary Decertification

As noted earlier. Public Law 96-79 establishes a new program of federal grant

assistance to hospitals for voluntary closure or conversion of unneeded facilities

and/or services. Although the law authorized $30 million for this program in 1980,

this funding was deleted by Congress and it now appears that federal funding for

the activity will be delayed until 1981. The states of Michigan, New York and

Wisconsin have already enacted statutes establishing decertification/closure/con-

version programs. None of these programs, however, have been in existence for a

sufficient period of time to demonstrate an impact on either hospital costs or excess

bed capacity. The Department of HEW is reportedly monitoring the program in

Michigan closely, and may base subsequent federal regulations in this area on

experience with this program.

The Council, through its Ad Hoc Committee on Health Planning, will continue

to monitor hospital rate review and voluntary decertification activity at the federal

and state levels and will provide additional information to the House of Delegates

as appropriate.

LIAISON WITH FEDERAL OFFICIALS
The Council’s Ad Hoc Committee has continued communication with federal

health planning officials to convey the Association’s concerns with the health plan-

ning law and its interest in increasing physician participation in the planning pro-

cess. In September, 1979, the Committee met with representatives of the following

HEW bureaus: Bureau of Health Planning; Bureau of Health Facilities, Financing,

Compliance and Conversion, Health Care Financing Administration, and the Na-
tional Council on Health Planning and Development. Discussions with representa-

tives of these agencies focused on federal timetables and priorities for amending

current health planning regulations, and development of new regulations to imple-

ment P.L. 96-79.

The Committee has followed the activities of the National Council on Health

Planning and Development with particular attention to the National Council’s dis-

cussion of possible revisions in the National Guidelines on Health Planning and the

development of monographs addressing productivity in the health care delivery

system.

The Council on Medical Service and its Ad Hoc Committee on Health Planning

will continue to monitor health planning activities and provide assistance to the

federation in this area. r’ ^
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AMA 1979 Interim Meeting Report

Council on Medical Service Report B

Physician Guide to Home Health Care

(Appendix D)

Past House Action: C-72: 177-187; C-60: 155.

For a number of years the AMA has supported and encouraged the development

of home health care programs. At the 1960 Clinical Convention, the House of

Delegates adopted a report of the Council on Medical Service which recommended

that “physicians be urged to participate in organized home health care programs for

any patient who can benefit from the program, and to promote such programs in

their communities.” The Council has since that time continued to encourage physi-

cian utilization of home health care services, and the establishment of home care

programs in those areas where they are needed.

In the current climate of escalating health care costs, increased attention is being

given by health care providers, government agencies, consumers, the media, busi-

ness, labor organizations, and others to methods for providing high-quality and

cost-effective alternatives to institutional care. Home care programs are one such

important alternative, and it is vital that physicians provide leadership in the

development of these programs.

The Council believes that high-quality medical care can be provided in the

home, and that the benefits to patients and the community will be realized only if

physicians are actively involved in both the planning for and provision of such care.

Accordingly, the Council has prepared a detailed informational booklet entitled

“Physician Guide to Home Health Care” to assist physicians in the appropriate use

of home health care services for their patients and in stimulating further develop-

ment of home health care programs in areas where they are needed.

The Guide does not recommend new policy concerning home health care, but

rather is intended to implement the policy already established by the House of

Delegates in this area; the purpose of the present report is to summarize for the

House the major elements of the Guide.

An Introductory Section gives background information regarding AMA’s position

on home health care; discusses the growing interest and trends in home health care

delivery; and identifies the benefits to patients, physicians, and the community of

medically indicated home health services. These benefits include more rapid patient

recovery and improved patient emotional well-being, earlier discharge from the

hospital, reduction in hospital readmissions, and savings over costs of institutional

care. In addition, there can be educational benefits to patients and their families,

greater preservation of personal dignity, improved continuity of health care, more

effective use of physician time, and an educational opportunity for housestaff and

medical students.

The second section, on Use of Home Care Services, is divided into five areas.

The first, “Understanding the Role and Level of Home Care,” repeats this AMA
definition of home care adopted by the House of Delegates in 1972:

“The provision of nursing care, social work, therapies (such as diets, occupa-

tional, physical, psychological and speech), vocational and social services, and

homemaker-home health aide services may be included as basic components
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of home health care. The provision of these needed services to the patient at

home constitutes a logical extension of the physician’s therapeutic responsi-

bility. At the physician’s request and under his medical direction, personnel

who provide these home care services operate as a team in assessing and

developing the home care plan.”

This subsection identifies the types of agencies which administer home health

care services, such as hospitals, health departments and other governmental units,

and visiting nurse associations, and describes the three levels—concentrated or

intensive, intermediate, and basic—commonly used to categorize home care

services. The second subsection, “Determining Availability of Services,” identifies

potential sources a physician might utilize to obtain information on the availability

of home care services in the area. Such sources include hospital discharge planning

units, state and local health departments, insurance carriers, state home health care

associations, and health planning agencies.

A third subsection, “Assessing Quality of Home Health Agency Services and

Personnel,” describes the accreditation and standard-setting programs which cur-

rently monitor the quality of care provided by home health agencies, including

Medicare and Medicaid, Joint Commission on Accreditation of Hospitals, National

League for Nursing and American Public Health Association, and the National

Council for Homemaker—^Home Health Aide Services. Also addressed m this sub-

section are suggested ways that the physician can supplement information from

these programs through an evaluation of local programs in terms of services pro-

vided, agency policies, and qualifications of agency personnel. The fourth subsection

discusses the extent of a physician’s liability for services provided by home health

care agencies. It is noted that no cases have been reported to date that involve

alleged injury to patients receiving services ordered by their attending physicians

and provided by the employees or agents of home health care agencies or organiza-

tions. The final subsection, “Medical Management and Writing the Plan of Care,”

addresses the physician-patient relationship; physician responsibilities in developing

a plan of care for patients receiving home health services; and administrative

responsibilities of the physician and home health agency personnel.

A third section on Insurance Coverage/Payment for Services summarizes Medi-

care and Medicaid reimbursement policies and procedures concerning home health

care. This section also summarizes the extent of home health care coverage by the

private health insurance companies, indicating that most of the private insurance

coverage is provided on the east and west coasts. Over 50 of the 69 Blue Cross

plans offer home care benefits for about 40 million Blue Cross subscribers and the

Health Insurance Association of America recommends that its member companies

include home care benefits under their medical expense policies. Finally, this section

discusses home care coverage provided by health maintenance organizations and

mentions AMA’s Model State Legislation for Home Health Care Insurance Cover-

age, prepared to further encourage expansion of third-party coverage for this im-

portant area. A copy of the model legislation is appended to the Guide.

A fourth section on Physician Leadership in Home Health Care emphasizes the

need for physician initiative and participation in the development and use of home
health care programs. Several physician roles in this area are identified, including

medical director of a hospital or community-based home health agency, board or

advisory committee member of a home health agency, coordinator or administrator

of a hospital-based home care program, and a member of a home care committee

of a hospital, health center, medical society, etc. Information is also provided on

how physicians can expand their own practices to include home health services if

they wish to. Finally, this section discusses the role of the medical society in the

development of home care programs; the sources of funding for home care pro-

gram development; and additional source material currently available to help
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physicians in establishing home care programs.

The Guide concludes by reemphasizing the Association’s commitment to home
health care and identifying AMA resources to assist physicians in home care

activities. An Appendix contains sample home health agency forms; excerpts from

pertinent regulations governing Medicare conditions for home health care agency

participation; AMA’s model home care legislation; a home care directory; and

physician information surveys that will assist the Association in determining future

home care priorities.

The Council on Medical Service is pleased to make available to the profession

the information contained in the “Physician Guide,” and to inform the House of its

availability. r ~P

{Additional appendices will be published in future issues of the Journal.—Ed)

I
HellHelp for Impaired Physicians

Through its Committee on Impaired Physicians, TMA helps doctors who are suffering

from alcoholism, other drug addiction, psychiatric disorders or senility. The thrust of the

program is rehabilitative, not punitive. The Committee is composed of physicians who

have special expertise in these areas, some from personal experience. Effective treatment

for these illnesses is achieved most easily when the disease is detected early and family,

friends, and associates are urged to avoid misguided sympathy which enables the con-

dition to deteriorate.

HELP US TO HELP

Call the TMA Impaired Physician Program (615) 327-2711; outside Nashville call

collect. Phone service available around the clock.
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Oncology Grand Rounds

Small Cell Lung Cancer and Paraneoplastic Syndromes

JOHN D. HAINSWORTH, M.D. and F. ANTHONY GRECO, M.D., Editor

During the last 20 years, it has been recognized

that cancers may produce a wide variety of sys-

temic syndromes (paraneoplastic syndromes)

which are not due to a direct effect of the neo-

plastic cells. One group of disorders is caused by
tumor synthesis and secretion of hormones or

hormone-hke substances, and syndromes mimick-

ing hyperfunction of every major endocrine gland

have been described. The second group includes

a wide variety of neurologic syndromes of ob-

scure pathogenesis. Some investigators have sus-

pected that unidentified tumor products cause

these disorders, while others have postulated im-

mune mechanisms.

As information has accumulated, it has become
apparent that small cell lung cancer (SCC) is

associated with paraneoplastic syndromes more
frequently than any other type of neoplasm.

Eagan et aP reported a 26% incidence of para-

neoplastic syndromes in their series of 38 patients

with SCC. In other series the incidence is

approximately 10%. Since SCC accounts for

25% of all lung cancer, or 25,000 new cases per

year, a large number of patients will manifest one

or more of these syndromes.

This review outlines the various paraneoplastic

syndromes which have been associated with SCC.
Special emphasis is placed on the syndrome of in-

appropriate secretion of antidiuretic hormone
(SIADH), and Cushing’s syndrome from ectopic

adenocorticotropin (ACTH) production, both

common and seen predominantly in patients with

SCC.
^

SIADH
The syndrome of inappropriate secretion of

ADH (SIADH) was first recognized by Schwartz

From the Division of Oncx»logy, Vanderbilt University

Medical Center, NashviUe, TN 37232.

et aP in 1957, and defined more completely by

Bartter and Schwartz^ in 1967. Inappropriate

secretion of ADH leads to water retention and

subsequent decrease in extracellular fluid osmo-

lality. The cardinal features of SIADH are hypo-

natremia with hypo-osmolality of the serum,

continued sodium excretion by the kidneys, urine

less than maximally dilute, absence of fluid

volume depletion, and normal renal and adrenal

function.

TABLE 1

CAUSES OF SIADH

Malignant Tumors
Small cell carcinoma of lung

Carcinoma of pancreas

Thymoma
Carcinoma of duodenum
Squamous carcinoma of head and neck

Central Nervous System Disorders

Infection (meningitis, encephalitis, abscess)

Head injury

Subarachnoid hemorrhage

Guillain-Barre syndrome
Acute intermittent porphyria

Drugs

Vincristine

Chlorpropamide

Thiazide diuretics

Clofibrate

Carbamazepine

Pulmonary Disorders

Pneumonia
Tuberculosis

Cavitary disorders

Endocrine Disorders

Addison's disease

Hypothyroidism

Idiopathic
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A wide variety of disorders (Table 1) have

been shown to produce SIADH, but it has become
clear that the majority of cases are caused by
see. Within the first eight years after the syn-

drome was described, more than 50 cases asso-

ciated with see were reported, and recent large

series show that 5% to 10% of patients with See
have overt SIADH.^ In addition, when patients

with see were evaluated with serum ADH deter-

minations and water-loading tests, 40% to 60%
had abnormal results even though they did not

manifest the clinical syndrome.^-® Unlike many of

the recognized causes, which involve a derange-

ment of the normal hypothalamic-pituitary con-

trol of ADH secretion, SCC produces SIADH by

secreting ADH (or an ADH-like substance) syn-

thesized by the neoplastic cells. Synthesis of ADH
by these cells had been demonstrated in vitro.®

The signs and symptoms of SIADH are those

of hyponatremia. Patients with serum sodium

levels of greater than 120 mEq/liter are usually

asymptomatic, but with more severe hyponatre-

mia, CNS changes appear, beginning with irrita-

bility, personality changes and confusion, and

progressing to weakness, hyporeflexia, seizures,

and stupor. If serum sodium drops suddenly

(which commonly occurs when these patients re-

ceive a water load) these symptoms are more

severe and are accompanied by vomiting. Almost

all patients with serum sodium levels of less than

110 mEq/liter experience CNS symptoms.

The diagnosis of SIADH in a patient with SCC
is usually not difficult. The syndrome is usually

present at the time of diagnosis of cancer, and

should be suspected in any patient with hypona-

tremia and no evidence of extracellular fluid vol-

ume depletion. Occasionally the CNS symptoms

of hyponatremia predominate at the time of pre-

sentation; these symptoms can mimic CNS metas-

tases and delay the correct diagnosis and

treatment if serum electrolytes are not routinely

checked. The diagnosis of SIADH is confirmed

by determining serum and urine osmolality, uri-

nary sodium, and renal function, which will show

a decreased serum osmolality, inappropriately

high urinary osmolality and sodium, and normal

renal function. (SIADH can, of course, exist in

patients with renal insufficiency, but the diagnosis

in this situation cannot be made with the above

tests alone.) Adrenal insufficiency should be ruled

out in every patient with a stimulated plasma

cortisol determination, since this condition can

cause all of the above findings. A recent report

has shown a strong correlation between SIADH
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and hypouricemia (caused by increased renal

urate clearance), an association not found in

other causes of hyponatremia and therefore valu-

able in supporting the diagnosis. The development

of a radioimmunoassay for ADH has aided diag-

nosis, but it is difficult, expensive, and not widely

available.

It must be emphasized that all the above-

described diagnostic tests presuppose a normal

volume status. With decreased fluid intake, com-

mon in cancer patients, all of the above tests,

including serum sodium, can be normal. We have

observed such patients to develop severe hypona-

tremia when they are hospitalized and given fluid

replacement.

The treatment of SIADH associated with SCC
can be divided into two phases: (1) the acute

management of hyponatremia, and (2) the long-

term management directed at the underlying neo-

plasm. Water restriction of 500 to 750 cc/day is

almost always successful in increasing serum

sodium, and should always be a part of the initial

treatment. If hyponatremia is severe (less than

110 mEq/liter), hypertonic (3%) saline should

also be used. It should be remembered, however,

that due to the large quantities of sodium admin-

istered and the ultimate worsening of water in-

toxication, sodium replacement will provide only

temporary benefit.

The long-term management of SIADH has

been difficult, since most patients find the severe

water restriction uncomfortable. Various agents,

most notably lithium and demeclocycline, have

been used chronically; recent reports ® indicate

that demeclocycline is the more consistent and re-

liable agent. This drug causes a nephrogenic dia-

betes insipidus with subsequent water loss, and

therefore counteracts the tendency to retain water.

None of these treatment modalities, however, is

effective in altering the course of the underlying

neoplasm. Combination chemotherapy for SCC
has improved dramatically, with currently used

combinations causing tumor shrinkage in 90% of

patients.® Greco et al have reported nine pa-

tients with SIADH, all of whom experienced reso-

lution of their hyponatremia following effective

chemotherapy. This occurred from three to six

weeks after initiation of treatment, during which

demeclocycline was often helpful as an adjunct.

SIADH recurs in some but not all patients during

subsequent tumor progression. It is clear, there-

fore, that combination chemotherapy should be

used as definitive treatment in patients with

SIADH due to SCC.
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Ectopic ACTH and Cushing’s Syndrome
Cushing’s syndrome with lung cancer was first

described in 1928 by Brown/^ but the pathogen-

esis was not recognized until the work of Meador
et al in 1962. Since then, ectopic ACTH pro-

duction with Cushing’s syndrome has been de-

scribed in association with many tumor types

(lung, carcinoid, thymoma, islet cell), but it has

become clear that SCC is the most common asso-

ciated neoplasm and accounts for the majority of

cases. Approximately 1% of patients with SCC
manifest ectopic Cushing’s syndrome (about the

same percentage presenting with SIADH). SCC is

therefore the most common cause of Cushing’s

syndrome.

Neoplasms cause Cushing’s syndrome by pro-

ducing and secreting ACTH; since they are not

subject to the normal feedback control, a sus-

tained hypercortisolemia is produced. ACTH was

identified within tumor cells as early as 1963,^^

but recent investigation has shown that this does

not always correlate well with the presence of

Cushing’s syndrome. In fact, although close to

100% of lung tumors contain ACTH (or ACTH-
like material), and 50% of patients with SCC
have elevated serum levels of ACTH,i^ many
show no evidence of hypercortisolism. The ab-

sence of clinical features in these cases has been

attributed to the production and release of bio-

logically inactive “big ACTH” precursors (nor-

mally cleaved by trypsin to form biologically

active ACTH), and ACTH fragments.

The signs and symptoms of ectopic ACTH pro-

duction and Cushing’s syndrome differ greatly

from those of “classic” Cushing’s syndrome pro-

duced by pituitary or adrenal hypersecretion.

Only rarely do patients present with centripetal

obesity, moon facies, easy bruisability, striae, and
hirsutism. In one series,i® 7 of 30 patients had
some Cushingoid features, but these were not

present in any of the 1 9 patients with lung cancer.

The reported incidence of hypertension varies

from 30% to 60%,i®’i^ but is also less frequent

than in other types of Cushing’s syndrome. Usu-
ally the only symptom is weakness, which is, of

course, a very common complaint in cancer pa-

tientsi Weight loss and signs of chronic illness,

rather than weight gain, often accompany the

weakness. Hypokalemia occurs frequently (70%
to 80% ) and is sometimes severe (less than 3.0

mEq/liter). Patients with serum potassium values

of less than 3.0 mEq/liter comprised 55% of one
series this degree of hypokalemia is seldom
seen in other forms of Cushing’s syndrome and
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therefore suggests ectopic ACTH production.

Metabolic alkalosis is also present in the majority

of cases. The finding of either of these laboratory

abnormalities in a patient with SCC should

prompt a search for ectopic ACTH production.

Much has been written about the laboratory

confirmation of Cushing’s syndrome. A complete

discussion can be found in the recent review by

Gold.2® The diagnosis of Cushing’s syndrome is

based upon the demonstration of hypercortiso-

lemia. Current recommended screening tests in-

clude AM and PM plasma cortisol determinations,

and an am cortisol after giving 1.0 mg of dexa-

methasone at midnight. If the results of these

three tests are normal, the existence of Cushing’s

syndrome is unlikely. If the above tests are ab-

normal, preferably on more than a single determi-

nation, further tests to verify the pathogenesis are

indicated.

The increased availability of the ACTH radio-

immunoassay has greatly aided diagnosis. All

patients with ectopic Cushing’s syndrome have

elevated ACTH levels, and a level of over 200

pg/ml, which occurs in 65% of patients, is diag-

nostic. remainder have levels from 100

to 200 pg/ml and overlap with the group with

pituitary Cushing’s disease. Due to the rarity of

pituitary Cushing’s disease, a patient with known
SCC, hypercortisolemia, and ACTH in the 100

to 200 pg/ml range can be presumed to have

ectopic ACTH production. Only in the rare pa-

tient with an occult carcinoma does the differen-

tial diagnosis become difficult. The two-day

dexamethasone suppression test usually suppresses

those patients with pituitary Cushing’s and does

not suppress ectopic ACTH, but enough excep-

tions have been reported to make this test un-

reliable. Two new techniques have shown promise

in aiding diagnosis. Demonstration of a jugular

versus peripheral venous ACTH concentration

gradient verifies a pituitary origin.^^ Comparison

of peptide byproducts in the circulation also ap-

pears useful in distinguishing between pituitary

and ectopic ACTH production. A large ACTH
precursor molecule is cleaved to form ACTH and

beta- and gamma-lipotrophins (LPH) . These

molecules are released in equimolar quantities by

the pituitary, whereas LPH levels exceed ACTH
levels in ectopic ACTH production.

Treatment of ectopic Cushing’s syndrome in a

patient with SCC of the lung is directed towards

the treatment of the malignancy. As with SIADH,
successful treatment of the SCC produces com-
plete remission of the clinical manifestations and
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normalization of plasma ACTH levels. A remis-

sion can usually be achieved with current chemo-

therapy, although, as in SIADH, the syndrome

may recur with subsequent tumor progression.

Other Ectopic Endocrine Syndromes
In addition to SIADH and Cushing’s syndrome,

which occur frequently, a variety of other endo-

crine syndromes have been infrequently reported

in association with SCC. Elevated 5-hydroxyin-

dole acetic acid (5HIAA) levels have been re-

ported on several occasions,^^'^® but only one pa-

tient manifested the typical carcinoid syndrome

of diarrhea and episodic flushing. Serum calci-

tonin levels are elevated in 50% to 60% of pa-

tients with SCC,2^ but symptoms are not

produced. A variety of other hormone levels have

been shown to be elevated in small numbers of

SCC patients, including growth hormone, TSH,

gonadotropins, and histaminase. These also have

not produced clinical syndromes.

Of special interest and practical importance is

the rare occurrence of hypercalcemia in associa-

tion with SCC. Non-small cell lung carcinomas

and a wide variety of other tumors are frequently

associated with hypercalcemia, produced either

by ectopic secretion of parathormone, parathor-

mone-like substance, or by secretion of prosta-

glandins. Ectopic PTH production by SCC has

only rarely been reported,^ and to date no

recognized cases of prostaglandin-produced hy-

percalcemia by SCC exist. Hypercalcemia is so

uncommon in SCC that a patient presenting with

a lung mass and hypercalcemia can be presumed

to have another histologic type.

Neurologic Syndromes
A wide variety of nonmetastatic neurologic

syndromes has been described in association with

malignancy. Reported syndromes include en-

cephalomyelitis, sensory neuropathy, peripheral

neuropathy, subacute cerebellar degeneration, and

myopathic disorders. These syndromes are all

rare and have been reported in association with

many different cancer types, including SCC. Lung

cancers as a group account for 30% to 50% of

the above disorders, and cases are approximately

equally divided among the four major histologic

subtypes.

The only neurologic syndrome that does show

a strong association with SCC is the myasthenic

(Eaton-Lambert) syndrome. SCC was associated

with 20 of 28 (70%) of the cases reported in

the original Mayo Clinic series. This syndrome

is characterized by weakness and easy fatigability

of the proximal muscle groups, especially the

thigh and pelvic groups. Unlike myasthenia gravis,

the ocular and bulbar musculature is not severely

affected. In addition to weakness, physical ex-

amination reveals decreased or absent deep

tendon reflexes and usually no sensory changes.

Administration of neostigmine produces some in-

crease in strength, but not the dramatic response

seen in myasthenia gravis. Diagnosis can be made
with an electromyographic study, which shows

markedly decreased initial response to a single

stimulus, but increased response with repetitive

stimulation at a rate of greater than 10 per

second. The physiologic defect involves the

neuromuscular junction; smaller amounts of

acetylcholine are released with a given stimulus,

causing weak muscle contraction. The cause of

this defect is unknown, but a humoral factor re-

leased by the cancer has been suspected.

Conclusion
The spectrum of paraneoplastic syndromes as-

sociated with small cell lung cancer is obviously

diverse. As the treatment of SCC continues to

improve, these associated syndromes can no

longer be viewed merely as interesting biologic

quirks of little practical importance, nor can they

be dismissed as being just one more ailment of an

unfortunate preterminal cancer patient. Familiar-

ity with these syndromes, leading to early diag-

nosis and appropriate treatment, is already

important, and will continue to become more so

in the future. / ^
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01 TScan of the Month

GORDON MATHES, M.D. and STEPHEN GAMMILL, M.D.

A 65-year-old man was admitted to the Baptist

Memorial Hospital in January, 1979 for frequency

of urination accompanied by suprapubic pain for

two months. He also arose three to four times

nightly to urinate. Examination showed the pros-

tate was small, but the left lobe felt nodular, and

a transurethral prostatic resection revealed low-

grade well-differentiated carcinoma of the pros-

tate. The operation was followed with hormone

therapy, using TACE, 12 mg, daily.

On follow-up examination five months later,

the patient was urinating well and no mass could

be felt on rectal examination. A supine roentgeno-

gram of the abdomen disclosed no metastases in

the bones.

He continued to do well until four months

later, when he reported by telephone that he felt

a mass in his left groin and suffered with abdomi-

nal pain after eating. He was admitted to the

hospital for evaluation, where a 5 x 20 cm hard,

fixed mass was palpable in the left groin along

with a similar mass inferior to the umbilicus. Al-

though the prostate was small and nodular to

palpation, the seminal vesicles were hard and

fixed, with a serum acid phosphatase elevated to

17.9 units. As a nuclear bone scan was normal,

computerized tomography of the pelvis was per-

formed. Please examine Figures 1 and 2 and see

if you can detect the abnormality.

Discussion

Note in Figure 1, a cut made at the level of the

third lumbar vertebra, that the aorta is partially

rimmed with calcification and is surrounded by

lobular masses. In Figure 2, tiny flecks of calcifi-

cation are present within the iliac arteries which

are also surrounded by lobular masses located

mostly laterally. This cut was made at the level

of the first sacral vertebra.

Upon examination of this study, we concluded

that the abnormality represented periaortic and

iliac adenopathy. Since an elevated acid phos-

From the Departments of Radiology and Urology,
Baptist Memorial -Hospital, 899 Madison Ave., Memphis,
TN 38111.

FEBRUARY, 1980

Figure 2

phatase is an accurate indicator of metastatic

prostatic carcinoma and since the bones were
apparently uninvolved with Pimor, we concluded

that it had metastasized exclusively to lymph
nodes. The enlarged inguinal nodes were surgi-

c^ly removed and a histologic diagnosis of carci-

noma of the prostate was returned by the

pathologist.

The periaortic nodes were irradiated with ex-

ternal beam therapy utilizing hypothermia as an
adjunct, to be followed with chemotherapy, using

cyclophosphamide (Cytoxan), 5 FU, and dox-
orubicin hydrochloride (Adriamycin).

When osteoblastic metastases to the pelvis,

spine and ribs are present from carcinoma of the
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prostate, they are usually readily detectable either

by nuclear bone scanning or standard roentgeno-

grams. Until the advent of computerized tomo-

graphic scanning and ultrasound, an accurate and

consistent modality for the detection of nodal

metastases from the prostate was not available.

Lymphangiography was available but was of

limited usefulness. The computerized tomogram

in this case not only suggested the diagnosis, but

outlined the extent of nodal metastases.

There has been much disagreement in the litera-

ture as to the route of spread of carcinoma of the

prostate. The most recent conclusion is that it

may spread independently either through the

lymphatics to lymph nodes, or to bone, primarily

through sacral veins connecting the prostate to the

pelvis.^ It was once believed that lymphatic

spread led to hematogenous spread, but since

metastases to bones may occur without involve-

ment of nodes and vice-versa, this theory has

been discarded. Nodal metastases occur about

25% of the time when the tumor has not spread
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beyond the prostate and about 80% of the time

when there is local invasion of the seminal

vesicles. Also, metastases from the prostate tend

to occur more frequently with increasing dedif-

ferentiation of the tumor. The case presented

here is somewhat unusual in that although the

tumor was initially confined to the gland and was

of low-grade malignancy, it metastasized. While

it is true that a category of small tumor with

widespread distant dissemination exists with carci-

noma of the prostate, the tumor that metastasizes

is usually of high-grade malignancy. Large

tumors which may spread locally but not dissemi-

nate distantly are usually of low-grade malig-

nancy.

FINAL DIAGNOSIS: Carcinoma of the prostate

metastatic exclusively to lymph nodes (iliac and

periaortic). r
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 64-year-old man was admitted to St. Thomas Hos-

pital for evaluation of severe chest pain associated with

nausea and vomiting. In 1974 he was felt to have sus-

tained a myocardial infarction and had subsequently

taken propranolol and hydrochlorothiazide. His diabetes

mellitus was being treated with tolbutamide. For the two
previous years he had frequent episodes of substernal

pain, often following meals, and consistently relieved by
nitroglycerin. Hypertension was present for three years.

Two weeks before admission left hemiparesis occurred.

Blood pressure on this admission was 120/80 mm Hg,
and there were no palpable pedal or left arm pulses. He
had bilateral basilar rales. CPK was 1,000 and LDH
was 688 (upper limits of normal 120 and 225 respec-

tively). An electrocardiogram was obtained (Fig. 1).

is delayed at 0.06 seconds. The R wave ampli-

tude in Vs is in excess of 30 mm. There is promi-

nent J point depression in leads I, II, aVL and

Vs through Ve, and the T waves are inverted or

biphasic in these leads. Two premature atrial con-

tractions are noted, preceded by well-defined P
waves, not followed by a compensatory pause,

but followed by normal QRS complexes.

This tracing represents left ventricular enlarge-

ment by the Estes-Romhilt criteria.^ There are

ST-T wave changes and premature atrial contrac-

'ii ^^ ^***^

'Lr,'

Figure 1

Discussion

The electrocardiogram shows a sinus rhythm

with a rate of 84 per minute. The PR interval is

0.15 seconds. The P wave is broad and notched

in leads I, II, III aVL and aVF. It is terminally

inverted in Vi. The QRS is prolonged with a dura-

tion of 0.10 seconds. The intrinsicoid deflection

From the Department of Cardiology, St. Thomas Hos-
pital, P.O. Box 380, Nashville, TN 37202.

tions. The intra-atrial conduction delay is caused

by left atrial enlargement.

The patient’s history and enzyme data are com-
patible with myocardial infarction. A two-

dimensional echocardiogram showed a large area

of akinesis in the apical lateral region. The ab-

sence of diagnostic Q waves does not exclude

myocardial infarction. Durrer et al ^ demonstrated

in careful mapping studies on isolated human

(Continued on page 119)
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Diabetes Clinical Care Conference

Diabetic Diarrhea

This 27-year-old single woman, who works as

a clerk with the State of Tennessee Human Ser-

vices Department, is presented to discuss the

problem of diabetic diarrhea, commonly believed

to result from autonomic neuropathy of the gas-

trointestinal tract. She has had severe diarrhea

with up to 30 watery stools daily for the last three

years, treated with diphenoxylate hydrochloride

with atropine (Lomotil) in doses up to 16 tablets

daily, antispasmodics, paregoric, and ioperamide

hydrochloride (Imodium), without any consistent

benefit. In addition, she has had courses of broad

spectrum antibiotics, pancreatic enzymes and

various diets without consistent improvement.

Insulin-dependent diabetes began at age 19 with

polyuria, polydipsia, malaise and weight loss. She

has been on insulin since that time. She has had

several episodes of diabetic ketoacidosis and has

always been a poorly controlled patient, despite

intensive attempts by her and her physicians to

achieve better control. Her most recent glyco-

sylated hemoglobin test was 16.8%, which indi-

cates a mean plasma glucose over 250 mg/dl

during the preceding three months. Her present

dose of insulin is 24 units NPH and 8 units regu-

lar in the morning, and 10 units NPH and 5 units

regular before supper.

During the early years of diabetes, the main

clinical problem was severe peripheral neuropathy,

characterized by pain in both legs and depressive

reaction. She had gradually improved with anal-

gesics and tricyclic antidepressants, and had felt

quite well for almost a year. When diarrhea be-

gan, she had about three bowel movements daily

and some flatulence, but after a few months,

bowel movements occurred several times daily,

mostly at night, accompanied by fecal urgency

and occasional fecal incontinence. She had such

frequent sudden urges to defecate that she felt she

The Diabetes Clinical Care Conferences at St. Thomas
Hospital, Nashville, Tenn., a collaborative educational

program of the St, Thomas Department of Hospital
Education and the Vanderbilt Diabetes Research and
Training Center, are coordinated by Joy Woodard, R.N.,
and Virginia Manley, R.N., and edited by Alan L.

Graber, M.D.

could not go out on a date, and while driving

from home to her job, she usually had to stop at

service stations several times to defecate. Other

clinical problems included secondary amenorrhea,

iritis, dental abscesses, abnormal liver function

tests, furunculosis, carpal tunnel syndrome, and

varicose veins.

Hospital evaluation had shown negative tests

for ova and parasites in stools, no pathogens on
stool cultures, and normal barium enema, small

bowel series, colonoscopy, and proctoscopy. De-
layed gastric emptying was noted on barium meal.

The gallbladder did not visualize on oral chole-

cystogram, but an intravenous cholangiogram was
normal. A liver biopsy showed no abnormalities.

D-xylose test was normal, indicating normal ab-

sorptive capacity of the small intestine, and a

normal Schilling test indicated normal vitamin

Bi 2 absorption in the terminal ileum. Jejunal

biopsy attempts were unsuccessful because of the

poor gastric motility. The stool weight was about

three times average, and oily droplets in the stool

indicated steatorrhea. Quantitative fecal fat ex-

cretion was not available.

Richard Schneider, M.D. (gastroenterologist,

St. Thomas Hospital): Diabetic diarrhea is poorly

understood and in this case has run an intractable

course despite intensive workup and numerous
therapeutic trials. In most cases of diarrhea, a

mechanism can be found, but our studies of this

woman have shown only poor stomach emptying.

In cases of diabetic diarrhea, whether or not

steatorrhea is present, one should rule out asso-

ciated diseases, such as celiac disease or pan-

creatic exocrine insufficiency. Some authors have

felt the sluggish motility of the gut predisposes to

bacterial overgrowth syndrome similar to that

occurring in the blind loop syndrome. If bacteria

extend into the small bowel, infection can result

in bile acid deconjugation and breakdown of fats

into short chain fatty acids which have an effect

on the colon similar to that of castor oil. Whalen
and associates ^ found only 1 of 1 3 patients who
had bacterial overgrowth, and in another large

series, only 2 of 10 patients were shown to have

this problem. If it occurs, broad spectrum anti-
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biotics sometimes help, but they did not help in

this patient. The most likely pathogenesis of the

syndrome is autonomic neuropathy affecting the

innervation of the gut.^

Other gastrointestinal disorders exist in dia-

betes, such as gastroparesis diabeticorum, in which

the stomach does not empty properly.^ This

situation is similar to that occurring after va-

gotomy. It may also contribute to unstable

metabolic control, since food can be retained in

the stomach for long periods of time. There is

also an association between diabetes and excess

mortality in cholecystitis, and therefore, some

authorities have recommended cholecystectomy in

diabetic patients if cholelithiasis is demonstrated,

even if there are few symptoms.

Oscar Crofford, M.D. (chief, Vanderbilt Dia-

betes Research and Training Center): There are

several factors in this patient’s course which sug-

gest psychological factors are playing a role in

her diarrhea similar to that of the irritable colon

syndrome.

Dr. Schneider: Although there is no specific

pathognomonic test for diabetic enteropathy, the

fact that she has nocturnal diarrhea, often with

fecal incontinence, makes this very unlikely, in

my opinion.

Randee Shenkel, Ph.D. (clinical psychologist,

Vanderbilt Diabetes Research and Training Cen-

EKG of the Month . . .

(Continued from page 117)

hearts that several portions of the ventricular

myocardium depolarize more than 40 msec after

the onset of cardiac excitation, and infarctions

involving these zones would not be expected to

show Q waves. Although Flowers and Horan ®

found notching of the QRS complexes in some

patients with necropsy documented infarction, this

finding is unreliable. Isolated ST-T wave changes

of the type seen in this electrocardiogram have

been described in infarction of the subendo-

cardium. These findings are unfortunately very

nonspecific.

This patient died two days later. Postmortem

examination showed left ventricular enlargement

with an area of scarring in the posterior inferior

left ventricular wall and recent infarction of the

septum and anterior apex. Severe atherosclerotic

stenosis of right and anterior descending coronary

arteries was present. A large, well-organized intra-

ter): Psychological counseling might have some
benefits in such a patient because of the severe

chronic stress diarrhea has caused in her life,

whatever the etiology.

Alan L. Graber, M.D. (endocrinologist): Are
there any new drugs or treatment available for

this condition?

Dr. Schneider: Metoclopramide (Reglan),

which increases gastric and intestinal motility, has

been used on an experimental basis and is avail-

able in a parenteral form.^ It is not yet available

in an oral form, however, and I cannot predict

whether it will be helpful in such cases on a

chronic basis.

Dr. Graber: In summary, this young woman
with insulin-dependent unstable diabetes has had
superimposed upon the usual problems of coping

with diabetes and its complications severe in-

tractable diarrhea for several years, waxing and
waning in intensity, and resulting in significant

disturbance in her way of life. It has thus far

defied attempts at treatment. /
^ ^
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aortic thrombus occluded the left subclavian

artery.

ELECTROCARDIOGRAPHIC DIAGNOSIS:
(1) Left ventricular enlargement; (2) Left atrial

enlargement; (3) Premature atrial contractions.

ANATOMIC DIAGNOSIS: (1) Coronary ath-

erosclerosis with severe stenosis of right and
anterior descending coronary arteries; (2) Old
posteroinferior infarction; (3) Recent antero-

septal infarction; (4) Intra-aortic thrombosis.

REFERENCES
1. Romhilt PW, Estes EH Jr: Point score system for the ECG

diagnosis of left ventricular hypertrophy. Am Heart J 75:752,
1968.

2. Durrer D, van Dam RTH, Freud GE, et al; Total excitation
of the isolated human heart. Circulation 41:899, 1970.

3. Flowers,NC, Horan LG: Mid- and late changes in the QRS
complexes, in Schlant R, Hurst W (eds): Advances in Electro-
cardiography. New York, Grune and Stratton, 1972,

FEBRUARY, 1980 119



Mental Health Report

Services for the Mentally Retarded

Mentally retarded people need two kinds of

services—generic (general) and specialized. Ge-

neric services are provided by those agencies con-

cerned with the needs of a broad population not

strictly comprised of the mentally retarded, and

may include but are not limited to housing, health

services, vocational training and placement, sup-

plemental income and the provision of general

assistance. Generic agencies are provided by such

organizations as the Departments of Human Ser-

vices, Education, Employment Security and Pub-

lic Health in the public sector. United Way and

Goodwill Industries are examples of such agencies

in the private sector.

Mentally retarded people need many spe-

cialized services, including day activities, sheltered

workshops, residential services, and extended em-

ployment. Such programs are usually provided by

the Division of Mental Retardation Services of

the Department of Mental Health and Mental

Retardation (DMHMR). Arlington, Greene Val-

ley, Clover Bottom, and Nat T. Winston De-

velopmental Centers are examples of residential

care programs. The Department also administers

a variety of community programs across the state.

Although ideally the major portion of the needs

of the mentally retarded are provided by generic

agencies, two major factors operate which prevent

this ideal from being achieved. First, the work-

loads and demands made upon generic or general

agencies are such that the mentally retarded are

merely one portion of a larger population needing

services. Second, the unique needs of the mentally

retarded are such that the services of generic

agencies cannot provide them all. Consequently, a

determination should be made of what the unique

needs of the retarded are, and specialized services

and agencies should be mobilized to furnish them.

We must therefore examine services already be-

ing provided by specialized agencies as well as

those of generic agencies which are insufficient to

meet the needs of the retarded population.

Specialized services currently being provided in

Tennessee include infant stimulation programs.

From the Tennessee Department of Mental Health and
Mental Retardation, Nashville, TN 37219.
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preschool programs, group homes, foster homes,

adult activity centers, and extended and sheltered

employment programs. More study is required to

determine what generic services can be provided

to complement the above, as it is possible that

some of the current specialized services might be

partially or totally provided by generic agencies.

But the major thrust of the DMHMR toward

solving these problems should be toward identify-

ing and providing for unmet needs and mobilizing

for the resources of the generic agencies to meet

the needs of the mentally retarded population.

We must seriously consider whether our present

delivery system of specialized services currently

provided to the mentally retarded is a “squeaking

wheel” or a “stop gap” approach, or a little of

both. For example, we must determine whether

educational services now offered after the passage

of Public Law 94-142 are better than those

offered previously. The wording of this legislation

is such that there is a legal mandate supporting

the withdrawal of the DMHMR from any effort

in education. On the surface, it is absurd to expect

DMHMR to invest in an area which by law is the

responsibility of the more generic Department of

Education.

DMHMR efforts are currently being directed

toward meeting preschool and postschool needs.

We must determine whether the general education

agencies really are serving the education needs of

the mentally retarded. The assignment of that re-

sponsibility to those agencies has been fortunate

in that it has given DMHMR a clear-cut direction

for funding efforts, but we need to know what

other preschool and postschool needs are not

being met.

A determination should be made regarding ser-

vices offered because of vocal expression of spe-

cial groups (the squeaking wheel), and needs

which have been unmet by generic agencies (the

stop gap). We need to know what percent of the

total man hours of effort of the Division of Mental

Retardation Services is devoted to providing and

monitoring special services, as compared with the

amount of effort expanded toward procuring a

more cooperative relation to generic agencies.
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Come to the Celebration

Two hundred years ago this past December, the first settlers led by James

Robertson arrived at the banks of the Cumberland River to found what is

now called Nashville. They were followed in the spring by the group that

came by water led by John Donelson. James Robertson might be considered

by some as being the first practitioner of medicine in this area, as he had

been taught the basic skills, as well as how to treat a patient having been

scalped by trephining the skull to allow epithelial regrowth.

Felix, James Robertson’s sixth child, was the first white child born

in NashviUe. He nurtured an interest in medicine and ultimately completed

his formal education by obtaining his doctor of medicine degree at the Uni-

versity of Pennsylvania in 1806. He returned to Nashville ultimately to

become a charter member of the Medical Society of Tennessee (now the

Tennessee Medical Association). He also served as its president for eight

years. His interests were not limited to medicine, as he also served as Mayor

of Nashville.

On Jan. 9, 1830, the Tennessee legislature, upon encouragement of a small

group of physicians, passed an act of incorporation to found the Medical

Society of Tennessee, listing 151 charter members. The premise was “health

as universally acknowledged to be essentially necessary to the happiness and prosperity of society.” On

May 3, 1830, 47 physicians assembled to organize the Medical Society of Tennessee. The society was

charged with establishing a mechanism for hcensure which it promptly carried out, but it was not until

1889 that licensure was required for the practice of medicine. This society has met annually since its in-

ception, with the exception of four years during the Civil War.

This brief glimpse into history is to lay the groundwork and invite all of you to join us in Nashville,

this April, for the Annual Meeting of the Tennessee Medical Association. Not only will you be exposed

to the usual good scientific session, but also we intend to devote a considerable portion of the meeting

to the celebration of the sesquicentennial of the TMA. I might add that this great event will take place

at the Opryland Hotel, a perfect setting for such a gathering. Our celebration also coincides with the

Century III celebration marking the beginning of the third century for Nashville, the city of TMA’s

birth.

I will be looking forward to seeing all of you in April.

James W. Hays

pfC/ickfilV
pQ9C

Sincerely,

PRESroENT
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The AMA and You

The American Medical Association evokes in

both lay and medical circles a spectrum of reac-

tion from admiration and approbation to down-
right hostility. It is perhaps understandable that

the laity would look askance at what they consider

a monster organization (actually a pygmy com-

pared to, for instance, the AFL or CIO), as they

learn about it through the news media, whose

comments are usually to say the least unfriendly.

This reaction is less understandable in our col-

leagues, until you recognize that most of them

get their information from the same source. They

have no firsthand, or even real secondhand, ex-

perience with what is supposed to be their parent

organization.

I confess to sharing their situation until a few

years ago, when I attended my first convention. I

will not say I liked everything I saw and heard, or

agreed with everything that was done. But this

should not be requisite for the support of a ra-

tional, thoughtful individual, who must know that

in this world he cannot expect such a utopian

atmosphere. What I discovered was that the AMA
is the most democratic of organizations. Al-

though it has a representative government, and

therefore only duly elected delegates have a voice

on the floor and a vote, every issue is thoroughly

aired in reference committee, where every mem-
ber—and indeed any physician, member or not,

if he has registered—may be heard. In its reports,

the reference committees note the discussion, and

arrive at a recommendation based upon the testi-

mony. The recommendations are not always fol-

lowed by the House of Delegates, but they are

always considered, often ad nauseam.

The Association is run by the House of Dele-

gates. The charge often crops up that the Associa-

tion is really run by the Board of Trustees or by

the staff. It is certainly true that, necessarily, day-

to-day operation must be carried out by paid staff

under the direction of the Board. But they are all

ultimately answerable for their every action to

the House, which is very jealous of its preroga-

tives, so much so that it has on occasion con-

sidered steps which would seriously impair the

Board’s functioning and bring disastrous work-

loads upon itself.

The charge can never be sustained that any

action taken by the AMA is precipitate or ill

considered, even though this charge is occasion-

ally made, as it was in the recent withdrawal from

LCCME. It is true that the report effecting that

withdrawal was seen only a few days before it was

acted upon, but, disclaimers by other members of

the LCCME to the contrary notwithstanding,

dissatisfaction with the manner in which that body

was functioning—or, better, was failing to func-

tion—^was well known to every member, and the

withdrawal came as a surprise to none of them. It

simply suits the purposes of the other members to

pretend it did. This was emphasized when the

House six months later declined, with little dis-

sent, to rescind its previous action.

There is no way, short of actually being there

and participating, to understand what goes on at
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an AMA meeting. Contrary to what many of you

think, and I recognize that unfortunately few to

whom this applies will read it, you—all of you

—

are represented there. You do have a voice, even

though if you are not a member you have no right

to one. You may attend and make your views

known, or you may impart them to your delegate.

This issue of the Journal is devoted mostly to

reporting what went on at the Interim Meeting of

the AMA House of Delegates in Honolulu. I

have chosen to print a lot of the reports of the

Board and councils in this and subsequent issues,

not only because they are important, but also to

show you what the Association is doing for the

nation’s doctors. It is a lot. It is, or should be,

your Association, and it needs both your support

and your input.

J.B.T.

Strange Bedfellows. Or,

Be My Valentine

On February 14, AD 270, during the reign of

Claudius II, a head rolled in Rome. This was

nothing unusual, particularly as it was a Christian

head. It is remarkable in that it was a special

head, belonging to a physician-priest named Val-

entine, later canonized. His particular offense was

blasphemy against certain pagan deities such as

Pan, Juno, and Venus. A pink almond tree is said

to have sprung up and bloomed over his grave.

Lupercus, the ancient Itahan pastoral god later

identified with the Arcadian god Pan, was hon-

ored each year in Rome by a feast, the Lupercalia,

held on the Lupercal, the site where Romulus and

Remus were said to have been nurtured by a she-

wolf. The feast occurred on February 15, in the

last month of the Roman year.

It must have made the old priest spin in his

grave as the commemoration of his death came to

coincide vdth the feast to Pan, who was hardly

St. Valentine’s valentine; not only that, neither

celebration had anything to do with love. The

custom of choosing valentines on this particular

day apparently came from the ancient belief that

this was the day birds began to mate. Names of

members of the opposite sex were drawn by lot,

their owners becoming each other’s valentine for

the day. What they did after that is not disclosed.

History and coincidence can make strange bed-

fellows, can’t they?

Valentine’s Day really came into its own in the

romantic 19th century, when elaborate nosegays

were exchanged. Now commercial interests have

taken over the day as they have almost everything

else. It’s still a good time, though, to tell—and

show—^your valentine you love her. But then, so

is every day, whether Valentine’s Day, Lupercalia,

or whatever.

J.B.T.

The Eighties—

Decade of the Decadophiles

When I was 13 or 14 years old a neighbor two

or three years older rebuilt a Model T Ford into

a racing car, and I learned to drive it, so that

when I turned 16, although it meant a formal

driver’s license, which in those days involved no

more than my parents’ paying for one, the day

passed just like any other birthday. When I was

21 my father gave me a fine pocket watch (which

I never used), but as World War II was in full

swing and I was busy with biochemistry and

physiology, that day went practically unnoticed

otherwise. I have heard a lot of people say they

became depressed when they hit 30, but I was too

busy in a residency to notice. I haven’t quite hit

60 yet, another supposed crisis date, but I don’t

expect April 18 of that year to be any different

from April 16.

If it bothered him. Jack Benny was wise when
he went back to 39 after he tried 40 for a year

and found he didn’t like it, but as far as I have

ever been able to tell, birthday anniversaries are

good only as conversation pieces, as a fori for

Jack Benny’s wit, and for actuarial tables. It is

other days which stand out in my memory, such as

the day I got married, the day World War II be-

gan and the day it ended, and so on—events, not

days which have to do with the calendar.

The media seem to attach great importance to

decades (at least, they do a lot of talking about

them)—the ’60s was this sort of a decade, the

’70s that sort, and so on. Hogwash. The only

difference I note is that you have to start thinking

one digit earlier about writing the correct year on

a check. Nothing else changed. We still have in-

flation, and Iran still has hostages.

So, if you thought that I, unhke a lot of other

editors, didn’t make a fuss in the January issue

about a new decade because I didn’t think it im-

portant, you’re right. I didn’t because I don’t.

J.B.T.
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On Placating Pele

And Mount Sinai was all in smoke, because

The Lord descended upon it in fire: and
the smoke thereof ascended as the smoke of a

furnace, and the whole mountain quaked greatly.

Exodus 20:18

The island of Hawaii in our newest state is also

our youngest, geologically speaking. It is only

some 800,000 years old, and many acres are con-

stantly being added to its shoreline—500 in 1975,

for instance—by the volcanic flow which is still

building the island. It is the site of the two most

active volcanoes on earth, one of them, Mauna
Loa, the world’s largest mountain, rising 30,000

feet above base, 13,677 of them above sea level.

Mauna Loa has a volume of over 10,000 cubic

miles, contrasted, for example, with the 80 cubic

mile volume of Mount Shasta in California. Dur-

ing the past century it has erupted on the average

of once every 3.8 years, sometimes for weeks or

months on end, pouring out during that time

more than 3.5 billion cubic yards of lava. Even

so, it yields first place in activity to its somewhat

smaller sister, Kilauea, which is some 10,000 feet

lower, but still no runt. Within Kilauea’s summit

crater, measuring 2 x 2.5 miles, and properly re-

ferred to as the cauldera, is the firepit Halemau-

mau, which because of its intense and almost

continuous activity and the large lake of molten

lava which constantly filled it until 1924, was

considered by Polynesians of the pre-Christian era

to be the home of Pele, the goddess of volcanoes.

Although the earth is subject to all sorts of

natural disasters, volcanic eruptions are surely the

most spectacular. Also, they seldom occur as a

solitary phenomenon, but are almost aways ac-

companied by earthquakes, cyclonic winds, and

often tidal waves. Watching the eruption of

Vesuvius from across the bay of Naples in 79

AD, Pliny the Younger described the “horrible

black cloud, torn by sudden bursts of fire in

snake-like flashes,” which, driven by the high

winds, buried the city of Pompeii, nestled on the

volcano’s slopes, under 20 feet of ash and pumice.

Among the dead was Pliny’s uncle, Pliny the

Elder, Roman fleet commander and naturalist,

who to satisfy his scientific curiosity kept his fleet

so long in the harbor that both fleet and com-

mander were lost.

When Moses received the Decalog on Mount
Sinai, everyone else was forbidden on pain of

death by stoning to approach the mountain. It is

doubtful the injunction was necessary, as the
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natural inclination of most people is to go the

other way. Although most of Israel assumed God
to be in the volcano, some 600 years later Elijah

discovered in a similar experience that God does

not come in the whirlwind or the earthquake, or

in volcanoes, but as a still, small voice. Perhaps

because volcanoes vomiting lava and fire were

more a part of the daily life of Hawaiians, they

never made this discovery, and it was their custom

to throw maidens, usually the daughters of chiefs,

into the firepit to appease Pele. As all Polynesia,

that area circumscribed by a triangle at whose

corners are the Hawaiian archipelago. New Zea-

land, and Easter Island, is volcanic, and as all

Polynesians are of Maori descent, this was a cus-

tom common to all.

When Christian missionaries came to the

Hawaiian Islands about 200 years ago, they

taught the islanders that as Pele was only an

anthropomorphic projection of volcanic activity,

and therefore did not exist, it was unnecessary to

make sacrifices to her, and in any case it was im-

proper to render human sacrifice at all. Christians

simply do not sacrifice human beings.

Maybe.

A couple of years back—I forget when (the

wheels of our judicial system move so slowly that

I think everyone but the defendants, and just

maybe the plaintiffs, forget what it was all about

before the process reaches the end)—a suspicious

looking chap in a seedy bar known to be a front

for drug activities was searched by police officers

and found to be the proud possessor of a large

amount of some hard narcotic drug or other. He
was clapped in irons and in due time tried and

sentenced for possession of drugs for resale (the

quantity made it unlikely it was all for his own
use). He was, in short, a “pusher.” Although the

arresting officers had a warrant to search the bar,

they did not have a warrant to search him, so, as

was his right, he appealed—all the way to the

Supreme Court. At that last resort, six fossilized

jurists, answerable neither to men nor devil—not

even to God—ruled that since his search was

without warrant, and as there was no reason for

the officers to suspect him to be other than an

innocent bystander having a nightcap, the de-

fendant was therefore unreasonably and illegally

searched, and should go scott free.

If I, like everyone else, can be legally—and

reasonably—searched every time I fly in an air-

plane, on the assumption I am guilty until proven

otherwise, this should prove something or other.

What I think it proves is that now that we are
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civilized, we no longer throw our maidens into

the volcano as a sacrifice to appease Pele. We
simply sacrifice them, with the Supreme Court as

our priests, to drugs, so as to appease our present

gods, the criminal element, disguised as a perse-

cuted minority.

It is enough to make Pele vomit. And when she

does, I think I have the perfect antiemetic: with-

out the benefit of clergy, push in all the pushers.

J.B.T.

FAILURE OF PROPHYLAXIS FOR BACTERIAL

ENDOCARDITIS: AMERICAN HEART
ASSOCIATION REGISTRY

To the Editor:

The American Heart Association (AHA) recog-

nizes that its current recommendations for antibiotic

prophylaxis are necessarily empiric.^ This situation

has arisen because important clinical information on

the efficacy of antibiotic prophylaxis of bacterial

endocarditis is lacking. The present recommendations

are therefore 6ased upon secondary sources of in-

formation such as the relative propensity of various

procedures to cause bacteremia, in vitro studies of

bacteria recovered from the blood, the effect of anti-

biotics on bacteremias, the susceptibility of various

heart lesions to infection, anecdotal case reports, and

study of experimental models.

Although over 30 individual cases of apparent

prophylaxis failure have been recorded in the litera-

ture, many of our colleagues have rightly pointed out

that the evidence indicating that a significant number
of prophylaxis failures actually occur is inconclusive.

This question is of considerable medical and medi-

colegal importance because of the frequency with

which measures to prevent endocarditis are called

for, and because of the serious consequences of fail-

ure to prevent the disease.

In an attempt to accumulate useful epidemiologic

data, the AHA committee has established a Registry

to record cases of apparent failure of antibiotic pro-

phylaxis of bacterial endocarditis. We are now
soliciting case reports. Notification may be made on
a simple preprinted postcard, which will require only

identification of the patient and the name, address,

and telephone number of the person referring the

case. These postcards will be made available to

physicians and dentists and to any other person or

organization requesting them from the AHA or from
one of us. Alternatively, a case may be reported

directly to one of us, at the address or telephone

number listed below. After notification, one of us

will follow up with a telephone call, in order to

gather sufficient information to evaluate the case.

All such information will be confidential.

Although there are obvious disadvantages to any
retrospective evaluation such as this, the practical

impossibility of conducting a prospective trial of

different modes of prophylaxis has caused us to seek

alternative means of gathering data.

We hope that a useful body of information may
be accumulated, which may influence future recom-
mendations for prophylaxis of endocarditis.

Alan L. Bisno, M.D. (901) 528-5786
Chief, Division of Infectious Diseases

University of Tennessee

Center for the Health Sciences, Room 241 -Dobbs
951 Court Ave.

Memphis, TN 38163

David T. Durack, D.Phil., M.D. (919) 684-2660
Associate Professor and Chief
Division of Infectious Diseases

Duke University Medical Center
Durham, NC 27710

David W. Fraser, M.D. (404) 329-3687
Chief, Special Pathogens Branch
Bacterial Diseases Division

Bureau of Epidemiology
Center for Disease Control

Atlanta, GA 30333

Edward L. Kaplan, M.D. (612) 373-8938
Department of Pediatrics

Box 94, University of Minnesota
Minneapolis, MN 55455

Mr. Mark A. Oliveira (214) 750-5431
Chief, Scientific Councils

American Heart Association

AHA National Center
7320 Greenville Ave.
Dallas, TX 75231

REFERENCE
1. American Heart Association Committee on Rheumatic Fever

and Bacterial Endocarditis: Prevention of Bacterial Endocarditis.
Circulation 56:139A, 1977.

Maurice Hyman, age 68. Died December 21, 1979.
Graduate of University of Cincinnati School of Medi-
cine. Member of Nashville Academy of Medicine.

Charles W. Moorefield, age 57. Died December 5,

1979. Graduate of Medical College of Virginia.

Member of Knoxville Academy of Medicine.
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of innumerable Tennesseans have been made better

because of the life of Luke Lamar Ellenburg, Sr.,

M.D.”

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BRADLEY COUNTY MEDICAL SOCIETY
Larry C. Collins, M.D., Cleveland

Howard Ken Hamilton, M.D., Cleveland

Don C. Harting, M.D., Cleveland

Norman Petigrow, M.D., Cleveland

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Hugh P. Brown, M.D., Chattanooga
Fred M. Gregg, III, M.D., Chattanooga
Patrick Alan Kelley, M.D., Chattanooga
John A. Shull, M.D., Chattanooga

CUMBERLAND COUNTY MEDICAL SOCIETY
James M. Crick, M.D., Crossville

MONROE COUNTY MEDICAL SOCIETY
Carolynn A. Parsons, M.D., Ten Mile

NASHVILLE ACADEMY OF MEDICINE
Thomas A. Ban, M.D., Nashville

Lester L. Bullard, M.D., Nashville

Bunyan S. Dudley, M.D., Nashville

Thomas C. Duncan, M.D., Nashville

Bruce W. Evans, M.D., Nashville

R. Barry Grove, M.D., Nashville

Thomas R. Limbird, M.D., Nashville

Michael H. Meadors, M.D., Nashville

Conn M. McConnell, M.D., Hendersonville

SULLIVAN-JOHNSON COUNTY MEDICAL
SOCIETY
David Miller, M.D., Kingsport

Robert C. Silver, M.D., Kingsport

pcf/oiMil ncul/

Luke L. Ellenburg, M.D., Greeneville, was honored

on his retirement when Gov. Lamar Alexander pro-

claimed December 30 as Luke L. Ellenburg Day in

Tennessee. At a reception at Greeneville Hospital,

State Rep. Joe Bewley read the governor’s proclama-

tion which stated, “Dr. Ellenburg had devoted his

life to the practice of medicine at the highest level of

ethics and commitment; that countless incidence of

human suffering had been assuaged by the efforts of

Dr. Ellenburg; that Dr. Ellenburg had earned the

heartfelt admiration of colleague, client and com-
munity; that Dr. Ellenburg is recognized as an au-

thor, churchman, and civic leader, and that the lives

The following TMA members have been named Fel-

lows of the American College of Chest Physicians:

Leon J. Bogartz, M.D., Knoxville; A. Laird Bryson,
M.D., Knoxville.

George C. Martin, M.D., Lebanon, has been named a
Fellow of the American Academy of Pediatrics.

Edwin H. Shuck, HI, M.D., Chattanooga, has been
certified as a Diplomate of the American Board of
Surgery and the American Board of Colon and
Rectal Surgery.

pfooKiffl/ Qficl ncul/ of
meclicol /ocielie/

County Societies

Announce New Officers

Blount County Medical Society—Louis Haun, M.D.,
Maryville, has been installed as president of the

Blount County Medical Society for 1980. Other
officers elected include John J. Ingram, M.D., vice

president; and James R. Delashmit, M.D., secretary-

treasurer, both of Maryville.

Memphis-Shelby County Medical Society—James T.

Galyon, M.D., Memphis, has been installed as presi-

dent of the Memphis and Shelby County Medical
Society for 1980. Other officers elected include

Daniel Joyner Scott, Jr., M.D., president-elect; Dee
J. Canale, M.D., vice president; Nathan K. Salky,

M.D., secretary; and Edgar R. Franklin, M.D.,
treasurer, all of Memphis.

Nashville Academy of Medicine—Benjamin F. Byrd,

M.D., Nashville, has been installed as president of

the Nashville Academy of Medicine. Other oflBcers

elected for 1980 include Robert W. Ikard, M.D.,
president-elect; and Paul R. Stumb, III, M.D.,
secretary-treasurer, both of Nashville.

nolionol neui/

From the AMA's Office in Washington, D.C.

As in the past, there will be no National News for

January 1980. Little legislative news of interest to

medicine has been generated in Washington this

month, though the Congress has been hard at work
in other areas such as energy.

130 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



onnounccmenl/

CALENDAR OF MEETINGS
NATIONAL

March 4-7 Symposium on Fundamental Cancer

Research—Shamrock Hilton Hotel,

Houston
March 6-8 International Congress on Colon-

oscopy and Diseases of the Large

Bowel—Americana Hotel, Bal Har-

bour, Fla.

March 9-13 American College of Cardiology

—

Houston
March 9-15 American Society of Contemporary

Medicine and Surgery—Sheraton

Twin Towers Hotel, Orlando, Fla.

March 9-15 American Society of Contemporary
Ophthalmology—Sheraton Twin Tow-
ers Hotel, Orlando, Fla.

March 16-23 International Academy of Proctology

—Royal Orleans, New Orleans

March 20-27 College of American Pathologists

—

Regency Hyatt Hotel, Atlanta

March 23-25 National Conference on High Blood
Pressure Control—Shamrock Hilton,

Houston
March 27-30 American Psychosomatic Society

—

Barbizon Plaza Hotel, New York
March 30- Obstetric Anesthesia Conference

April 5 (Ohio State Univ.)—Sheraton Waiki-

ki Hotel, Oahu
April 2-8 American College of Allergists

—

Shoreham, Washington, D.C.

April 12-13 American Broncho-Esophagological

Association—^The Breakers Hotel,

Palm Beach, Fla.

April 13-14 American Otological Society—^The

Breakers Hotel, Palm Beach, Fla.

April 13-18

April 13-18

April 14-15

April 14-18

April 15-17

April 16-18

April 17-19

April 19-21

April 20-25

April 21-25

April 24-26

April 26-

May 4
April 28-29

April 28-30

April 28-

May 2

American Association of Immunolo-
gists—Disneyland, Anaheim, Calif.

American Physiological Society—^Inn

at the Park, Anaheim, Calif.

American Laryngological Association—^The Breakers Hotel, Palm Beach,
Fla.

American Association of Pathologists

—Grand Hotel, Anaheim, Calif.

American Laryngological, Rhinologi-

cal and Otological Society, Inc.—^The

Breakers Hotel, Palm Beach, Fla.

American Geriatrics Society—Drake
Hotel, Chicago

Cancer Prevention and Protection

(American Cancer Society)—Palmer
House, Chicago

American Society for Clinical Phar-
macology and Therapeutics—Fair-

mont Hotel, San Francisco

American Occupational Medical As-
sociation—Detroit Plaza Hotel, Detroit

American Roentgen Ray Society

—

MGM Grand Hotel, Las Vegas
American Association of Genito-Uri-

nary Surgeons—Hyatt Regency, Lex-
ington, Ky.
American Psychoanalytic Association

—St. Francis Hotel, San Francisco

Ambulatory Pediatric Association

—

Convention Center, San Antonio, Tex.

American Association for Thoracic
Surgery—San Francisco Hilton, San
Francisco

American Pediatric Society—Conven-
tion Center, San Antonio, Tex.

STATE

Apni 9-12 Tennessee Medical Association

—

Opryland Hotel, Nashville

APRIL 1980

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

1 2 3 4 5

6 7 8 9 10 11 12
TMA 150TH ANNIVERSARY CELEBRATION

Opryland Hotel—Nashville

13 14 15 16 17 18 19

20 21 22 23 24 25 26

27 28 29 30 NOTES

FEBRUARY, 1980 131



imA conUnuiAQ mcdkol
cducotioft pppoftwnftic/

The continuing medical education accreditation

program of the TMA has full approval by the Coun-
cil on Medical Education of the AMA. An accredited

institution or organization may designate for Cate-

gory 1 credit toward the AMA Physician’s Recogni-

tion Award those CME activities that meet appropriate

guidelines. If you wish information as to how your

hospital or society may receive accreditation, write:

Director of Continuing Medical Education, Tennes-

see Medical Association, 112 Louise Ave., Nashville,

TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest

to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY

SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four wedcs to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and

access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology . .

Anesthesiology

Cardiology
Chest Diseases

Clinical Pharmacology . .

.

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . . . W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Grant W. Liddle. M.D.
Gerald M. Fenichel, M.D.

Lonnie S. Burnett, M.D.

Oncology
Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology A.
Renal Diseases
Rheumatology
Surgerj’

Cancer Chemotherapy .

.

General
Neurological

Ophthalmology
Oral
Pediatric

Plastic

Renal Transplantation .

.

Thoracic & Cardiac . . .

.

Urology

Robert Oldham, M.D.
Paul W. Griflan, M.D.

William H. Hartmann, M.D.
David T. Karzon. M.D.

Marc H. Hollender, M.D
Everette James, Jr., Sc.M., J.D., M.D.

H. Earl Ginn, M.D.
John S. Sergent, M.D.

Vernon H. Reynolds, M.D
H. William Scott, Jr., M.D.
William F. Meacham, M.D.

James H. Elliott. M.D.
H. David HaU, D.M.D
James A. OTSIeiU, M.D
John B. Lynch, M.D.

Robert E. Richie, M.D.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306.

Nashville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-
sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D.
Family Practice John Arradondo, M.D.
Internal Medicine
Cardiology John Thomas. M.D.

Kermit R. Brown. M.D.
Qamar A. Kahn, M.D.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D

Edward A. Mays, M.D.
Dermatology Thomas W. Johnson, M.D

David Horowitz, M.D.
Gastroenterology Ludwald O. P. Perry, M.D.

Buntwal M. Somayaji, M.D.
General Medicine Edward A. Mays, M.D
Hematology/Oncology Robert S. Hardy, M.D.
Neurology Calvin L. Calhoun, Sr., M.D.

Gregory Samaras, M.D.
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Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Henry W. Foster, MJ).

Axel C. Hansen, M.D.

. . . Wallace T. Dooley, M.D.

Louis D. Green, M.D.
John C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, M.D.

. . . Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D

Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-

demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frzmk

A. Perry, Sr., M.D., Director, Continuing Education.

Meharry Medical College, 1005 18th Ave., North.

Nashville, TN 37208, Tel. (615) 327-6235.

Continuing Education Schedule

May 21-23 Advances in Internal Medicine

—

Kresge Learning Resources Center,

Nashville. Credit: AMA Category 1.

Fee: $100.

For information contact Associate Dean of Con-
tinuing Medical Education, Meharry Medical Col-

lege, Box 28-A, Nashville, TN 37208.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

March 9

April 1

1

May 9

May 15-16

Time 18

July 18

Aug. 12

Sept. 9

Pediatrics Guest Lecturer—Infectious

Disease

Medical, Nutritional, and Psycho-

logical Approaches to the Treatment
of Obesity*

Prevention of Mental Retardation*

Obstetrics Update*
Continuing Education in the Health

Sciences*

Basic Science Review II: Anatomy,
Physiology*

Office Practice Management*
Infectious Diseases Review*

* Presented at D. P. Culp Center

For information contact Office of Continuing
Medical Education, East Tennessee State University,

College of Medicine, Johnson City, TN 37601, Tel.

(615) 928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

Mar. 3-5 (M) Endocrinology of Pregnancy
Mar. 7 (M) 2nd Annual Pediatric Sym-

posium
Mar. 15 (C) Update: COPD 1980
Mar. 16-21 (M) 13th Annual Review Course for

Family Physicians

Mar. 17-20 (M) Three Nights on Cardiac Auscul-
tation

Mar. 20-22 (C) A Clinical Approach to Anemia
—St. Petersburg, Fla.

Mar. 21 (K) Dermatology for the Primary
Care Physician

Apr. 17-18 (C) Orthopaedics

Apr. 17-19 (K) 3rd Annual Family Practice

Specialty Update—Gatlinburg

Apr. 21-24 (C) Diagnostic Radiology—Sahara,

Las Vegas, Nev.

Apr. 24 (C) Medicine Review: Gastroenter-

ology

Apr. 24-25 (M) The Hyperactive Child—Re-
visited

Apr. 25 (K) Lupus Conference
May 1 (Q Medicine Review: Rheumatol-

ogy
May 1 (M) Clinical Diabetes—Jackson,

Tenn.

May 3-4 (M) Ultrasound for the Radiologist

May 4-7 (M) Fundamentals of Otolaryngo-

logic Allergy

May 8 (C) Medicine Review: Neurology
May 9-10 (C) Infection Control

May 15 (C) Medicine Review: Dermatology
May 21-24 (M) Rhinoplasty Seminar
May 21-24 (K) Human Values

May 22-23 (C) Endocrine Diagnosis & Therapy
for the Primary Care Physician

May 24 (C) New Concepts in Diagnosis:

Management of Diabetes

June 2-3 (M) ACP Internal Medicine Review
June 5-6 (K) Obstetrical Course
June 5-8 (C) Family Medicine Review
June 7-8 (M) Ultrasound for the Radiologist

—Heber Springs, Ark.
June 12-14 (K) Practical Otolaryngology for the

Primary Care Physician

June 16-19 (C) Diagnostic Radiology—Or-
lando, Fla.

June 23-26 (C) Emergencies in Obstetrics and
Gynecology—Orlando, Fla.

Community-Based CME

CHATTANOOGA CAMPUS

TRAUMA AND OTHER EMERGENCIES
A 5-month series, meeting from 4:00-8:45 p.m. (4
hours credit for each session)

Sewanee Inn; Sewanee, Tenn.

Jan. 22, Feb. 19, March 18, April 22, and May 20
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Bradley County Memorial Hospital; Cleveland,

Tenn.

Jan, 29, Feb. 26, March 25, April 29, May 27

SELECTED TOPICS IN INTERNAL MEDICINE

A 5-month series, meeting from 4:00-8:45 p.m. (4

hours credit for each session)

Athens Community Hospital; Athens, Tenn.

Jan. 21, Feb. 18, March 24, April 21, and May 12

Rhea County Hospital; Dayton, Tenn.

Jan. 28, Feb. 25, March 31, April 28, May 19

KNOXVILLE CAMPUS

Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,

Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, mid-Wednesday every month; 12:00 noon

(1 hr. credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m, (1-2 hrs. credit)

MEMPfflS CAMPUS

UPDATES IN MEDICINE
Carroll County Hospital, Huntingdon, Tenn.

McKenzie Memorial Hospital, McKenzie, Tenn.

Henry County Hospital, Paris, Tenn.

Monthly, second Monday; 6:15-9 p.m, (2 hrs.

credit) ;
locations rotate.

If you would like assistance in planning a com-
munity-based CME program, contact Dennis K.

Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of

our three campuses.

For further information about any of these

courses, please call the appropriate individuals be-

low:

(C) Mr. LeRoy J. Pickles, Chattanooga
Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345
(M) Ms. Grace Wagner, Memphis

Tel. (901) 528-5547
or write or telephone

:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine
800 Madison Ave.
Memphis, TN 38163
Tel. (901) 528-5605

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physidans
an ideal emotional counseling technique that fits

busy office practices. The technique uses a conc^t
of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.
For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical
Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

Continuing Education Schedule

May 11-16 11th Family Medicine Review, Session

II*

June 8-13 11th Family Medicine Review, Session

III*

*Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Td.
(606) 233-5161.

MEDICAL COLLEGE OF GEORGIA

Mar. 4-7 Medical and Surgical Emergencies

—

Tamarron Ski Resort, Colorado

Mar. 20-22 Clinical Cardiology

April 15-16 Neonatology

April 18-19 Predictive and Preventive Medicine

May 5-10 15th Annual Family Practice Sym-
posium

June 12-14 Internal Medicine—Holiday Inn of

Jekyll Island, Ga.

July 21-25 Taxes and Investments—Holiday Inn

of Jekyll Island, Ga.

July 28-30 Pediatrics—Kiawah Island, S.C.

For information contact Division of Continuing

Education, Medical College of Georgia, Augxista,

GA 30912.

134 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



MEDICAL ASSOCIATION OF GEORGIA

Starting Your Practice Workshop

Mar. 12-13 Starting Your Practice Workshop

—

Ramada Inn Central, Atlanta. (Spon-

sored in cooperation with the AMA
Dept, of Practice Management, this

program is designed for young physi-

cians planning to enter private practice

and physicians who have been in prac-

tice less than one year.) Fee: MAG or

AMA members, $95; nonmembers,

$125.

For information contact Division of Education,

Medical Association of Georgia, 938 Peachtree St.

N.E., Atlanta, GA 30309, Tel. (404) 876-7535.

UNIVERSITY OF MISSISSIPPI

March 13-15 Surgical Forum VII—Holiday Inn

Downtown, Jackson, Miss.

March 27-28 Clinical Neurology Review—Holiday

Inn Medical Center, Jackson, Miss.

April 3-4

April 10-12

April 25-26

May 6-10

July 16-17

Infection in the Newborn—University

of Mississippi Medical Center, Jack-

son, Miss.

Liver Disease Update—Holiday Inn

Downtown, Jackson, Miss.

Advanced Cardiac Life Support Pro-

viders Conference—Forrest General

Hospital, Hattiesburg, Miss.

Hand Surgery—Gulf Hills, Ocean
Springs, Miss.

Newborn Metabolism—University of

Mississippi Medical Center, Jackson,

Miss.

For information contact Division of Continuing

Health Professional Education, University of Mis-

sissippi Medical Center, 2500 N. State St., Jackson,

MS 39216, Tel. (601) 987-4914.

MEDICAL COLLEGE OF VIRGINIA

April 25-27 Emergency Medicine for the Primary

Care Physician—The Williamsburg

Hospitality House, Williamsburg, Va.

Credit: 13 hours AMA Category 1.

Fee: physicians and health care pro-

fessionals, $150; interns and residents,

$35.

For information contact Ms. Glenda Snow, Con-
tinuing Medical Education, Medical College of Vir-

ginia, Box 48—MCV Station, Richmond, VA 23298,

Tel. (804) 786-0494.

UNIVERSITY OF LOUISVILLE

April 17-18 Selected Aspects in Rheumatic Diseases

—Stouffer’s Louisville Inn, Louisville,

Ky. Credit: 11 hours AMA Category 1

and AAFP prescribed. Fee: physicians,

$95; other health professionals, $65.

For information contact Office of Continuing

Education, University of LouisviUe School of Medi-
cine, P.O. Box 35260, Louisville, KY 40232, Tel.

(502) 588-5329.

SOUTHEASTERN SURGICAL CONGRESS

April 27 Prevention, Detection and Manage-
ment of Complications Following Ab-
dominal Surgery—Marriott Hotel, At-

lanta. Credit: 8 hours AMA Category

1 .

April 28-30 48th Annual Assembly—Marriott Ho-
tel, Atlanta. Credit: 28.5 hours AMA
Category 1.

For information contact The Southeastern Surgi-

cal Congress, 315 Boulevard, N.E., Suite 500, At-

lanta, GA 30312, Tel. (404) 681-3733.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Postgraduate Courses

March 10-14 Sixth Stanford-Palo Alto Medical Re-
search Foundation Winter Course in

Infectious Diseases—Snowbird, Utah

March 27-29 Clinical Recognition of Heart Disease—^Tucson, Ariz.

March 31- Topics in Clinical Hematology: Lym-
April 3 phoid and Plasma Cell Disorders

—

Seattle

April 9-1 1 Current Concepts of Clinical Infectious

Diseases—Charlottesville, Va.

April 16-18 Diabetes and Endocrinology, 1980

—

Cleveland, Ohio

April 16-18 Current Concepts in Cancer for the In-

ternist—^Philadelphia

May 18-21 Immunologic Aspects of Disease—Di-

agnosis and Pathogenesis—Pittsburgh

May 26-30 A Review of the Old and New in the

Diagnosis and Therapy of Infectious

Diseases—Houston

June 9-1 1 Critical Care Medicine—^Banff, Alberta,

Canada

For information and registration contact Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.
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UNIVERSITY OF MIAMI

March 3-7 Basic Neurology for Psychiatrists and
Generalists—Konover Hotel, Miami
Beach. Credit: 30 hours AMA Cate-

gory 1.

March 27-29 Hepatobiliary Disease—Americana of

Bal Harbour, Miami Beach. Credit:

15 hours AMA Category 1.

March 27-29 Current Clinical Concepts in Oto-

laryngology—Americana of Bal Har-
bour, Miami Beach. Credit: 15 hours

AMA Category 1.

April 25-28 8th Annual Intensive Care Sympo-
sium—Eden Roc Hotel, Miami Beach.

Credit: 21 hours AMA Category 1.

For information contact Division of Continuing

Medical Education D23-3, University of Miami
School of Medicine, P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.

COMPREHENSIVE CANCER
CENTER—FLORIDA

UNIVERSITY OF MIAMI

March 2-9 Oncology in General Practice—7-day

Caribbean cruise aboard the Calypso,

departing Miami. Credit: 381^ hours

AMA Category 1 and AAFP Pre-

scribed.

For information contact Peter W. A. Mansell,

M.D., Clinical Cancer Education Program, Centre

House, PH-E, 1400 N.W. 10th Ave., Miami, FL
33136, Tel. (305) 547-6103.

INTERNATIONAL MEDICAL EDUCATION
CORPORATION

{See December 1979 issue for complete

listing of dates and locations)

Cardiac Ischemia and Arrhythmias—Current Con-

cepts for Diagnosis and Treatment (13 hours AMA
Category 1)

Cardiac Rehabilitation (13 hours AMA Category 1)

Coronary Disease, Exercise Testing, and Cardiac

Rehabilitation (13 hours AMA Category 1)

EKG Interpretation and Arrh5^hmia Management
(15 hours AMA Category 1

)

For information contact International Medical

Education Corporation, Division of Postgraduate

Education, Department 12, 64 Inverness Drive East,

Englewood, CO 80112, Tel. (800) 525-8646.

UNIVERSITY OF CALIFORNIA, IRVINE

March 9-15 Mammoth Mountain Emergency Medi-
cine Ski Conference—Mammoth Lakes,

Calif. Credit: 24 hours AMA Category
1. Fee: $250.

For information contact Daniel L. Abbott, M.D.,
Medical Conferences, Inc., P.O. Box 52-B, Newport
Beach, CA 92662, Tel. (714) 642-7080.

NORTHWESTERN UNIVERSITY
MEDICAL SCHOOL

Center for Sports Medicine

March 9-16 Postgraduate Course in Sports Medi-
cine (including problems in runners,

racket sports, the adolescent athlete,

and athletic emergencies)—Interconti-

nental Hotel, Maui, Hawaii. Credit:

25 hours AMA Category 1

.

For information contact Marianne Porter, Center
for Sports Medicine, 2-063, 303 E. Chicago Ave.,

Chicago, IL 60611.

DUKE UNIVERSITY MEDICAL CENTER

March 1 1-1 5 Radiology Postgraduate Course (vari-

ous aspects of diagnostic radiology in-

cluding ultrasound and CT scanning)

—Hyatt Regency Hotel, Waikiki Beach,

Hawaii. Credit: 30 hours AMA Cate-

gory 1. Fee: physicians, $275; in-train-

ing, $150.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical Cen-
ter, Durham, NC 27710, Tel. (919) 684-4397.

JOHNS HOPKINS UNIVERSITY

April 14-25 Clinical Cytopathology for Pathologists

—Johns Hopkins University School of

Medicine and the Johns Hopkins Hos-
pital, Baltimore, Md. Credit: 120 hours

AMA Category 1.

For information contact John K. Frost, M.D., 610
Pathology Building, the Johns Hopkins Hospital,

Baltimore, MD 21205.

AMERICAN CANCER SOCIETY

April 17-19 National Conference on Cancer Pre-

vention and Detection—Palmer House,

Chicago. Credit: 14.5 hours AMA Cate-

gory 1 and AAFP prescribed.

For information contact Nicholas G. Bottiglieri,

M.D., American Cancer Society, National Confer-

ence, 777 Third Ave., New York, NY 10017, Tel.

(212) 371-2900.
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Special hem

Health and Medical Events in 1979—

A Review by the American Medical Association

The 1970s trend toward regular exercise and

better physical fitness peaked in the final year of

the decade. Tens of millions of Americans were

exercising more or less vigorously and more or

less regularly. This definitely did more good than

harm.

Along with exercise more and more Americans

were doing better with other personal health

habits. They were giving up cigarettes in such

numbers that the nonsmokers predominate in

most gatherings and are much more likely to de-

mand that the smokers refrain in the presence of

others. Additional research studies further con-

firmed the health hazards of tobacco.

The United States 'has accomplished a “near

revolution” in controlling high blood pressure, a

top federal research chief declared at mid-year.

Widespread efforts to find persons with high blood

pressure and get them in for treatment are paying

off. Deaths from heart disease and stroke are

dropping steadily year after year.

A survey of physicians by the American Medi-

cal Association early in 1979 revealed that Amer-
icans can be persuaded to change habits that are

injurious to their health. In fact, many already are

doing so on the urging of their doctors.

It is easier to lose weight or cut down on drink-

ing than to give up smoking, the doctors found.

“Thou shalt not kill thyself” was the admoni-

tion to budding joggers in mid-year. Exercise is

good for you, but, first, stop smoking, get your

blood pressure under control, start a diet to lose

the excess pounds. And start by walking, not run-

ning. Build up conditioning gradually.

For a few, jogging can be fatal. Deaths during

exercise are rare, but they do happen. One study

told of 18 individuals who dropped dead during

or shortly after jogging. For most of them there

was no warning. They were seasoned, veteran

runners who had had no previous heart trouble.

As thousands of individuals competed in mara-

thon races across the country, doctors warned that

the races should be scheduled on cool days, and

should start and finish in the morning, before the

day heats up. Frequent gulps of water during the

long races are needed to replace lost body fluids.

One researcher found that sprinters and dis-

tance runners have different types of muscle fibers

in their legs. Thus, there are physical limits to the

abilities of each runner, according to his genetic

makeup.

Exercise is good for you, but lack of exercise

increases a man’s risk of heart disease very little,

another research team found. The other risk fac-

tors, cigarette smoking, overweight, high blood

pressure, are more important than lack of exercise

in boosting heart disease risk.

In organized sports, research continued to try

to minimize risk of injury. One study found that

the number of deaths from organized football has

declined markedly in recent years, but there has

been an increase in broken necks resulting in

complete paralysis. The National Football Head
and Neck Injury Registry declared that the

helmet-facemask system protects the head so well

that players use it as a battering ram in tackling

and blocking, thus causing more broken necks.

On another front, dialogue continued during

1979 regarding federal regulation of medical re-

search and medical practice. Former HEW Assis-

tant Secretary for Health Charles C. Edwards,

M.D., charged in the fall of the year that, “Whole-

sale federal regulation of the American health care

system would fail to solve its economic problems

and would be the most destructive, repressive, and

reactionary step ever taken in the name of ad-

vancing the health of the people of this country.”

Several national health insurance proposals were

before the Congress.

One example of federal regulation cited as

having adverse effect was the continuous stream

of announcements that many things found in the

environment and the diet might cause cancer.

Giving animals huge doses of drugs to deter-

mine whether the drugs cause cancer does not

tell scientists whether the drug would cause can-

cer in humans, one expert said. Another struck

back at proposals to ban a commonly used pain
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killer simply because it is sometimes used in

suicide attempts. And government agencies were

accused of sometimes going off half-cocked in

labeling foods and drugs as cancer-causing. Alle-

gations against artificial sweeteners, food color-

ing and preservatives, pharmaceutical products,

and industrial chemicals often are made on the

basis of highly dubious and improperly conducted

studies, said the editor of JAMA.
An intergral part of preventive medicine is

cleaning up health hazards in the environment,

and one study in Texas found that cleaner air

positively does improve the health of those near

the factory. Lead levels in children in a smelter

area in El Paso dropped markedly after the smelt-

er cleaned up its stack emissions. Another report

from Colorado showed clearly that air pollution

can kill.

Genetics research caused considerable medical

interest during the year, much of it highly spec-

ulative. The grim vision of the fictional 1984

probably will never happen, said one medical

geneticist. Man-primate hybrids, cloning of human
beings, and the production of men and women to

genetic specifications are still far-fetched.

Genuine genetic insights, such as the DNA
model, are confused with spectacular technologi-

cal feats like the “test-tube baby.” The DNA
model is changing the way we view life, while the

test-tube baby is unlikely to alter the commonly
used means of procreation, said one expert.

On the medical education front, a few indi-

viduals were saying that there already may be too

many doctors. Most experts, however, pointed to

waiting time for appointments and to some urban

and rural neighborhoods still underserved medi-

cally. The AMA’s Council on Medical Education

conducted its 75th annual congress on medical

education in Washington, with an international

theme and top medical educators from throughout

the world in attendance.

Some of the medical events of the year, as re-

ported in JAMA and many other scientific publi-

cations

—

• Heart disease continued to be the No. 1

killer of Americans. Research findings of bits and

pieces of new knowledge surfaced during the year.

One study found that moderate drinking—a beer

or two, a glass or two of wine, a highball or two

—actually reduced the risk of coronary death.

Others promptly urged alcoholics not to use these

results as an excuse to keep drinking.

• Doctors were alerted during the year to

watch for cases of a drug-resistant strain of ma-

laria from Africa that has now reached the United

States. The new malaria does not respond to the

standard antimalaria drugs.

• The standard treatment used for the past 30

years for Hodgkin’s disease, a cancer of the lymph
glands, works well against the disease, but also

destroys sexual function, doctors found. It is

possible to avoid this result by giving hormones

along with the drug treatment.

• A highly unusual medical case from South

Africa caused considerable pubhc interest. A seed

became imbedded in the eye of a small boy and

began to grow. The doctor removed the seed and

a small sprout without damage to the eye.

• Doctors were alerted to watch for a new
form of ringworm that does not show up under

fluorescent light, the traditional diagnostic tool

for the common scalp infection. The new ring-

worm responds to treatment, but diagnosis is

difficult.

• Smoking cigarettes was ruled out completely

for women using “The Pill.” Risk of vascular

disease in women is sharply increased for smokers

who use the popular oral contraceptive, one re-

search team found.

• Medical authorities throughout the nation

continued vaccinating children against measles,

and the U.S. Surgeon General declared that it is

now possible to wipe out measles by 1982.

• Further complicating the doctor’s task in

treating infection, Michigan researchers found

that there is a marked increase in episodes of

serious infection that are caused by several differ-

ent bacteria in the body at the same time. The

doctors call this polymicrobial bacteremia. Death

rates are much higher among those with multiple

infections.

• New research studies confirmed effectiveness

of a drug, tamoxifen citrate (Nolvadex) in treat-

ing breast cancer that has spread to other parts of

the body. Some individuals with advanced breast

cancer who failed to respond to other therapy

showed improvement with tamoxifen citrate.

• Regulations concerning the printed package

insert explaining all about a drug were under dis-

cussion during the year. A New York state study

found that most women still look first to their

doctor to tell them about the drug, rather than

merely reading about it in the insert.

• An unusual injury—the Dunk Laceration

—

appeared in the medical literature for the first

time this year. It is a cut or bruise on the fingers

or hand of the tall, agile basketball player who
leaps high into the air and “dunks” the ball di-
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rectly into the basket, instead of tossing it up

from below. The injury comes when the hand

strikes the rim of the basket on the way down.

• Piano players are subject to an ailment that

brings sharp pain to the wrist and fingers, caused

by long hours of pounding the keyboard. It’s

called carpal tunnel syndrome.

• Architects were particularly interested, along

with the general public, in an editorial in JAMA
pointing out that windowless rooms have a de-

pressing impact on occupants.

• Laetrile, the cancer drug, not only does not

cure cancer, it also can kill the user. These were

the findings of a Chicago research study. Death

comes from cyanide poisoning. Laetrile is made
from apricot pits, which contain cyanide. In the

fall, a small boy died of leukemia in Mexico. His

parents had taken him to a Mexican clinic for

laetrile after being refused the drug in the United

States. Cures of leukemia in children are becom-

ing more common.
• Infants less than 1 year old should not be fed

honey, because of danger of giving them infant

botulism, a California research unit found. Adults

need have no fear. No one past the age of 8

months has been stricken.

• Announcement of a successful treatment for

a heretofore resistant form of venereal disease

—

genital herpes simplex infection—brought many
queries from sufferers. The treatment is with a

product called 2-deoxy-D-glucose. A Philadelphia

researcher found that the drug cured most cases

of the infection within 12 to 72 hours and the

others within a few days more.

• Despite widespread exposure, synthetic fiber

implantations as a purported cure for baldness

continued well into the year, with disastrous re-

sults for many of the hapless victims. The fibers

cause infection and pain within a week or so of

implantation. Most of them fall out, but many of

the tiny knots designed to hold the fiber in the

scalp remain imbedded. Sometimes the entire

scalp must be removed and replaced by flaps from

other areas of the head to correct the infections.

The FDA issued a warning on the process, and

the FTC has moved to put the clinics out of busi-

ness.

• Another unique medical story came from the

western states. A researcher measured the impact

of the strike of a woodpecker’s beak against a tree

limb. He sought to determine how the small bird

could hit so hard without damaging the brain. It

was hoped that the information would help tech-

nicians design protective helmets for motorists.

• Cocaine is by no means the harmless drug

that many believe, Miami doctors found. Some 68

deaths from recreational use of cocaine were re-

ported in the Miami area.

• Heart transplants, out of the news for some
years after a flurry in the late 1960s, gained a new
lease on life in 1979 with report from Stanford

University that the transplants now work three-

fourths of the time, and could be helpful to some
75,000 Americans each year.

• With care and patience, the doctor can ren-

der virtually any cancer patient free of pain, a

North Carolina research center found. It takes

time and study on the part of the doctor to in-

dividualize the prescription for pain relievers, but

it can be done.

• Doctors reported last spring that they have

found a new disease. It’s called PUPPP. It is a

rash that breaks out in the final three months of

pregnancy on the abdomen and sometimes the

thighs, buttocks and arms. It is different from pre-

vious known rashes that annoy pregnant women.
Skin creams ease the itching. The rash goes away
after the child is bom.

• Costs of medical care continued to be a

major headache for the health care community.

Hospitals and doctors succeeded through the

Voluntary Effort in curbing the rate of escalation

of health care costs. They are now going up no
faster than the economy’s overall inflation. A
Florida study found that new young doctors often

were not aware of how much things cost, such as

tests and x-rays, and a plea was voiced for better

training of the profession in knowledge of costs

and procedures. Proposals for government regula-

tion of cost increases were before Congress.

• Prolonged use of large amounts of ginseng,

the ancient Asian herb, can cause high blood pres-

sure and other health problems, a California re-

searcher found.

• In the legislative area there was much inter-

est in a model state law being adopted by a num-
ber of legislatures to clarify the definition of brain

death. The AMA prepared a model law for the

guidance of the states which states that the indi-

vidual is dead when his brain is dead, using the

best criteria available.

• Most doctors no longer try to conceal from
their patients the knowledge that the individual

has cancer. A survey in Rochester, N.Y., revealed

that 97% of the doctors say they prefer to tell a

cancer patient his diagnosis.

• The hope that vitamin C can reduce inci-

dence or severity of the common cold was dealt
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still another blow in 1979 by a study among
marine recruits at Parris Island. Half were given

vitamin C, the other half a placebo. There was no

difference between the two groups in incidence or

duration of colds.

• The AMA early in the year published a new
guide to losing weight

—“The Healthy Approach

to Slimming”—which stresses overall health as

well as weight. For health consciousness, exercise

may be equally as important as diet and nutrition,

the AMA says, even though it is absolutely essen-

tial to eat fewer calories than are consumed to

take off pounds.

• Less than half as many tonsillectomies are

being performed in 1979 as were done in the

mid-1960s. The popularity of the throat opera-

tion declined, and there is a surplus of surgical

specialists trained to treat problems of the throat,

a Harvard study found.

• There also was a trend to seek second opin-

ions for all elective surgery before operating.

Some said that the second opinion sometimes

found surgery unnecessary. The AMA supports

second opinions on a voluntary basis.

• A microsurgical technique for strokes and

visual disorders among persons who aren’t getting

enough blood to their brains was reported early

in the year in JAMA.
• The radical mastectomy as treatment for

breast cancer was being eased out, as more medi-

cal centers found that less drastic surgery, coupled

with other treatments, served as well.

• Nitrosamines entered the news in late sum-

mer, with reports that this substance which has

been implicated in cancer is found in beer and in

Scotch whisky. Others said that the small amounts

of nitrosamines in the beverages posed no danger.

• Surgeons at the University of Maryland re-

placed a portion of a patient’s cancerous spine

with a metal artificial spine in a medical “first.”

• In top government health circles, Patricia

Harris replaced Joseph Califano as Secretary of

HEW, and Dr. Jere Edwin Goyan, dean of the

School of Pharmacy at the University of Cali-

fornia at San Francisco, was named commissioner

of the FDA.
• The Nobel Prize in medicine for the year

was awarded to the American Allan M. Cormack

(formerly of South Africa) and Godfrey New-

bold Hounsfield of England, for development of

+he CAT scanner. This important diagnostic tool

had been the target of those seeking to contain

hospital costs for some years. It had been cited as

too expensive for every hospital to have one. Its

proponents declared that the Nobel Prize award

vindicated further use of the scanner. j- p
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Children Die in Auto Crashes

For Lack of Proper Seat Belts

In a series of 89 deaths in children less than 15

years who were killed in motor vehicle accidents,

only three were using child restraint systems or seat

belts. The other 86 were not properly held down by

effective safety devices. Many of them were merely

seated on the lap of adults, a practice well known to

be unsafe for small children.

A few of the accidents were so severe that proper

child restraints probably would not have precluded

death, but in most the child might have been saved

by proper equipment, properly used, says a report

from the Office of the Chief Medical Examiner of

Maryland.
Among children between the ages of 1 and 14,

half of all deaths result from accidents. And motor
vehicle accidents head the list, killing some 2,000

annually. Of the 89 children killed in the Maryland
study, 38 were less than 5 years old and 13 were

under 1 year. Several of the very young, age 2 to 4

months, were in lightweight plastic infant holders

not designed for use as vehicular restraints. All of

the deaths were from impact injuries except for three

who died in fires caused by accidents.

As most of the children suffered severe head in-

juries children should wear helmets while traveling

in motor vehicles, even though “the likelihood of

their widespread use is probably remote.” Of greater

value would be using the seat belts already in the

autos. Seat belts are unused by four out of five

drivers, and even when the driver is buckled in, the

child beside him often is not restrained.

AMA Publishes Guidebook

On Education for Medicine

So you want to be a doctor!

From childhood diseases, immunizations and in-

juries through physical checkups for school, camp
and athletic teams, the doctor has been there to ex-

amine, treat, understand, and allay fear and pain.

Small wonder, then, that to “be a doctor” becomes
the desire of many young men and women.
To assist the thousands of young Americans of

both sexes and all races who want to know what it

takes to be a doctor, the American Medical Associa-

tion has prepared a revised and updated version of

its handbook, “Helping Hands. Horizons Unlimited
in Medicine.”

The book is a fund of information on medicine as

a career, ranging from what it’s like to practice medi-
cine, what premed education is required, how to

apply for medical school, financing a medical edu-
cation and how to get a license to practice medicine.
It is a fact book designed for high school and college
students and their counselors.

Medicine is not for everyone, the AMA points out.
The training is long and hard, as well as challenging;
it is ten years or more after high school before the
young physician is ready to practice. Then come
long working hours, relatively less time for family
life and leisure, the emotional stress of sha ring the
burdens of others, and lifelong study.

The student who is considering medicine as a
career should ask himself some searching questions,
the pamphlet urges. High intelligence, perseverance,
a concern for people, and scientific curiosity ar# all

pluses. But a strong constitution and the emotional
strength to share the burdens of others are also im-
portant.

In high school, students should take all of the
math and science courses offered, along with English
and social sciences. Good communication skills, in-
cluding ability to read with speed and comprehension,
are essential to success in medical school. In college,
emphasis must be on sciences and math, but with a
balance of other courses. Most beginning medical
students today already have a bachelor’s degree,
often in biology or chemistry, and many have ad-
vanced degrees.

Getting into medical school isn’t easy. About
37,000 college students applied to medical school for
the 1978-1979 class, but only 16,500 were admitted.
Getting into medical school is strongly competitive,
but not impossible, the AMA points out.

Good grades help. Of first-year medical students
in 1977, some 50.4% had “A” averages, 43% “B”,
and 1.6% “C”. Outside activities, intelligence, dis-
cipline, integrity and many other factors weigh
heavily in the admission process. A good score on
the Medical College Admission Test, usually taken in
the spring of the junior college year, also is an im-
portant factor.

Medical education is expensive, but there are many
aid programs available for qualified students.
The appendix includes a listing of all medical

schools in the United States and Puerto Rico, with
information on costs, including tuition, books and
supplies, and room and board.

Copies of the booklet are available from Order
Department, OP-1 60, American Medical Association,
P.O. Box 821, Monroe, WI 53566. Cost of single
copy is 75 cents.

Poison Center Warns

Of Pennyroyal Oil

The Rocky Mountain Poison Center has issued a
warning of serious health hazard of pennyroyal oil,

a folk medicine used to induce abortion and as a
means to induce menstruation.

The Dec. 28 Journal of the American Medical
Association reports of one death and one serious
illness in young women who had taken pennyroyal oil

in apparent effort to induce abortion. Ironically, the
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18-year-old girl who died in Denver General Hos-
pital from the effects of the folk medicine was found
not to be pregnant.

Herbal medicine books currently in health food
stores mention pennyroyal oil as an abortifacient

and recommend its use for various minor ailments.

Pennyroyal oil is a volatile oil obtained from leaves

of plants known as mentha pulegium and from
hedeoma pulegiodes herbs. It has a strong aromatic

mintlike odor. Toxic effects have been known to

medicine since the late 19th century. It causes

stomach upset, intestinal and vaginal bleeding, and
coma.

AMA Drafts Recommendations

For Coronary Bypass Surgery

Disabling angina pectoris (severe chest pain) that

does not respond to medical treatment is the leading

indication for performing aortocoronary bypass graft

surgery. This is the conclusion of the American
Medical Association’s Council on Scientific Affairs,

with the guidance of a team of top heart specialists

and heart surgeons as consultants.

The report appears in the Dec. 14 Journal of the

American Medical Association.

Bypass surgery also is indicated when there is

critical stenosis of the left main coronary artery, or

when there is triple-vessel disease with moderate im-

pairment of ventricular function, the Council says.

Bypass surgery is not indicated in severe non-
reversible ventricular dysfunction, inadequate blood

flow due to narrowing of the coronary artery, acute

myocardial infarction of more than a few hours’

duration and the presence of certain other serious

and unbeatable manifestations of artery disease.

There are a number of heart conditions in which
the evidence is not yet conclusive as to whether the

individual would benefit from bypass surgery, the

AMA specialists said. These include surgery within

a few hours of heart attack, certain types of con-

gestive heart failure, pains due to coronary artery

spasm, and others.

PHYSICIANS NEEDED—ALABAMA
Need family practice, pediatric, and internal medi-
cine doctors to staff 3-doctor and 1-dentist (com-
mitted) medical clinic in Hokes Bluff, AL.

Completion date, July 1980. Residential community
3,500 pop.; 15,000 in trade area, adjoining Gads-
den, AL, pop. over 60,000. Two modern hospitals

(600 beds) with 24-hour ER coverage. Over 1,400
in local schools—3A sports. Colleges near. Not a

poverty area (less than 5% Medicaid patients).

Workers have good income, mostly from Gadsden
industries. Area is highly Insurance oriented on
prescription drugs and medical services. No doctors
here at present. Contact Scott Godfrey, R.Ph., or

Bill Street, R.Ph., Rt. 7—Box 459, Gadsden, AL
35903, Tel. (205) 492-3521 or (205) 492-4238
(Street residence).

INDUSTRIAL PHYSICIAN

Consider a new career with

Tennessee Eastman in Kingsport

Tennessee Eastman Company, a large manufac-
turer of Chemicals, Fibers and Plastics, needs a

staff physician to provide general occupational

medical services to an employee population of

close to 12,000 people. We are located in Kings-

port, one of the most progressive areas in the

upper, eastern Tennessee region. You will prac-

tice in a modern, well-equipped plant medical

center, receive a salary based on experience and
qualifications, and an outstanding employee
benefits program. You will also enjoy the beauti-

ful scenery of the southern Appalachian Moun-
tains, with numerous parks and recreational

lakes nearby. If interested, send your resume
in confidence to:

Mr. M. F. Lowe
Personnel Department

TENNESSEE EASTMAN COMPANY
Division of Eastman Kodak

P.O. Box 511

Kingsport, TN 37662

An Equal Opportunity Employer M/F

PHYSICIANS

One of America's largest health care corpora-

tions is currently seeking a full time Physician

for our Plasma Donor Center located in Little

Rock. Must have current Arkansas license.

Responsibilities will include performing physi-

cals in conjunction with donor screening and

evaluation. Our requirements are flexible and

we will consider licensed but non-practicing

physicians as well as those desiring to work on

a consulting basis.

We offer an excellent working environment and

a highly competitive salary. Please call or send

curriculum vitae to Mr. Mike Kulka.

Alpha
THERAPEUTIC CORPORATION

Formerly a Division of

ABBOTT LABORATORIES
615 Main Street

Little Rock, Ark. 72201

(501) 374-9754

Equal Opportunity Employer M/F
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Beginnings

An Editorial

JOHN B. THOMISON, M.D.

Last summer, Jonesboro, the first capitol of Tennessee, celebrated its bicen-

tennial. There is a slight discrepancy there, as a marble pillar before the courthouse

proclaims the sesquicentennial to have been 1930, but it is a fact that the city

was established in the Washington District by a North Carolina Act in 1779,

even though it was not laid out until 1780. It nevertheless has the distinction of

being the oldest city in Tennessee. (BlountviUe also lays claim to that title, and

Rocky Mount, the territorial capitol, had been built some ten years earlier, but

was not incorporated as a city.) Later that same year James Robertson would

lead a little band across the Cumberland Mountains to establish Fort Nashboro.

The first white child bom in the new settlement was his son Felix.

Fifty years later, that son, now Felix Robertson, M.D., met with his colleagues

in the thriving city which was the successor of Fort Nashboro to “federate and

bring into one compact organization the entire medical profession of the State of

Tennessee and to unite with similar associations in other States to form the

American Medical Association, with a view to the extension of medical knowledge

and to the advancement of medical science, to the elevation of the standard of

medical education and to the enactment and enforcement of just medical laws, to

the promotion of friendly intercourse among physicians and to the guarding and

fostering of their material interests, and to the enlightenment and direction of pubUc

opinion in regard to the great problems of State medicine, so that the profession

shall become more capable and honorable within itself and more useful to the

public in the prevention and cure of disease and in prolonging and adding comfort

to life.” (From the Constitution of the Tennessee State Medical Association.)

In honor of the celebration of our sesquicentennial, it is appropriate that we
dedicate this issue of the Journal to that event. For the centennial celebration in

1930, a history of the Tennessee State Medical Association from its founding was

compiled by Philip M. Hamer, Ph.D., Professor of History at the University of

Tennessee. R. H. Kampmeier, M.D., is completing a companion volume which wiU

bring that history up to date from 1930. No one is better fitted for the task, as Dr.

Kampmeier was intimately involved in the workings of the organization for most

of that time and was editor of the Journal for nearly half of it. As a sort of

introduction to his book, he has summarized for the Journal the history of the

first hundred years.

In the library of the Tennessee Medical Association lies the volume whose title

page graces the cover of this issue. I thought it appropriate to introduce Dr.

Kampmeier’s article with a facsimile of the first roster of the Society and the

minutes of that first meeting, in May, 1830, almost exactly 150 years ago. r ^
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A Century of the

Tennessee Medical Association

R. H. KAMPMEIER, M.D.

Author’s Note: The following writing in essence is

a review of Hamer’s Centennial History, most of

it in paraphrasing seeded with direct quotations.

“On May 3, 1830, 47 physicians of Tennessee

assembled in NashviUe for the purpose of or-

ganizing the Medical Society of Tennessee.”

This is the opening sentence of the Centennial

History of the Tennessee State Medical Associa-

tion—1830-1930, edited by Philip M. Hamer,

Ph.D., Professor of History, University of Ten-

nessee, and published by the Association in 1930.

Eight years previously at the 89th annual

meeting, Olin West, secretary, stated in his an-

nual report to the House of Delegates;

The Tennessee State Medical Association has

existed for nearly one hundred years, and with the

exception of a short period during the Civil War,

has carried on its work continuously. ... Its own
history, which ought to be written and preserved,

is a history of honorable achievement. It will not

be long until its centennial year will roll around.

That year should be marked by a fitting celebra-

tion. The full story of our old society should be

prepared and presented then.

The House acted upon this suggestion by ap-

pointing ten councilors to compile the data. The

following year, they suggested that because they

were young in the Association a committee of

older members should be appointed to carry out

this assignment, and such a committee was ap-

pointed, consisting of Duncan Eve, Sr., chairman,

S.C. Savage, and Deering J. Roberts, the last the

oldest member and a medical editor who was

Read in part at a meeting of the Tennessee Historical

Society, April 10, 1979, Nashville.

thought to have the time to carry the major

burden of preparing a history. By the following

year, however. Dr. Roberts was gravely ill, to die

in 1925, and therefore Dr. S.R. Miller was ap-

pointed to fill the vacancy on the committee. In

1928, when the committee reported that the

material collected by Dr. Roberts before his

death was inadequate, the House gave the com-

mittee the authority to bring the history to com-

pletion, and Mr. Delong Rice of Corinth, Miss.,

was engaged to write it. When he died after two

months’ work. Professor Hamer agreed to under-

take the task.

Professor Hamer presented a paper at the

centennial meeting in April, 1930, entitled “One
Hundred Years of the Tennessee State Medical

Association,” in which he said of his writing:

It is not content to present to the curious a mere
chronicaling of the year-by-year annals of remark-

able but unrelated events; ... it is more interested

in the history of medicine, for modem medicine

has been of fundamental importance in making
possible the modem civihzation in which we take

pride. In other words, the history of the organiza-

tion that now bears the name of the Tennessee

State Medical Association is a history that should

be of interest to a wider audience than its mem-
bers. It is a part, and an important part, of the

history of the state of Tennessee. From another

point of view it is a part of the history of modern
medicine and, as such, is of interest and im-

portance to me, though I am not a physician, and

in greater or less degree, I hope, to all who are

interested in this history of their commonwealth,
their nation, the world civilization.

The index pages show the Centennial History

to be presented in three parts (Table 1).

To set the organization of the Medical Society

in perspective, Hamer first reviewed conditions

within the state of Tennessee in 1830. Sixty years
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TABLE OF CONTENTS

Part I

The History of the Tennessee State Medical

Association, 1830-1930

Philip M. Hamer, Ph.D.

I. The Organization of the Medical Society of Tennessee

II. Thirty Years of Ante-Bellum History, 1831-1861

ill. Reorganization and Growth, 1866-1876

IV. Continued Growth and the Promotion of State Medicine, 1876-1889

V. The Society Becomes the Tennessee State Medical Association, 1889-1902

VI. The Association Completes a Century of Life, 1902-1930

VII. Sketches of the Lives of Presidents and Other Officers of the Association

Part II

Contributions to the History of Medicine,

with Particular Reference to Tennessee

I. Pioneer Physicians of East Tennessee. S. R. Miller

II. Pioneer Physicians of West Tennessee. A. F. Cooper

III. The Progress of Internal Medicine Since 1830. W. H. Witt

IV. The Century’s Progress in Regional Surgery. Battle Malone

V. A Brief History of Bacteriology and Microbiology for the Past One Hundred Years, 1830-1930.

William Litterer

VI. Pioneers in Pathology and Bacteriology in Tennessee. William Litterer

VII. The History of Medical Education in Tennessee. Otis S. Warr

VIII. The History of the Tennessee State Health Organization. W. J. Breeding

IX. The Care of the Insane in Tennessee. W. S. Farmer

X. Medical Periodicals in Tennessee Before the Civil War. Philip M. Hamer

XI. Local and Sectional Medical Organizations

XII. The Medical Profession of Tennessee in the World War. H. H. Shoulders

Part III

Documents and Compilations

I. An Act to Incorporate a Medical Society in the State of Tennessee, 1830

II. By-Laws of the Medical Society of Tennessee, 1830

III. Code of Ethics of the Medical Society of Tennessee, 1830

IV. Charter Members of the Medical Society of Tennessee, 1830

V. List of Members of the Society, 1830-1861

VI. Officers of the Tennessee State Medical Association, 1830-1930

VII. A Partial List of Essays and Addresses Presented Before the Tennessee State Medical Association,

1830-1930

VIII. Members of the Tennessee State Medical Association, December 31, 1929
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had passed since the first permanent settlements

had been established in East Tennessee and a

half century since James Robertson led his pio-

neers into Middle Tennessee. Only a dozen years

before, Indian claims had been settled to permit

white men to settle almost anywhere in the state.

The population in 1830 was said to be about

682,000, mostly rural, and Nashville, the capitol

and largest community, had a population of

5,500. William Carroll was governor and Andrew
Jackson had completed his first years as presi-

dent.

In the pioneering years there were no physi-

cians. Families exchanged prescriptions of herbs

as they did recipes, and men practiced “physick”

along with other occupations. John Sevier’s doc-

tor in 1799 was also an innkeeper and had an

apothecary shop, and a Samuel Carrick in Knox-
ville not only practiced medicine, but preached

the Presbyterian gospel and taught every subject

in a private school. For many years the only

doctor in Nashville was a horse doctor. Most
families had doctors’ books. Tennessee imprints

of this type were: Thomas A. Anderson, The
Practical Monitor, for the Preservation of Health,

and the Prevention of Disease, Knoxville, 1831;

Isaac Wright, Wrighfs Family Medicine or Sys-

tem of Domestic Practice, Madisonville, 1833;

William SpiUman, A Simplified Anatomy, for the

Use of Families; and those who have not the

Advantage of a Teacher, MadisonviUe, 1835; and

A.G. Goodlett, The Family Physician, or Every

Man’s Companion, Nashville, 1838. The best

known was Gunn’s Domestic Medicine, or Poor
Man’s Friend published in 12 editions between
1832-1838—the 4th was published in Madison-

ville, Tenn.

The crossroad stores sold many proprietary

remedies guaranteed to cure anything and every-

thing.

The few doctors who had a pretense of an

education usually had lived in the home of a pre-

ceptor for a year or two and then attended a

couple of courses of lectures, the University of

Pennsylvania being the choice school of those

from this area. They rode with saddle bags carry-

ing vile tasting medicines, Peruvian bark for

making a decoction for the ague, and scalpels

and instruments for extracting teeth. A Dr. Frank
Ramsey of Knoxville, who had a two-year pre-

ceptorship and two courses of lectures at Penn-

sylvania, made a rough census in 1850 in East

Tennessee counties, where he found 201 physi-

cians in the population of 164,000. Of these 201,

35 had a diploma from a medical school as

evidence they had attended two courses of lec-

tures; 42 had attended one course of lectures but

had not graduated; 92 said they were “regulars”

but had not attended a medical school and had
only read books; 27 were described as “botanic

and steamers” and two were homeopaths.

Until 1889, there was no law to regulate the

practice of medicine. The state was full of quacks—“Steam Doctors,” “Faith Doctors,” “Root
Doctors,” “Cancer Doctors,” “Negro Doctors,”

“Indian Doctors.” Many were traveling doctors

setting up in towns for a few days stay.

This was the setting in which a group of doc-

tors, intelligent, honest, and well educated for

their day, began a movement to organize a state

medical society to improve the practice of medi-

cine in the state. At a preliminary meeting in

Murfreesboro in October of 1829, a decision was
made to seek incorporation, and Mr. Berry Gil-

lespie of Carroll County introduced a biU in the

legislature to incorporate a medical society. It

was withdrawn for an amendment, reintroduced,

and passed by both houses to become law on

Jan. 9, 1830—“An Act to incorporate a medical

society in the State of Tennessee.”

Before continuing with the account of Hamer’s

centennial history one should consider the pur-

poses of medical societies. I find no association

of physicians antedating the Royal College of

Physicians of London. (It is certain there was no
previous organization among the English speak-

ing peoples.) In 1511, petitioners, whose identity

remains unknown, presented a petition to Parlia-

ment whose preamble read:

Forasmuch as the Science and Cunning of

Physick and Surgery (to the perfect knowledge
whereof be requisite both great Learning and ripe

experience [is] . . . exercised by a great multi-

tude of ignorant persons, of whom the greater part

have no manner of Insight in the same, nor in any
other kind of Learning; some also can no Letters

on the Book, so far forth, that common Artificers,

as Smiths, Weavers, and Women, boldly and ac-

customably take upon them great Cures, and things

of great Difficulty, in the which they partly use

Sorcery and Witchcraft, partly apply such Medi-
cines unto the Disease as to be very noxious, and
nothing meet therefore, to the high Displeasure of

God, great infamy to the Faculty, and the grievous

Hurt, Damage, and Destruction of many of the

King’s liege People, most especially of them that

cannot discern the cunning from the uncunning.

For the protection of the public against charla-

tans and quacks Parliament passed an act in that

year placing authority to control the practice of
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medicine in the hands of the bishop of London
or the dean of St. Paul’s who would call upon
four doctors of “physick” to examine applicants.

Seven years later, in 1518, Henry VIII granted

letters patent incorporating the President and

College of Commonality of the Faculty of Medi-

cine of London. The patent continued the four

physicians as examiners, but licensure was re-

moved from the hands of the clergy to those of

physicians. It was to be a perpetual body, with

disciplinary powers over physicians, and was

given the right to prosecute unlicensed practi-

tioners and to take half the fines. Its purposes

were : “to check charlatans and practice by illiter-

ate monks; to control practice in London, and

7 miles about city; to examine and license physi-

cians of the Kingdom (except Oxford, Cam-
bridge); to examine drugs, prescriptions,

apothecary shops.”

Here lay the germ, transplanted from the

Mother Country to the Colonies, manifested in

the desire of the earlier American medical so-

cieties, including the Medical Society of Tennes-

see, actually to control licensure to practice

medicine. (The first medical organization in the

colonies was the Medical Society of New Jersey,

organized in 1766, the year in which the Sons

of Liberty were organized to resist the notorious

Stamp Act.)

The preamble to the constitution of all medical

societies or associations of practicing physicians

or surgeons of the past four centuries and more

point to two main objectives—protection of the

public against quacks and charlatans by licensure

of qualified persons, and improvement of the

competence of its members.

The General Assembly of the State of Tennes-

see passed an Act on Jan. 9, 1830, incorporating

“A number of learned and intelligent practition-

ers” into a body named the “Medical Society of

Tennessee.” The Act contains 14 sections. It is

significant that the Act empowered the censors

elected by the Society to issue or to refuse a

license to practice medicine in the state.

Sec. 7. Be is enacted, That the “Medical Society

of Tennessee,” . . . shall proceed to elect seven

persons who reside in West Tennessee, not more
than two of whom reside in the same county, who
shall constitute a board of “Censors for Middle

Tennessee,” and also in the like manner, elect a

board of “Censors for East Tennessee and the

Western District.”

Sec. 8. Be it enacted, . . . [the censors shall]

. . . examine any person or persons who may pre-

sent themselves for such examination, touching

their skill in the practice of Medicine and Surgery;

and if on such examination, the board of Censors

shall deem such candidate, sufficiently skilled in

the science and practice of Medicine and Surgery,

they shall grant to such candidate a license to prac-

tice the same in the state of Tennessee.

Sec. 11. Be it enacted. That each person who
shall be examined by either board of Censors, shall

pay for a license, the sum of ten dollars to be

applied for the use and benefit of said society.

Sec. 13. Be it enacted. That any one of the

Censors appointed under the provisions of this act,

shall have power and authority to grant temporary

license to any person or persons to practice Medi-

cine or Surgery, until a regular meeting of said

board of Censors, after which time the said tem-

porary license shall be void.

But, as Hamer stated, “The Act did not re-

quire, however, and this was a fatal omission,

that no one could practice medicine in Tennessee

without a license from one of the society’s boards

of censors.”

The legislature passed a resolution naming the

151 charter members of the Society, 45 of whom
were from East, 79 from Middle and 27 from

West Tennessee. The first meeting was held in

Nashville, May 3-4, 1830, with 47 of the charter

members in attendance. By-laws were adopted,

and Dr. James Roane of Nashville “whose

suavity of manner and benignity of temper, con-

joined with professional worth and general

scholarship, made him a universal favorite,” was

chosen president. The code of ethics adopted was

that of the Central Medical Society of Georgia

prepared in 1828. Newly elected members were

121 in number, contingent upon their signing the

constitution and paying the annual dues of $1.00.

Only a few of those elected were at the meeting

to comply by signature.

The by-laws provided for the election of of-

ficers and a description of their duties. One of

the duties of the medical boards of censors as

indicated above under the Act of Incorporation

was to examine candidates for licensure. This

should include anatomy, physiology, pathology,

chemistry, materia medica, the practice of medi-

cine, surgery and midwifery except when the

board determines the testimonials of qualification

justify foregoing an examination. The wording of

the license to practice printed on parchment and

signed by the censors was spelled out.

The code of ethics included 18 points, dealing

with responsibilities in the care of patients, inter-

professional relationships in the areas of consul-

tation, and emergency care of patients from the
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practice of colleagues. The use of secret remedies

was strongly condemned. Its code of ethics de-

clared:

The strictest observance of temperance can not

be too strongly inculcated on the minds of the

practitioners of medicine and surgery—a clear and

vigorous intellect and a steady hand being abso-

lutely necessary to the successful practice of those

branches of medical science. [By resolution the

Society put itself on further record, after a warm
debate, that in its deliberate opinion] ardent spirits

are rarely useful as a medicine, and that their

habitual use is productive of the most lamentable

consequences to the human frame—such as de-

rangements of the vital organs, causing a short and

miserable existence, and still more miserable

death; [and so the members of the Society urgently

recommend] to their fellow citizens a total ab-

stinence from ardent spirits, except in cases

prescribed by physicians. [It was furthermore re-

solved that each member should be requested to

report at the next annual meeting the number of

persons who should die from intemperance during

the year and the number of those diseased from

the same cause.]

During the 30 antebellum years the Medical

Society had a precarious existence. It had been

a disappointment that the Act of Incorporation

and granting power of licensure was not ac-

companied by the “teeth” of requiring practi-

tioners to be licensed, and therefore in the

Society’s second year a committee was appointed

to petition the legislature to amend the Act to

this effect. It was unsuccessful, as were several

subsequent appeals over many years and, in fact,

58 years were to elapse before a license would

be required to practice medicine in the state of

Tennessee. The Society was accused of being

self-serving in its desire to control the practice of

medicine. Though these were days before lobby-

ing became a recognized activity of pressure

groups, one senses that forces other than those

with the public’s welfare at heart were blinding

the legislature, and thus quacks and charlatans

flourished for more than a half century more. The
public’s level of sophistication was such that

whether a doctor was licensed or not mattered

little, and therefore only a handful of Tennessee’s

doctors traveled the necessary horseback miles to

be examined by the Society’s censors and become
licensed. After a time the Medical Society ceased

to elect censors for this duty.

In the first several years of the Society’s life,

attendance at annual meetings numbered over

50, with a few new members being elected yearly,

but as it became evident that the legislature con-

tinued to be uninterested in improving medical

care for the people, interest in the Society

dwindled. In 1835, only 38 old and new members

attended the meeting, and from then to the Civil

War attendance decreased, the lowest being in

1849, when only nine members were present.

The Society was essentially a Middle Tennessee

organization, always having met in Nashville ex-

cept for four meetings in Murfreesboro. (Meet-

ings were held in the Nashville City HaU.) Only

rarely did any physician outside of Davidson or

Rutherford counties attend. The Society survived

only because a small group felt, in spite of its

inability to regulate the practice of medicine, that

it could promote progress by increasing knowl-

edge, by discussion of professional experiences,

and by maintaining a high level of ethics and

friendship. It was resolved early that proposal

for membership should be of those who had

“moral integrity and professional attainments”;

the latter especially limited the potential mem-
bership. Nevertheless, the Medical Society con-

tinued to strive to improve professional

competence.

In 1831 the legislature had passed a law mak-

ing it a felony to open a grave and carry away a

dead body. The next year a committee represent-

ing the Society urged repeal of this law on the

following grounds

:

(1) It obstructed the study of anatomy, without

which the obtaining of a “skill in surgery” was
wholly impracticable, and made it impossible to

acquire proficiency except “by mangling the bodies

of the living to obtain that information which has

heretofore been acquired by the dissection of the

dead”; (2) The law imposed hardships upon the

poor by decreasing the number of physicians with

surgical knowledge, with the result that only the

rich would be able to pay their fees, while the

poor would have “their lives terminated by the

bungling manoeuvres of ignorant operators”; (3)

While all civilized governments were relaxing their

laws against dissection, Tennessee stood “alone in

foisting on this point the prejudices of superstition”

and thereby “became the objective of unsparing

censure and ridicule”; (4) The evidence of physi-

cians was frequently required in the courts, yet this

law prevented the acquiring of that evidence, and

physicians could be prosecuted for errors in prac-

tice though the law made it impossible for them
to secure evidence for their vindication; (5) The
law would tend to drive out of the state those who
desired to study medicine, as a result of which the

money of the state would be carried to other parts

of the country, and the cost of education in “physic

and surgery” would be so greatly enhanced that

the poor would be, “excluded from a participation

in the profits and emoluments of one of the most
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lucrative callings in society.” Finally, it was urged

that with the repeal of this law, the sanctity of the

grave and the feelings of surviving relatives would

“be placed on the same footing of security as at

the common law.” “Exhumation and dissection,”

it was urged, “will then be deemed as offenses

‘contra bonos mores,’ and will accordingly be

prosecuted, only when practiced in a way calcu-

lated to outrage the feelings of humanity, or to

violate the rules of public order and decency.” The
corresponding secretary addressed a circular letter

to members of the society in support of this

memorial, but such pressure as the society could

bring to bear upon the legislature was not sufficient

to secure the repealing of the objectionable law.

The drive for the improvement of knowledge

and competence of the members was slackened.

In 1831 Felix Robertson proposed that each

member report at successive meetings at least

“one case of disease, its treatment and termina-

tion.” To stimulate study, a prize of $50.00 was

offered for the best essay on the “use and abuse

of calomel” presented at the next annual meeting.

In the absence of an essay, the following year

the prize money was raised to $100.00, and in

1833, Dr. James Overton of Nashville claimed

the prize with an essay which took two and a half

hours for delivery. That all members did not

agree appears in a statement that there was “a

great controversy of opinion among the members
in regard to them.” The next years saw papers

on topography in relation to disease—one each

from East, West, and Middle Tennessee. A pa-

per was read on “Spontaneous Combustion,” and

Felix Robertson presented “An Essay on the

Contagiousness of Asiatic Cholera.” Two years

later the Society’s war against quacks and patent

medicines was strengthened by adopting the

Philadelphia edition of the American Pharma-

copeias for Tennessee’s physicians and druggists.

In 1838, “at candle light,” Dr. Yandell, one of

the founders of the Society, delivered an address

on the history of medicine, declaring the utmost

value to students of experience in hospitals and

in the dissecting room, whereby physicians no

longer accepted dogmas of teachers but turned to

nature as “the authority recognized as infallible.”

He condemned the Tennessee law against

anatomical dissection as “unworthy of the genius

of the 19th century and of a people claiming to

be civilized.” He urged that the Medical Society

had much to do in the field of study, investigation

and report, and not only to attempt to control

practice in the state.
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The following year Dr. A.H. Buchanan deliv-

ered a scathing indictment of the legislature.

Putting the blame on its shoulders for deaths be-

cause of quackery, he cried, “In the name of

suffering humanity, I appeal to the enlightened

wisdom of our State to check this licensed mode
of death! It is time our State was freed of such

impositions.” He pointed to other states which

had outlawed quacks who then drifted to Ten-

nessee. He also emphasized that much could and

should be learned of disease from three to-

pographies of Tennessee, study of native plants,

and study of disease to throw light on pathology

and physiology, to “advance the science of medi-

cine” because “essential truths have yet to be

discovered.”

In 1839, the Society received authorization to

distribute vaccine from a Dr. Fansher’s “Vaccine

Institution for Exterminating Smallpox,” and the

vaccine was distributed by individuals in Nash-

ville, Franklin, Clarksville, Columbia, Carthage

and Murfreesboro.

Unfortunately, few members had the en-

thusiasm of Dr. Buchanan, who read the only

paper at the 1839 meeting and presented one of

seven cases reported. Fines for members assigned

to present material were $25.00 for failure to

present an oration, $10.00 for failure to read an

essay on medical topography, $2.00 for failure to

report a case, and $5.00 for failure to attend a

meeting. Few fines were ever paid. In fact in

1839 it appears $2,800 were due the Society in

fines.

Charlatans continued to be the bane of ethical

practitioners of medicine. In his address of wel-

come to members of the Medical Society of

Tennessee in 1840, Dr. J.H. Carriger, president

of the Knox County Medical Society, stated:

The truth, in the search after which we are

waging a relentless and a ceaseless warfare against

charlatanry, ignorance and error, demands that we
be panoplied with an armor better than that of

Hercules. In this warfare we need weapons keener

than the sword of Mercury, steeds swifter than the

horses of Neptune and bows of greater strength

than the bow of Apollo.

Charlatanry, clad in its nearly invulnerable

armor of ignorance and self-conceit, whilst im-

molating her unsuspecting victims, is ever the

relentless foe of the true scientist, and like the

hydra of old, when one of her heads to-day has

been stricken off, on the morrow she is rejuvenated

by the production of a new head.

In vain it is we may invoke the aid of the fire

brands of an lolaus in the destruction of char-

latanry and ignorance. The warfare is an endless
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one and we have need to renew our strength in

frequent councils; we have need to muster our

hosts with circumspection; we have need for wis-

dom in our leaders, and we have need to present a

united front to our enemies if we would battle for

the victory as we are now battling for the right.

During the 1840s the Society was kept alive

by Dr. Buchanan and a few others of his kind

who presented essays and case reports. In 1846

the size of a quorum was dropped from nine to

seven; and the “must” essays on medical topog-

raphy were discontinued and the appointed essay-

ists might read essays on whatever medical

subject they desired.

In 1 844 Felix Robertson, heading a committee

to request again that the legislature modify or

repeal the law of a felony to take a dead body

for anatomical purposes, again met defeat.

Under Dr. Buchanan’s stimulus an anatomical

museum was established in Nashville. The 11

members contributed $2.00 each, and with the

$22.00 a case was purchased to exhibit the 17

specimens contributed the first year. The legis-

lature refused a request for support of the

museum and a library.

Sentiment was growing for the formation of a

nationwide medical association, which led the

New York State Medical Society to call for a na-

tional convention in May of 1846. The Medical

Society of Tennessee sent Dr. William A. Cheat-

ham as a delegate; he pledged support for a na-

tional medical convention to be held in Phila-

delphia in May 1847 to adopt a constitution for

the American Medical Association. Dr. A.H.

Buchanan, president, attended as the delegate

from Tennessee and was elected as one of four

vice presidents.

To consider recommendations made by the

new American Medical Association, a medical

convention was held in NashviUe in the fall of

that year. It approved three resolutions on pre-

liminary medical education: (1) that only young
men of good moral character and a good English

education should be accepted in physicians’

offices as students; (2) that when the preceptor

had satisfied himself as to these qualifications he

should so certify him to a medical college; and

(3) that medical colleges should require such

certificates from applicants and pubhsh in the

annual lists of graduates the name of the precep-

tor. Next, Dr. Buchanan detailed the recommen-
dations of the new AMA regarding the

requirements for the MD degree. Although for

the middle of the 19th century these were quite

advanced, they were embraced enthusiastically by

members of the Medical Society of Tennessee.

Additionally, Drs. Ford, Buchanan and

Robertson requested of the legislature a registra-

tion law for recording births, marriages and

deaths. (This had been a recommendation of the

National Medical Convention.) The legislature

rejected the idea.

In 1851 the Medical Society passed a resolu-

tion of appreciation for the establishment of a

Medical Department of the University of Nash-

ville and donated its museum to the school. This

brought to the state three nationally known phy-

sicians, Paul F. Eve, William Briggs, and William

Bowling. Dr. Bowling founded and for years

published the Nashville Journal of Medicine and

Surgery which became the official journal of the

Society. Although extraneous to this history, it is

worthy of note that the school expanded rapidly.

In the year 1859-1860, 456 students were regis-

tered, the third largest after Jefferson Medical

College and the University of Pennsylvania, mak-

ing Nashville the second largest medical center in

the United States. In 1861, the 140 graduates in-

cluded matriculents from Tennessee, Mississippi,

Georgia, Alabama, Kentucky, South and North

Carolina, Arkansas, Texas, Missouri, Virginia,

Louisiana, Illinois, and the Cherokee Nation.

The Society was strengthened by the presence of

the medical college, but it remained small up to

the Civil War, when it suspended activity for four

years.

Also, in 1851, the Tennessee delegates to the

AMA were instructed to request it to petition

Congress to create a national board of health

requiring the publication of the formulas of

“quack medicines and secret nostrums” and that

patents be refused “for secret compounds to be

used as medicines.”

In 1853, the Society again requested of the

legislature a law requiring registration of birth,

marriages and deaths. The following year. Dr.

Eve could publicize that the Society had “dis-

charged its duty to the people of Tennessee in

laboring to secure the enactment of such a law”

and that the Society could throw “the responsi-

bility of the failure upon the Legislature.” A third

attempt by the Society in 1859 was also defeated.

In 1854, the legislature took a step toward

liberalizing dissection of the human body under

conditions interesting to the reader of 1980;

Hamer says

:

It was provided that it should be a crime to

disinter, remove, or violate the bodies of free white

persons in Tennessee, but only a misdemeanor
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similarly to treat the bodies of negroes. It was
furthermore provided, that for anatomical pur-

poses the bodies of malefactors might be dis-

interred and removed and also the bodies of

negroes if consent had been given, in the case of

a free negro by the nearest relative and in the case

of a slave by the owner. It should not be thought,

of course, that Tennessee’s physicians had obeyed

implicitly the earlier laws that made it illegal to

procure cadavers for dissection. Dr. Thomas Lips-

comb, in an address in Shelbyville in 1854, frankly

admitted that despite the law the physicians must

nevertheless “go in the darkness of the night,

risking fine and imprisonment, and steal” subjects

for dissection. Addressing himself to the public, he

declared: “Duty to ourselves—duty to our pro-

fession—duty to you and your families, and duty

(I speak it with reverence) to God requires it.”

Dr. Cleaves introduced a bill in the 1856 legis-

lature for a board of medical examiners. It was

defeated after an acrimonious debate in which a

legislator thus characterized those in favor of such

legislation: “To examine the patient’s pulse; then

his tongue; then apply the lancet; then administer

a blue pill; and then—death.”

After the War, the Nashville Medical Society

was the first to reorganize, in 1865. The follow-

ing year saw the first postwar meeting of the

Medical Society of Tennessee in the Episcopal

Reading Room on Church Street in Nashville.

In 1867, a new constitution and by-laws were

adopted by what was now to be known as the

“Tennessee Medical Society.”

The meeting was attended by 22 old and 26

new members, the largest attendance in 30 years.

Included was the first delegate from a county

society, the Giles County Medical Society. The
new Society was to be composed of permanent

members and delegates. The former were those

who were previously members of the Society and

those who would subscribe to the new constitu-

tion, and they would be privileged to attend meet-

ings and take part in the transactions. The second

group of members were delegates from county

and city societies, medical colleges, hospitals and

asylums. They might take part in the business of

the Society and after serving as delegates might

become permanent members. After much discus-

sion it was agreed that practitioners who had not

graduated from a medical school would be ac-

cepted at the discretion of the Society if of

“honorable standing.” Although provision had
been made for delegates from county and city

societies, medical colleges and hospitals, attempts
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to stimulate formation of county societies met

with little success. Nevertheless, attendance at the

annual meetings gradually increased, and rail-

roads offered special fares to the meeting city.

Officers now were chosen from a wider area, and

more modem topics were addressed. For exam-

ple, in 1868, an essay was presented, “On the

Use of the Thermometer in Disease.” The essay-

ist believed that its diagnostic and prognostic

value could not be overestimated. In 1872, com-

ments pointed to the potential use of the micro-

scope and chemical analysis in medical practice

were made by S.S. Mayfield, president.

For the fourth time, in 1867, the Society

brought up the need for a department of vital

statistics, but the legislature again turned a deaf

ear.

Thomas Lipscomb, in his presidential address

of 1868, emphasized the need for an adequate

education followed by examination to determine

who should practice medicine.

Dr. Paul Eve was a member of an AMA com-

mittee which recommended that each state medi-

cal society should appoint a board to examine

and license persons who propose to practice medi-

cine. No doubt this explained action whereby the

Tennessee Medical Society passed the following

resolution in 1868:

Resolved, That the Medical Society of the State

of Tennessee recommend to the American Medical

Association, that it take immediate action for the

purpose of effecting an organization of a Board of

Medical Examiners for each State in the United

States, making it the duty of the Board thus or-

ganized to examine all applicants and issue licenses

to practice Medicine and Surgery. . . .

No board was appointed.

In 1874, Dr. Wright of Chattanooga read a

paper on the general problem of public health

and proposed a state board to recognize all

methods of preserving the public health and pre-

venting the incursion and spread of epidemics.

He reiterated a proposal made in 1868 by Dr.

Lipscomb that physiology and hygiene should be

taught in the schools for the young and otherwise

be “rapidly and generally disseminated.”

In 1876, a new constitution was adopted, di-

rected toward a federation of the state’s profes-

sion, “The Medical Society of the State of Ten-

nessee.” Its objects were stated as follows:

The objects of this Society shall be the advance-

ment of medical knowledge; the elevation of pro-

fessional character; the protection of the

professional interests of its members; the expansion

of the bounds of medical science; and the promo-
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tion of all measures adapted to the relief of

suffering, the improvement of the health, and the

protection of the lives of the community.

Hamer points to the last clause as evidence for

progress in the public health movement.

Eligibility for membership was a regular prac-

titioner “in good moral and professional stand-

ing” and the possessor of a diploma from “some

respectable medical school” or a license from

“some board recognized by this Society,” Since

Tennessee had no licensing board, membership

was now limited to graduates of medical schools.

Again the categorization of members as perma-

nent and delegate as under the previous constitu-

tion was spelled out. Shortly, however, because

of the slow pace of establishment of county soci-

eties, an amendment to the constitution permitted

permanent membership by vote of three-fourths

of the members present.

The new constitution, which spoke of a dele-

gated body which should move from section to

section, demanded the organization of local

groups. But it was a slow process. By the meeting

in 1879 there were delegates from only ten

counties and two local societies, but membership

grew, from 172 in 1876 to 311 in 1889. The
attendance at the 1889 meeting in Nashville was

at an all-time high; 167 attended, of whom 65

were from Nashville, seven from Chattanooga,

four from Knoxville, and one from Memphis.

Most of the remainder were from Middle Ten-

nessee. The first woman member appeared in

1880, and in the following year a woman was

named a delegate.

Entertainment began to be provided, fostering

renewal of old friendships and making new ones.

Banquets were served with wine. In Memphis a

river boat trip offered a pleasant change. Knox-
ville scheduled a visit to the school for the deaf

and dumb. For Nashville and its 1881 centennial

exposition, the annual meeting was delayed for

the benefit of excursion railroad fares. Again in

Memphis, entertainment was a tour to the quar-

antine station. In 1882 a musicale was provided

in Nashville by students from the Nashville Col-

lege for Young Ladies, and on the next day a

meeting of the Tennessee Historical Society, and

an evening performance by the Allegretto Club

of a Gilbert and Sullivan opera, “The Sorcerer.”

In 1875, the Society began to publish its

Transactions. Initiation dues were $5.00, with

annual dues of $2.00.

Scientifically, the programs became more in-

teresting. Dr. Maddin stated, “Take care of the

man, and the man will take care of the disease.

The healing resources of his body is the only

channel through which care can be reached,” In

1888 the program included papers on contribu-

tions the science of bacteriology was making to

medicine and surgery: H. P. Coile spoke on “The

Relation of Microorganisms to Disease” and

Duncan Eve on “Antisepsis.” Discussion revealed

that not everyone accepted the germ theory.

In 1870, the Society urged hospitals for the

insane in East and West Tennessee and prepared

a bill, which the legislature turned down. In the

1880s the Society passed resolutions on the use

and abuse of alcohol, but in 1888 refused an en-

dorsement of the WCTU’s stand against alcohol

as a medicine, with the answer, “The medical

profession is a temperate class of men, but is

opposed to fanaticism in any of its forms.” In

response to the Society’s second attempt, a bill

to establish a board of health was passed in 1877,

but without an appropriation of funds. The Medi-

cal Society was unhappy with this; then yellow

fever struck, especially in Memphis, with an esti-

mated 20,000 deaths in the Mississippi Valley,

and over 5,000 in the city. In Memphis, 42 doc-

tors died of it, some of whom came as volunteers

from elsewhere. Fourteen of the dead were mem-
bers of the Society. The legislature now appro-

priated $3,000 for the Board of Health and gave

it more power. Chattanooga had a smallpox epi-

demic in 1882-1883 with 103 deaths in one

month, an event which strengthened the Board’s

hands. The State Board of Health desired a law

to provide for the recording of vital statistics as

had been repeatedly urged by the Society since

before the Civil War. A bill was finally passed in

1881, but was repealed in 1883 because no pro-

vision was made for compensation of physicians

or county officials who needed to do the work.

In spite of opposition within the profession,

the Society had pushed for licensure by the state

for years. It will be recalled that in the establish-

ment of a medical society in 1830, the objective

was to have authority of licensure as in England.

When this failed, anyone who so desired might

practice medicine. It is obvious therefore why
there was opposition to licensure. Finally, in

1889, the legislature passed an “Act to Regulate

the Practice of Medicine and Surgery in Tennes-

see,” providing for a State Board of Medical

Examiners appointed by the governor and com-

posed of two physicians from each general divi-

sion, representatives of allopathy, homeopathy

and eclectic medicine. To obtain a certificate from
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the Board to practice medicine in Tennessee, the

requirements were either to present a diploma

from a medical school in good standing, or to

pass an examination in specified subjects. Later

the governor gave the Society the privilege of

appointing three of the physicians on the Board.

The first report of the Board by its secretary,

Dr. T.J. Happel, in 1890 revealed that of the

3,200 physicians registered in the state only

slightly more than one-half were graduates of

medical colleges. Of these, 319 had received their

degrees from Vanderbilt University, 240 from the

University of Nashville, 132 from Nashville Med-
ical College, 118 from the University of Louis-

ville, 116 from the University of Tennessee, 80

from Memphis Hospital Medical College, 79 from

Jefferson Medical College, 73 from Louisville

Medical College, and 59 from the University of

Pennsylvania. Of the 1,500 nongraduates, it was

estimated that one-half “never saw within the

walls of a medical college . . . and many of

them never read through consecutively a single

medical work.” It goes on to say “and some have

never seen a work on practice, except Gunn’s

‘Family Physician,’ or Scudder’s ‘Specific Medi-

cation,’ or some one Homeopathic work.” These

doctors had been licensed because the law had

provided that all should be licensed who were

practicing within the state at the time of its pas-

sage. Although the secretary of the Board thought

examination should determine who could prac-

tice, it was felt nothing could be done under these

circumstances except for the passage of time,

whereby either death or moving from the state

would remove the uneducated from the practice

of medicine.

Meetings of the Medical Society were now
being held in the several geographic areas of the

state. In 1890, 101 members attended at Mem-
phis; in 1893, 136 in Nashville; in 1898 only 67

attended a meeting in Jackson, and in 1902, 79

were present at the Memphis meeting. Papers

from each annual session were bound and pub-

lished, as the Transactions.

The membership roster fluctuated depending

upon those who paid dues and those who did not.

For example, in 1891 the secretary reported there

were 342 names on the roll, and in 1897 the

treasurer stated there were 439 members upon

the list, but of these only 97 were in good stand-

ing, having paid dues, and that 1 1 had been dead
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for from one to four years. After eliminating the

dues delinquent members, the report in 1898

indicated that 299 members were in good stand-

ing. In 1900 an amendment was adopted that any

member in good standing for 25 consecutive years

should become a veteran member and be recog-

nized as such, and would be excused from the

payment of dues.

The number of county or similar societies

affiliated with the state society at this time were

very few. The Centennial History states that in

1900 only the Middle Tennessee Medical So-

ciety, the Nashville Academy of Medicine, the

Lenoir Medical and Surgical Society, the West

Tennessee Medical Society, and the county soci-

eties of Gibson, Bradley, Marshall and Madison

counties were listed as affiliates. The following

year the Bristol Medical Society and the Knox
County Medical Society were added.

The president of the Medical Society of the

State of Tennessee in 1896, Dr. G.C. Savage of

Nashville, proposed to the membership reorgani-

zation of the Society by making seven changes as

follow: “(1) establish a library of the society in

Nashville; (2) establish a medical journal as the

organ of the society; (3) organize county and

local societies and provide for admission to mem-
bership in the state society; (4) hold the annual

meetings of the state organization only in Nash-

ville; (5) provide for two classes of members,

the first to be composed of permanent members

enjoying all privileges except that of participating

in the nonscientific business of the society, and

the second to be composed of delegates from the

local societies with sole power to conduct the

business of the state society; (6) make provisions

for the elimination of all business from the gen-

eral sessions, which would be devoted wholly to

the accomplishment of scientific work; and (7)

refer the above recommendations to a committee

with instructions to rewrite the constitution and

by-laws.”

The proposals were not accepted by the So-

ciety, although it finallv did accept the first and

fourth and a part of the fifth recommendations.

Five years later. Dr. I.A. McSwain of Paris pro-

posed a radical revision of the constitution and

by-laws, basing the organization of the state so-

ciety upon the recognition of East, Middle and

West Tennessee organizations as its three

branches. Dr. Savage proposed an amendment to

provide for the publication of a monthly journal.

These proposals were put in the hands of the

Judicial Council which was to report at the 1902
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meeting. The Society needed a charter, and Dr.

Savage was appointed to obtain one.

The following year the Judicial Council re-

ported and recommended a completely new con-

stitution and set of by-laws representing a rebirth

of the Medical Society of the State of Tennessee

as a new organization, the “Tennessee State Medi-

cal Association.” The newly accepted constitution

and by-laws went into effect immediately upon

the adjournment of the meeting.

With the adoption of the new constitution and

by-laws, the Association became a federation of

county medical societies which would hold char-

ters from the Association. Thereby the members

of the Association would be the members of the

county societies, or to put it another way, a phy-

sician would become a member of the state or-

ganization only if he was a member in good

standing in his county medical society. Only

through membership in the state association

could membership in the American Medical As-

sociation be attained. The constitution provided

that the county societies were to judge the quali-

fications of its members with the proviso that no

reputable physician might be denied membership.

Furthermore, it stated that county societies

would send a number of delegates to the House
of Delegates of the Tennessee State Medical

Association dependent upon the number of its

members.

Provision was made that in instances where

there were only a few physicians in a given

county, one society could be formed by the com-
bining of the physicians of two or more counties.

The constitution outlined the duties of the

House of Delegates, its composition, duties and

responsibilities in the annual session, and repre-

sentation in the House of Delegates of the Ameri-

can Medical Association. Committees of the state

association were designated as ( 1 ) scientific

work, (2) public policy and legislation, (3) pub-

lications, (4) nominations, and (5) prior ar-

rangements. A calendar council consisting of all

past presidents living within the state was estab-

lished to consider “all questions involving the

rights and standing of members.” It also had the

duty to consider matters of ethics referred to it

and matters of discipline concerning members of

the Association, its decision being final. It was

said that the individual members of the council

were to be organizers, peacemakers, and censors

in regard to the local societies in their district.

The code of ethics of the AMA was adopted to

“govern the conduct of members in relation to

each other and the public.” The constitution pro-

vided for elective officers to be a president, three

vice presidents, and a secretary-treasurer, to be

elected annually. Meetings were to be held on
alternate years in Nashville, and in intervening

years to alternate between West and East Tennes-

see. The annual dues were fixed by the by-laws as

$2.00, to be collected by the secretary of the

county societies and forwarded to the secretary

of the state association.

There was progressive growth of the Associa-

tion in size and prestige. In 1903, there were 974
members; in 1907, there were 1,100; in 1917,

there were 1,600; and two years later, 1,621.

Then the dues were increased from $2.00 to

$4.00 annually and the membership fell to 1,556,

remaining at this level until 1927 when the mem-
bership roll consisted of 1,622 members, the

largest membership in its history, numbering on
its rolls “almost two-thirds of all active white

doctors within the state.”

The new constitution provided a stimulus to

the organization of county societies, and this

accounted to a large degree for the expansion of

the membership of the Association. In 1903,

there were 52 county societies under the new
constitution. In 1904 there were 65, a number
which remained quite constant, as shown by a

total of only 69 in 1922. The weaker societies did

not live long, even though they had been orga-

nized with some enthusiasm; beginning with ir-

regularity in meetings, they died. Then they might

be revived, dependent to a great degree upon the

local secretary as well as the councilors of the

districts for the state association. Because of a

few physicians in some counties, an effort was
made to stimulate a combination of counties in a

larger aggregation. An example was the five-

county society of the counties of Hardin, Law-
rence, Lewis, Perry and Wayne. As the first

century drew to a close, the secretary of the

Association, H.H. Shoulders, in 1928 pointed out

that it might be desirable to have only 30 com-
ponent societies covering the whole state and,

with the improvement of roads and automobiles,

this would be adequate. By this time 78 of the 95
counties had been organized either separately or

in combination, and it was pointed out that in the

17 unorganized counties there were only 99 phy-

sicians, and of these 25 were members of the

Association through membership in a nearby

county medical society.

In 1926 the constitution was amended to pro-
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vide for annual meetings in the three sections of

the state in rotation. The growth in attendance at

meetings is attested to by the following figures.

Nashville, the capitol city, usually had the better

attendance. One hundred eighty-four members

were present in 1903, 205 in 1905, 227 in 1907.

The numbers gradually increased even when the

meeting was not held in the capitol city. There

were 352 registered at the Knoxville meeting in

1924. Hamer pointed out that after the reorgani-

zation, the number of papers presented on the

scientific program increased and were of better

quality. Symposia were held in some instances.

A Section on Ophthalmology, Laryngology,

Otology and Rhinology was organized in 1915

with Dr. Savage as chairman. This was later

changed to the Section of Eye, Ear, Nose and

Throat. In 1924 the Tennessee Association of

Railway Surgeons was organized and affiliated

with the Association.

Early an interest developed in a publication by

the Association. In 1903, Dr. Dearing Roberts

proposed to publish the transactions of the Asso-

ciation in monthly installments in his journal, the

Southern Practitioner. The committee appointed

to consider this question of publication responded

negatively to a change in the publication of an

annual Transactions. A minority report, however,

suggested that there be a monthly journal which

led to a motion that this be adopted. Again it was

referred to committee which, in 1905, reported

unfavorably and the House decided to refer the

question to the county societies. However, not all

had acted upon this matter by the following year.

Because of this postponement, in 1907 the presi-

dent of the Association again recommended to

the House of Delegates the establishment of a

journal, and the question was submitted to the

county societies. In 1908, the committee not only

recommended the publication of a journal but

offered amendments to the constitution and by-

laws which would be necessary for the manage-

ment of a publication. That year (1908) the

House of Delegates did agree to the publication

of the Journal of Tennessee State Medical Asso-

ciation and its first issue appeared in June of that

year. The secretary of the Association, Dr.

George Price, was its editor. The Journal had its

ups and downs financially as well as in copy

available to it, but in 1930 it became a success-

ful publication.

Significant changes in the constitution and by-

laws to provide for management of the Journal

were adopted in 1909, providing for the election

by the House of Delegates of a board of three

trustees who were to elect its own chairman, who
would be ex-ofl5cio treasurer of the Association.

The Board would have “entire control of the

publication, the policy, and editorial and financial

management” of the Journal. The Board also was

to make all expenditures of funds of the Asso-

ciation. In the amendments was included a pro-

vision that the East Tennessee, Middle Tennessee,

and West Tennessee Medical Associations might

become component members of the state associa-

tion, provided their members were members of

affiliated county societies. Their presidents would

then be the vice presidents of the Tennessee

State Medical Association. The three regional

societies did not accept the offer and remained

independent of the state association.

Another important alteration was provision for

the election of councilors, ten in number to be

elected by the House of Delegates, one from each

of the congressional districts into which the legis-

lature divided the state. The duties of the council

were not changed, but the change was from the

original constitution which had stated that ex-

presidents would be the councilors. No other

changes were made in the constitution for a

decade until 1920 when dues were increased

from $2.00 to $4.00, which led to a small but

temporary decrease in membership. The increase

in dues was required because of the cost of the

Journal. In 1921, a significant change in the con-

stitution was the provision for the election an-

nually of a speaker of the House of Delegates

whose duty it should be to perform all of the

duties formerly performed by the president of the

Association when presiding over the House of

Delegates.

In 1924, Dr. J.F. Gallagher, secretary and

editor of the Journal, suggested to the House of

Delegates that the Association begin postgraduate

instruction for physicians who lived where there

were no hospitals or medical schools. He re-

newed this recommendation two years later and

added a further recommendation for develop-

ment in periodic health examinations. Pointing

out that with the editorial labors and the duties

relative to organizing the annual meetings, and

now postgraduate instruction, he said that the

burden had become so great that one man in

practice could not do this work satisfactorily. It

was recommended in 1926 there be a full-time

secretary. This was also emphasized by the presi-
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dent of the Association in the following year.

Following discussion the House of Delegates ap-

proved an amendment to the by-laws authorizing

the trustees to employ a full-time or part-time

secretary, (Formerly the secretary had been

elected by the House of Delegates.) The secre-

tary’s duties were defined as “to invest in him the

conduct of much of the business of the associa-

tion subject to the will of the board of trustees.”

Dr. H.H. Shoulders of Nashville was immedi-

ately employed as the part-time secretary and a

full-time assistant was provided.

A move made in 1913 is of interest as if

prescient of problems which were to arise a half

century later. A Committee on Medical Defense

offered monetary, advisory and legal assistance

in malpractice litigation to those who voluntarily

subscribed to its coffers $1.00 annually, raised to

$2.00 in 1927.

The years from 1902 to the end of the first

century in 1930 were years of consolidation, in

an effort to assure better medical and health care

for the people of Tennessee. In this regard one

must recall the three standing committees on

scientific work, on publication, and on public

policy and legislation as of special interest. Prob-

lems facing the profession were centered particu-

larly in the area of infectious disease. For death

rates per 100,000 in 1914, tuberculosis headed

the list with almost 200, pneumonia stood second

with 112, organic heart disease was third with 71.

Typhoid fever had a rate of 44; next, dysentery

equalled by pellagra (31 and 29 respectively).

Malaria, measles, diphtheria, influenza and

whooping cough were accompanied by death

rates of 13 to 18 per 100,000 and syphilis with

10. By 1925, several of these had shown some

improvement, but tuberculosis and pneumonia

continued high on the list of causes of death

—

135 and 86 per 100,000, respectively, and or-

ganic heart disease had risen to 110.

Education of the profession was a major thrust

in these years, as shown by papers in the state

Journal on these infectious diseases. In the sur-

gical field there was much discussion of abdomi-

nal surgery, surgical treatment of the eye, ear,

and throat, genitourinary and gynecological sur-

gery and orthopedic surgery, both traumatic and

degenerative. The Journal and the annual meet-

ings offered the main educational sources for

members to be brought up to date.

The trends in educational efforts and improved

health care are shown by the gradual addition of

other standing committees. Thus, by the end of

the Association’s first century, the following addi-

tional committees had been established and acti-

vated. A Committee on Medical Education di-

rected and set goals for professional education

and offered support for educational programs of

county societies, as well as pointing to the educa-

tion of the public in matters related to health. A
Committee on Hospitals offered assistance and

direction to small hospitals, consonant with

moves to improve hospital care on a national

level. A Committee on Public Health was to be

aware of needs and progress made in public

health within the state. The charge of the Com-
mittee included that it should provide at least one

paper at each annual meeting on some aspect of

health work in Tennessee. A Committee on Can-

cer had as its function the education of practi-

tioners in early diagnosis, as well as education of

the public.

In closing this review of the first century of the

Association’s history, it is fitting to repeat the

following from Hamer’s summary:

In the course of the one hundred years since its

first meeting, the organization of Tennessee’s physi-

cians that now bears the name of the Tennessee

State Medical Association has played a part in the

state’s history of which its members to-day may
well be proud. It has not until recent years had
even a majority of Tennessee’s physicians upon its

membership roll, but it has always had a large

proportion of Tennessee’s best and most famous
practitioners. Even in its weakest days it was a

means whereby a small company of devoted men
were able to keep alive the ideal of a banding

together of men of medicine for the advancement

of their profession and the promotion of the public

good. For a hundred years it has warred against

quackery and charlatanry and defended what it

held to be true medicine. For years it called upon
the legislature in vain. Once it was weak and in-

effectual, but now it is a power in the state. It

approaches the fulfillment of the dream that must

have been in the minds of those who founded it

and who by their will kept it alive in the days of

its great w^eakness.

It has had a broader vision than the state of

Tennessee. It had its part in the organization of

the American Medical Association, and it has al-

ways cooperated with that association. And five of

its members—Paul F. Eve, William K. Bowling,

William T. Briggs, John A. Witherspoon, and

W.D. Haggard have been presidents of the na-

tional organization. In addition to these. Dr. David

W. YandeU was at one time a resident of Nashville

and a member of the Medical Society of Tennes-

see. After his removal from the state he was a

president of the American Medical Association.
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IMPACL A "Special Interest Group
"

ROBERT W. IKARD, M.D.

Chairman, IMPACT Board of Directors

The fundamental purpose of political action

committees is to maintain access to sympathetic

legislators for “special interest groups.” This mod-

em phrase (apparently coined by Common
Cause) is inevitably given an unfavorable con-

notation by news journalists. Yet when govern-

ment increasingly involves itself in each citizen’s

life, what alternative has he but to seek influence

through the organized efforts of his own “special

interest group”? And what is so pernicious if

these groups advocate causes such as assurance

of equal justice before the law, protection of in-

dividual rights, or CONTINUED IMPROVE-
MENT OF THE BEST MEDICAL CARE SYS-

TEM IN HISTORY?
Of course this last cause is the one which

IMPACT advocates. The purpose and function of

IMPACT (Independent Medicine’s Political Ac-

tion Committee-Tennessee) were described by

Oscar McCallum, M.D., in 1978.^ In relating a

history of the committee’s formation and past per-

formance, Dr. McCallum stressed its bipartisan

support policy and the importance of Tennessee

physicians joining their PAC. State medical

leaders have noted the importance of IMPACT
memberships and observed a consistently low

IMPACT participation rate by TMA members.

During the last decade the yearly rate has been

21% to 29%, the average being 24%. There was

no predictable membership fluctuation during

election years.

Physicians have always influenced political

affairs by their good professional reputations and

great volume of donations. It is puzzling and dis-

turbing that they so often give generously to a

particular candidate but not to their PAC.

Though both types of donations are desirable,

the PAC’s ability to efficiently deliver significant

sums cannot be duplicated by an individual doc-

tor giving to the “candidate of his choice.” The

small loss of direct control over the money is well

compensated for by a more sophisticated and in-

fluential distribution of it by IMPACT. The

choice of candidates to receive help is made by a

Board that is interested in and knowledgeable

about state politics.

Politicians are aware of PACs and find them

a ready source of significant financial help. As-
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TABLE 1

IMPACT MEMBERSHIP CATEGORIES
(includes AMPAC membership)

Regular Sustaining

TMA Member $25.00 $65.00

Auxiliary Member $15.00 $55.00

Intern-Resident $15.00 $55.00

suming a reasonable philosophical compatibility

with the contributor, they usually express appre-

ciation in the classical fashion, i.e., by favorable

votes. Communication between IMPACT and

campaign aid recipients is a well-traveled two-way

street. Just as the executive or legislator knows

this PAC as a source of money and ideas. Board

members fulfill their responsibility by educating

representatives on important medical legislative

matters. The quality of this dialogue has steadily

improved with time. The success of IMPACT
money investment (75% winning candidates in

1978) assures the continuance of it.

Anyone familiar with Tennessee politics real-

izes other groups seeking expansion of vocational

activities to the detriment of medicine have long

ago recognized the efficacy of the PAC influence

and have donated generously and universally. The
effect of each physician-donated dollar can be

made greater by channeling the small member-
ship fee (Table 1) through IMPACT to selected

important candidates. This donation can be sent

to your local Board member or mailed to me.

In this era of increasing government participa-

tion in medical affairs, it is more true than ever

that “we either hang together, or. . .
.” Support

IMPACT, your special interest group! / ^
IMPACT Board of Directors

P.O. Box 22645

Nashville, TN 37202
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Special Item

Medical Applications and Use of Marijuana

A Study by the Tennessee Department of Public Health

SARAH H. SELL, M.D.

Preface
As directed by House Resolution No. 106 of

the 91st General Assembly of the State of Ten-

nessee (Appendix A), the Department of Public

Health has completed a study of the medical

applications and use of marijuana. The report,

including conclusions and recommendations for

legislation in Tennessee, follows.

The study was conducted by the following

process: Bibliography citations were reviewed

—

83 published during 1978-1979 and 98 up

through 1977. Copies of 31 full-length articles

were obtained from the libraries of the Tennessee

State Department of Public Health, Vanderbilt

University Medical Library and the Library of

Congress.

Copies of laws involving use of marijuana and

derivatives were obtained from states. With few

exceptions, the laws are similar.

A draft of the study was submitted for com-

ments to 20 persons representing public health,

state legislators and senators, physicians, mental

health, Tennessee Medical Association, and

Nashville Academy of Medicine.

Introduction

In the middle of the 19th century O’Shaugh-

nessy, serving in India, reported information

concerning the pharmacological properties of

cannabis, the generic name for marijuana (hash-

ish, charas and related preparations) in the

Transactions of the Medical Society of Bengal}'^

In 1893, the Indian Hemp Commission Report

From the Tennessee Department of Public Health,

Cordell Hull Building, Nashville, TN 37219.

Dr. Sell is a medical consultant to the commissioner of

public health.

cited Cannabis indica as one of the important

drugs of Indian materia medica. Soon thereafter,

extracts of marijuana were used in Europe and

America for such varied clinical disorders as

migraine, depression, rheumatism, epilepsy, ex-

cessive menstrual bleeding, ulcers, cancer, child-

birth psychosis, cough, insomnia, withdrawal

from opiates and relief of pain. Tincture of

cannabis, listed in the U.S. Pharmacopeia and

the National Formulary, was available for pre-

scription for a wide variety of medical conditions,

but its use declined and by 1942 it was dropped

from the listing in the USP. The decline was

attributed to the following

:

• There was a general lack of specificity for

use.

• The potency varied with different batches

(no standardization).

• The material was insoluble in the usual

physiologic solvents, e.g., water or normal

saline.

• There was increasing availability of other

synthetic, standardized and more specific

drugs for the same medical indications.

Pharmacology
Most of the early pharmacologic and toxico-

logic work was carried out with preparations of

cannabis acquired from different parts of the

world. It is known that the potency of such prep-

arations differs depending upon source and stor-

age conditions, such as light, temperature and air.

Until 1964, the chemical nature of the cannabis

constituents was not established, and it is only

recently that the pure or semisynthetic cannabi-

noids have been made available for investigational

use.

The recent rise of the social abuse of mari-

juana has led to pressure for renewed scientific
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investigations of the pharmacologic and toxi-

cologic properties. In the mid-1960s, it was

proved that the psychoactive component of can-

nabis is delta-9-tetrahydrocannabinol (A^THC),

which was then synthesized.^-® Several other can-

nabinoids have since been isolated and charac-

terized.

In 1975, it was reported that A^THC was

superior to placebo in alleviating the severe nau-

sea and vomiting which commonly accompanies

anticancer chemotherapy,® but the large doses

which were used caused euphoria and tachycar-

dia (rapid heart rate) in normal volunteers.

Soon thereafter a new cannabinoid, nabilone,

was shown to have antiemetic qualities. Great

enthusiasm greeted the reports of early studies.'^

A double-blind, crossover clinical trial comparing

the antiemetic effectiveness of nabilone with pro-

chlorperazine (a standard therapeutic agent) re-

vealed that 80% of the patients responded to

nabilone while only 32% responded to prochlor-

perazine.®

In addition, the patients clearly preferred nabi-

lone for continued use. However, the use of

nabilone was associated with serious side effects:

some patients had transient psychosis, and an

appreciable number suffered severe hypotension.

After completion of the clinical trials, unexpected

neurologic toxicity was discovered in dogs receiv-

ing high doses of the drug for prolonged intervals.

They developed seizures and sudden death. Even

though nabilone is metabolized differently in dogs

than in human beings, further clinical studies of

nabilone have been suspended for the present, at

least until the severe neurologic problems in dogs

have been solved.

Therapeutic Uses
In the treatment of glaucoma, several studies

in animals (especially rabbits) and man indicated

that A®THC when given intravenously produces a

dose-related fall in intraocular pressure in normal

and glaucoma patients.^ It acts by altering the

hemodynamic relationships of the anterior eye

chamber by increasing true outflow facility (via

dilated vessels leading away from the anterior eye

chamber) and decreasing the formation of aque-

ous humor. However, the psychoactive properties

render the drug unacceptable for widespread

clinical use. In addition, it has also been reported

that A^THC and other cannabinoids are effective

in reducing intraocular pressure when applied

directly to the eye,^® but no standard dosage has

yet evolved for use in human beings. The insolu-

bility of the compounds poses a severe problem.

Asthma (airway constriction) is a severe clini-

cal problem in large numbers of people. Some
small, uncontrolled studies on asthmatic patients

indicated that inhalation of marijuana smoke or

A®THC was followed by increase in airway con-

ductance. The effect was thought to be due to

relaxation of smooth muscle in the respiratory

tract, but controlled, double-blind, crossover

studies showed that the bronchodilator effects of

the cannabinoids were no better than those of the

drugs already in standard use (e.g., isoprotere-

nol). The insolubility of A®THC made develop-

ment of fine-particle spray difficult, and smoking

marijuana is a poor way to deliver A®THC to

asthmatic lungs since the smoke has a direct irri-

tant effect which outweighs the bronchodilator

benefit.

FDA Studies
The question is complex concerning the need

for all physicians and patients to have access to

controlled substances before efficacy is estab-

lished or serious and undesirable complications

from use are known. The present laws and regu-

lations of the Food and Drug Administration per-

mit controlled investigations to proceed in an

orderly arrangement which permits the collection

of information in a single agency. In this way, the

prescribing can be stopped abruptly if serious

reactions are identified. In addition, studies de-

signed to give specific information can proceed in

a scientific manner to answer questions about use,

dose, limitations, and such. Certain drugs have

required large numbers of doses before a serious

complication became clear. Were the prescribers

scattered and unorganized the information could

not have been accumulated. In the long run, the

public is benefited most by keeping the data con-

centrated and a new drug categorized as “in-

vestigational” until it is proven to be efficacious

and safe. Then, it can be released to all physicians

as standard therapy. The clear distinction be-

tween “investigational” and “accepted therapy”

protects the public.

Within the FDA recently a committee of fed-

eral scientists and physicians has formed the

Interagency Committee on New Therapies for

Pain and Discomfort. This group is developing

recommendations for research with promising

drugs, especially those that might bear the stigma

of abuse. This active committee is commissioning

state-of-the-art reports on research with mari-

juana, tetrahydrocannabinol and heroin.
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In Tennessee, the commissioner of the Depart-

ment of Mental Health and Mental Retardation is

responsible upon agreement of the commissioner

of the Department of Public Health for approval

of aU research projects involving the use of con-

trolled substances, including marijuana. Records

of the Department show no projects in which

human subjects were used in marijuana research.

Recommendations
At present, the laws concerning development

of new drugs and therapeutic agents amply cover

the cannabinoids. Until the new drugs are proven

eflBcacious and safe, they will remain investiga-

tional. When released they will become a part of

the therapeutic approved list and no new laws

will be needed for their use.

It does not appear, therefore, that new laws are

needed in Tennessee to cover use of marijuana or

derivatives. Investigations can proceed under
present Food and Drug laws and regulations.

Addendum:
Two Tennessee authorities of national reputation in

ophthalmology and oncology were requested to give their

views.

Roger L. Hiatt, M.D., professor and chairman, Depart-

ment of Ophthalmology at the University of Tennessee

College of Medicine in Memphis, commented that there

are many good agents for treating glaucoma, available

today, that are safe and proven. Until they are exhausted,

no further drugs are needed.

Robert K. Oldham, M.D., director. Division of

Oncology, Vanderbilt University Hospital, participated

in the double-blind, crossover clinical trial of nabilone

which ended with disastrous effects on the dogs that took

the drug on a long-term basis. He fully agrees that the

current laws are soimd and adequately cover use and

regulation of this agent. It is important to funnel in-

formation concerning adverse reactions into one re-

sponsible agency.
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APPENDIX A

House Resolution No. 106

A RESOLUTION to request the Department of Public Health to study medicinal use of marijuana.

WHEREAS, during the past several years questions have arisen concerning potentially beneficial medicinal appli-

cations of marijuana as a supplement to chemotherapy and in the treatment of glaucoma; and
WHEREAS, the states of New Mexico, Illinois, Florida and Louisiana have legalized the use of marijuana for

medicinal treatment under specified circumstances; and
WHEREAS, the Vanderbilt University Medical School, under the auspices of the Tennessee Medical Association, is

presently conducting a study of possible medical applications of marijuana; and
WHEREAS, marijuana is currently classified under Tennessee Code Annotated, Section 52-1422, as a schedule

VI controlled substance, possession and use of which is proscribed; now, therefore,

BE IT RESOLVED BY THE HOUSE OF REPRESENTATIVES OF THE NINETY-FIRST GENERAL AS-
SEMBLY OF THE STATE OF TENNESSEE, That this body hereby requests the Department of Public Health to

study medicinal applications and use of marijuana.

BE IT FURTHER RESOLVED, That the Department of Public Health may examine actions by other states con-

cerning legalization of marijuana for medicinal use, and any applicable studies, research, or reports, and such other

information or matters as such department deems appropriate. ^
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Medical Grand Rounds

Ulcerative Colitis

CHARLES E. KOSSMANN, M.D., Editor

JERRY M. FRANKLIN, M.D.:
The patient was a 37-year-old white man with a two-

month history of abdominal cramps, anorexia, and a

weight loss of 30 to 40 lb. For two weeks he had 18 to

20 bloody, mucoid stools per day with severe tenesmus,

postprandial nausea and vomiting, night sweats, and sub-

jective fever without chills. An abdominal pain began as

a low midline cramp just prior to admission.

He had an uncle reported to have ulcerative colitis.

He drank water from a cistern. He had made no recent

trips outside the continental United States.

The rectal temperature was 99.2 F, pulse 120 beats per

minute, blood pressure 130/90 mm Hg. He was well de-

veloped, pale, and appeared chronically ill, with some
superficial perioral and buccal mucosal ulcerations. There
was some mild lower abdominal tenderness. Rectal feces

showed a 4-1- positive guaiac reaction, and sigmoidoscopy
to 25 cm revealed an edematous friable hyperemic granu-

lar mucosa.
The hematocrit was 39%, white blood cell count

11,200/cu mm with 14% band forms and 61% seg-

mented forms of the granulocytes. The KUB roentgeno-

gram showed some small bowel gas but no fluid levels or

other abnormality. The wet stool examination showed
inflammatory exudate with one questionable ameba but

the complement fixation test for amebae was negative.

The patient was fed by total parenteral hyperalimenta-

tion and given ACTH by infusion in a dose of 40 USP
units per day. He was treated briefly with metronidazole

(Flagyl) on the basis of a possible ameba in the stool

but when the complement fixation titers were returned

this was discontinued. As frequency of stools gradually

decreased he was started on a low-residue diet, oral

prednisone 40 mg per day, and sulfasalazine 500 mg
orally, every six hours, later increased to 1 g every six

hours.

After approximately three weeks in the hospital sig-

moidoscopy was repeated but showed little change in the

mucosa. He was started on hydrocortisone enemas at

bedtime, and discharged when it was felt he had reached

maximum hospital benefit, having three to four semi-

formed stools per day. He was continued on prednisone,

steroid enemas and sulfasalazine, and the plan was to do
a barium enema and other workup when he was stable

from his disease.

The discharge diagnosis was ulcerative colitis with

passive-aggressive personality disorder.

PHILLIP D. BERTRAM, M.D.:

This case affords us an opportunity to talk

about a disease which is not only a bowel disease

but also a systemic disease with many newly rec-

From the Department of Medicine, University of

Tennessee, 951 Court Ave., Memphis, TN 38163
City of Memphis Hospital Case No. 653518. Presented

July 11, 1979.

ognized features from the viewpoints of patho-

genesis, therapy, and clinical course.

Differential Diagnosis

Fd like to start out by emphasizing two aspects

of the differential diagnosis of ulcerative colitis,

first in terms of diseases which may mimic it and

may have to be excluded rather rapidly when a

patient presents acutely ill as this gentleman did,

and second in terms of diseases that ulcerative

colitis may mimic.

A number of diseases may have an acute onset

of bloody diarrhea, with rectal ulcerations, friable

mucosa, crypt abscesses on biopsy, and gen-

eralized inflammation identical to that seen with

ulcerative colitis. While not all of these need to

be excluded in a particular individual, certainly

some must be considered in every case.

Bacterial infections are common; some are ac-

tually on the increase, notably gonococcal proc-

titis and staphylococcal enterocolitis in adults.

Both of these may produce friability and diffuse

ulceration of the rectal mucosa indistinguishable

from that seen in acute ulcerative colitis. In the

pediatric age group infection with salmonella or

shigella at times masquerades as acute ulcerative

colitis. Such a case was referred to Le Bonheur

Hospital not too long ago for a colectomy; it was

thought the child had acute diffuse fulminant

ulcerative colitis because there were ulcers in the

entire colon. Subsequent stool cultures grew out

salmonella, and with prompt antibacterial treat-

ment the child recovered and is now doing well.

Therefore, it is important to remember that bac-

terial infections may mimic ulcerative colitis.

Another infection seen not uncommonly is

lymphogranuloma venereum. We ordinarily think

of this disease as causing perirectal and perineal

ulcers and fistulas but it may cause an acute dif-

fuse proctitis.

Amebiasis certainly is one of the conditions

that we always try to think of and exclude in a

patient with acute diarrhea. It is interesting that

the patient presented today did have an ameba
in the stool. Not all amebae are pathogens, and

indeed, it is the rare ameba that is Entamoe^'a
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histolytica; most are Entamoeba coli which are

of no pathogenic significance. To rule out ame-

biasis, it is necessary to obtain an ameba
hemagglutination titer on the patient before

recommending a colectomy for a presumed other

cause.

Proctitis may occur following pelvic irradiation.

Diverticulitis is a rare consideration; it does not

occur below the peritoneal reflection and should

not generate a diffusely inflamed rectum. Post-

antibiotic proctocolitis and pseudomembranous

colitis are being seen with increasing frequency,

particularly in older debilitated individuals who
receive broad spectrum antibiotics and develop

overgrowth of Clostridia and lesions indistinguish-

able from those of ulcerative colitis.

Other systemic diseases, such as Behcet’s syn-

drome, polyarteritis, and the like may cause rectal

lesions. Use of enemas, particularly soap suds

enemas, can cause an appearance of the bowel

simulating other diseases. Parenthetically, soap

suds enemas should be avoided since they do

cause an acute, perhaps hypersensitivity colitis

that may terminate fatally.

In summary, before categorically making a

diagnosis of acute ulcerative colitis, many other

diseases must be considered.

Extracolonic Manifestations
It is now well known that ulcerative colitis may

present with extra-intestinal systemic manifesta-

tions even in the absence of bowel problems or

with minimal bowel symptoms.

Arthritis of two different types can occur in

both ulcerative colitis and Crohn’s disease. The
first type is a peripheral arthritis that tends to be

symmetrical, mimicking rheumatoid arthritis in its

distribution but differing from it in not causing

deformity. It has been postulated to arise from

an antigen-antibody complex, perhaps bacterial

in origin, deposited in the joints. It either ante-

dates or occurs at the onset of the bowel disease

and tends to parallel its activity. It subsides with

treatment of the intestinal manifestations or with

colectomy and subsidence of the bowel disease.

The second type of arthritis is not as benign or

as easily treated. It is an ankylosing spondylitis

which fortunately occurs in a minority of patients.

It is associated with HLA W-27 in the serum and

total colon involvement. This arthritis does not

parallel the course of the colitis but instead, once

developed, progresses inexorably to a stiff back

syndrome and all the other manifestations of

ankylosing spondylitis. It does not respond to
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colectomy or to steroid therapy.^

Renal disease, particularly renal calculi, may
occur and again be the initial manifestation of

ulcerative colitis or Crohn’s disease. The calculi

may be of two types. Oxalate stones are more

prevalent with Crohn’s disease, particularly when
there is small bowel involvement; urate stones are

more frequent in patients with ulcerative colitis.

Erythema nodosum and pyoderma gangre-

nosum occur in chronic inflammatory bowel dis-

ease. Erythema nodosum is seen more commonly

with regional enteritis but can be encountered in

ulcerative colitis. Like the peripheral arthritis, it

occurs before or with the onset of bowel disease

and parallels its activity. Pyoderma gangrenosum

is a fairly specific lesion for ulcerative colitis,

although it can be seen with Crohn’s disease; it

probably also reflects a deposition of an antigen-

antibody immune complex, most often in the skin

of the abdominal wall or thighs, leading to large

necrotic disfiguring lesions.

Hepatic disease may present either as abnormal

liver function tests with evidence of pericholangitis

on liver biopsy, or as a more severe clinically

significant and distressing hepatic lesion, scleros-

ing cholangitis. Pathologically the latter consists

of irregular narrowings of the common bile duct

which may extend into the hepatic radicals lead-

ing to symptoms of cholestasis, itching and sec-

ondary biliary cirrhosis. Sclerosing cholangitis is

fortunately rare. Its course tends to be unaffected

by medical treatment or by cholecystectomy.

Other lesions which may occur include iritis

and uveitis, and oral ulcers as seen in this patient.

Less commonly, serious reactions such as myo-

carditis and pericarditis occur. Psychotic episodes

are seen, either in patients who have acute colitis

or in patients who are being treated with long-

term steroids. Malnutrition is not uncommon in

adolescents or young children and is manifested

as failure to thrive, delayed sexual maturation,

and restricted bone growth. It is important to

screen any child with malnutrition or delayed

maturation for inflammatory bowel disease.^

Clinical Course
With these points in mind let’s talk about the

way ulcerative colitis may present, and its clinical

course. When confronted with a patient with

bloody diarrhea and symptoms such as this pa-

tient had, certainly the differential diagnosis

should include all the diseases discussed earlier.

When, however, the diagnosis of ulcerative colitis

is strongly suspected or definitely diagnosed, at-
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tention should be turned to the type of onset and

attempts made to classify the disease as mild,

moderate, or severe. This is necessary because

the prognosis for recovery from the acute attack,

the chance of developing life-threatening compli-

cations, and indeed the long-term clinical course

may depend on the severity of the initial attack.

Mild disease, perhaps 50% to 60% of all cases,

may present with bloody diarrhea or less com-

monly with nonspecific symptoms such as malaise,

fatigability, and pallor. Arthritic symptoms are

not uncommon in this situation. Stools rarely

occur more than four or five times a day. Mod-
erate disease makes up about 25% of aU patients.

It is characterized by a greater number of stools,

six to ten per day, and more rectal bleeding.

Colonic as opposed to extracolonic complaints are

much more common in the moderate than in the

mild category. The severity of the disease, there-

fore, correlates with the extent and severity of the

colonic involvement at the outset. Fortunately,

only a minority of patients present with acute

fulminating disease. The clinical picture is one of

shock, dehydration, acidosis, sepsis, hyperpyrexia,

and hypoalbuminemia—the phenomena of an

acute debilitating process. The stools are greater

in volume and in frequency, indicating total in-

volvement of the colon. Hypoalbuminemia occurs

because of the generalized catabolic condition,

loss of albumin in the stool, and failure of oral

intake. These individuals have an increased fatal-

ity rate compared to the patients with a less severe

onset. Several clinical courses ^ may ensue in the

individual who develops an acute attack of ul-

cerative colitis (Fig. 1). A small minority with

an acute fulminating form may subsequently be-

come completely asymptomatic, and enjoy ap-

parent long-term, perhaps permanent, remission,

but this type has the highest fatality rate. Some
patients pursue a relapsing course with sporadic

exacerbation, and some may terminate in a ful-

minant episode. The relapsing type may also

merge into a continuous type that may either per-

sist as low grade, continuous bowel activity, or

have fulminating exacerbations. It is important to

follow these patients on a regular basis and evalu-

ate their response to therapy, the factors involved

in exacerbations, and other relevant clinical data.

A relapsing-remitting course occurs in the majority

of patients (65%); a chronic continuous course

in 30% ; and an acute fulminating course in 5%
In the period 1938 to 1952, patients who pre-

sented with the fulminating type of ulcerative

colitis had a 34% mortality rate; those with

moderate attacks had a rate of 20%, and those

with mild ulcerative colitis were rarely fatal.^ In

the period 1952 to 1962 the mortality rate of

those with severe attacks didn’t change appre-

ciably. Nothing now in our therapeutic armamen-
tarium—hyperalimentation, bowel rest, cortisone,

ACTH—has done much to alter the high fatality

rate of fulminating ulcerative colitis. However,

the death rate in the moderate attack—that which

comprised 20% of all the cases earlier—de-

creased rather significantly as did the rate in

patients with mild attacks. Therefore the more
common clinical types have improved in terms of

fatality. I think we can attribute this to our better

understanding of the disease and better therapy.

Therapy
Generally, one proceeds as in the patient pre-

sented today. First, evaluate the clinical severity

and adjust the therapy accordingly. Certainly an

individual with severe or moderate bowel disease

should have his bowel put at rest by giving in-

travenous fluids and stopping oral intake. If the

bowel is at rest, another means of nutrition must

RELAPSING TYPE WITH FULMINATING RELAPSE

RELAPSING TYPE MERGING INTO CONTINUOUS TYPE

CHRONIC CONTINUOUS TYPE WITH EXACERBATION

Figure 1. Clinical courses of ulcerative colitis (from

Bockus et al 3).

MARCH. 1980 193



be instituted because catabolic states can easily

supervene and contribute to the debility and mor-

tality. Hyperalimentation is a boon to these indi-

viduals who can’t eat. Intravenous fluids should

be given to correct the acid-base and fluid im-

balance.

Let us look closer at cortisone, and then at

ACTH. We give cortisone to patients who pre-

sent with an acute attack of ulcerative colitis. Are

we being helpful or not? On the whole, patients

seem to do better in terms of achieving remission

and in terms of clinical improvement compared

to those who are not treated with cortisone.

Available data would indicate that cortisone in

the acute attack may diminish its severity and

length and may achieve a higher degree of remis-

sion. But by no means are steroids a panacea,

since 31% of the treated patients either do not

change or actually get worse.

Is there any advantage to ACTH over steroids?

The older literature would lead one to believe

there is. There have been therapeutic trials ® sug-

gesting an increase in the remission rate and a

decrease in the length of the acute attack with

ACTH as compared to prednisone. More recent

literature has not borne this out. Data from a

1975 series suggest that ACTH does not offer a

distinct therapeutic advantage over cortisone.®

Additionally, ACTH presents problems. First, its

value depends on the integrity of the adrenal

glands, as it stimulates the adrenals to release

cortisol, which it is thought suppresses the inflam-

mation. Therefore, ACTH cannot be used in a

patient whose adrenals are suppressed, as they

are in a patient who has received previous steroid

therapy. Second, there is an increased incidence

of steroidal side effects, such as hyperpigmenta-

tion and the development of Cushingoid features,

in patients treated with ACTH. Third, there is

no change in the long-term course of patients

with ulcerative colitis, regardless of treatment

with ACTH or steroids. Fourth, if a patient is

treated with ACTH there are problems with con-

version to steroids later on. Finally, ACTH can

be given only parenterally. To sum up, we use

prednisone initially intravenously and later by

mouth rather than deal with the disadvantages of

ACTH.
Other therapeutic methods are not useful in

the acute attack. Today’s patient was treated

initially with ACTH, then switched over to

prednisone. When he was discharged from the

hospital, steroid enemas and sulfasalazine with a

trial of metronidazole were added. Sulfasalazine
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has no place in the treatment of the acute attack

of ulcerative colitis, but is important in long-

term management. A physiologic basis for the

action of sulfasalazine is suggested by recent

studies which have indicated that there are in-

creased prostaglandins in the rectal mucosa in

patients with ulcerative colitis,^ correlating quan-

titatively with the degree of activity and inflam-

mation. Sulfasalazine is broken down in the gut

into two compounds, one of which, 5-amino-

salicylic acid, has a direct antiprostaglandin ac-

tion, inhibiting prostaglandin synthesis much in

the way that aspirin does. There is, then, a pos-

sible mechanism for the action of sulfasalazine;

no longer do we ascribe its actions to a purely

nonspecific or an antibacterial effect."^’®

The other adjunctive therapies that we use

in these patients must, above all, do no harm. We
don’t routinely give opiates or anticholinergic

drugs because these may precipitate toxic mega-

colon. We don’t give foods that are irritating to

the colon; many of these patients, for example,

are milk-intolerant. We may experiment with

broad spectrum antibiotics or metronidazole, but

there is no real evidence that these agents really

help.

Finally, severe complications in the acute at-

tack of ulcerative colitis may require drastic

action, including emergency surgery. There are

four serious complications. One is toxic mega-

colon, a dread complication, usually seen in

patients who have severe ulcerative colitis, but it

may occur with moderate disease. Megacolon

may be precipitated by a barium enema (not in-

dicated in the acute attack), bv colonoscopy,

opiates, anticholinergic agents, and at times even

sigmoidoscopy. Bear in mind that toxic mega-

colon is not specific for ulcerative colitis; it may

be seen with amebiasis, pseudomembranous en-

terocolitis, and other severe inflammatorv bowel

diseases. There is a 13% to 30% mortality rate

with this complication,® and medical therapy

probably increases the mortality rate. This is gen-

erally considered to be a surgical disease. It is

well to watch the patient for a while and try to

stabilize him, but in many cases impending

perforation or sepsis will force one’s hand.

Hemorrhage may be massive because of the ex-

treme mucosal involvement, and this may neces-

sitate surgery. Perforation of the colon may occur

in association with toxic megacolon or it may
occur independently and complicate an otherwise

mild attack of ulcerative colitis. And finally,

(Continued on page 196)
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X-ray of the Month

A. JAMES GERLOCK, JR., M.D. and CARLOS A. MUHLETALER, M.D.

Presented is a 30-year-old woman with progressive

severe dysphagia and weight loss. The esophagogram
done at the time of admission is shown in Figure 1.

What is your diagnosis?

( 1 ) Papillary carcinoma

(2) Zenker’s diverticulum

(3) Intraluminal tumor
(4) Stricture of caustic esophagitis

Figure 1. Esophagogram of a patient with chronic

severe dysphagia.

Discussion

Numerous lesions can be seen on the barium

esophagograms of patients with chronic dysphagia,

and esophagographic patterns of four of these

lesions are seen in Figure 2. They are (A) stric-

ture of caustic esophagitis, (B) intraluminal

tumors, (C) papillary carcinoma, and (D) Zen-

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232.

Figure 2, (A) Esophagogram of a stricture of caustic

esophagitis showing a short, tubular narrowed seg-

ment, with smooth outlines and tapered margins.

The esophagus is dilated above the narrowed segment.
(B) Esophagogram of an intraluminal tumor showing
a smooth, polypoid filling defect with acutely angulated
sulci. (C) Esophagogram of a circumferential papillary

carcinoma showing an irregular narrowed segment with

abrupt overhanging edges. (D) Esophagogram of a

Zenker's diverticulum.

ker’s diverticulum. The strictures of caustic

esophagitis usually occur one to two months after

the ingestion of a corrosive material and are pro-

duced by healing of the damaged segment of the

esophagus. These strictures appear on the esopha-

gograms as short tubular narrowed segments

which are smooth in outline and have tapered

margins (Fig. 2A). Above the stricture, the

esophagus is often dilated. Despite therapeutic

efforts, these strictures become progressively

stenotic, accounting for the chronic dysphagia in

these patients.^’2

Intraluminal esophageal tumors are epithelial

in origin and consist of either papillomas, fibro-

papillomas, adenomas or fibroadenomas. These

benign tumors appear as smooth polypoid filling

defects on the esophagograms. Their intraluminal

nature is noted by the acutely angulated sulcus

formed at the junction of the base of the tumor

with the wall of the esophagus^ (Fig. 2B). The
esophagographic appearance of these tumors is

quite different from the appearance of a papillary

fungating carcinoma of the esophagus, which may
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invade the entire circumference of the esophagus

(Fig. 2C). The tumor narrows the lumen of the

esophagus, but the outline of the narrowed seg-

ment is not smooth but irregular, because the

mucosa of the esophagus is destroyed by the

tumor. The transition between the tumor and ad-

jacent segments of the esophagus is abrupt, with

sharp overhanging edges.^

A large Zenker’s diverticulum can also produce

chronic dysphagia. This lesion is easily seen on

the esophagograms. The neck of the diverticulum

lies without exception in the midline of the pos-

terior wall at the pharyngoesophageal junction. It

is a pulsion diverticulum formed from herniation

of the mucosa and submucosa of the esophagus

through a weak point between the oblique and

circular fiber of the cricopharyngeal muscle.^ In

its chronic form, the diverticulum is seen on the

esophagogram as a voluminous inert sac that

pushes down between the spinal column and the

esophagus (Fig. 2D).

Medical Grand Rounds . . .

(Continued from page 194)

malignant cachexia—malnutrition, hypoalbumin-

emia and sepsis—may fail to be reversed with

medical management; surgical removal of the

colon may be the only way to salvage the patient.

Are the Inflammatory Bowel Diseases
Specific Entities? ^
We are now unable to make a clear-cut distinc-

tion between the three common inflammatory

bowel diseases. Formerly, we thought ulcerative

proctitis was a benign self-limited disease lo-

calized to the rectum. We knew Crohn’s disease

was a distinct clinical entity involving the colon

and also the small bowel but rarely the rectum.

We thought ulcerative colitis always started in the

rectum and progressed proximally. These beliefs

are not now fully tenable because 5% to 15%
and probably more cases of ulcerative proctitis,

the lesion that we thought was benign, can pro-

gress proximally to involve the colon and become

classical ulcerative colitis. It is even possible that

ulcerative colitis always starts this way. Further,

we know that some cases of ulcerative colitis

may start with only minimal involvement of the

rectum and have the major disease in the more
proximal colon. We have seen overlapping syn-

dromes which mimic Crohn’s disease not only
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Reviewing the four radiographic patterns of the

esophagograms shown in Figure 2A-D, it can be

seen that the most likely diagnosis in this case is a

stricture of caustic esophagitis, and indeed this

was true. As in most radiological diagnoses a

correlation with the patient’s postclinical history

is most helpful. This patient had attempted suicide

some three months earlier by ingesting a cleansing

solution containing 6.0 N hydrochloric acid. She

was managed on steroid therapy, but is now com-
plaining of chronic dysphagia. The esophagogram

shows a severe stricture in the proximal portion

of the esophagus.

ANSWER: (4) Stricture of caustic esophagitis.
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with transmural inflammation but also diffuse

rectal involvement characteristic of ulcerative

colitis. We are unable to classify these patients

definitely into one disease or the other. I think we

are dealing more with a continuum of inflam-

matory bowel disease, at one end of which is

classic Crohn’s disease and at the other is classic

ulcerative proctitis with most cases falling some-

where in between. That is the present state of the

art and the science. / ^
Acknowledgment:

Figure 1 is reproduced with permission from Gastro-

enterologia (86:459, 1956).
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 17-year-old woman was admitted to St. Thomas
Hospital for cardiac catheterization. A heart murmur
had first been noted on a routine school examination at

age 5 years, and she was told shortly after that she might

have a “hole in the heart,” although there was no history

of cyanosis, syncope, or chest pain. She did not sub-

sequently see a physician, and she takes no medications.

For two years prior to this admission she had increasing

difficulty during physical education classes in school and
complained of easy fatigability associated with dyspnea

on moderate exertion. Examination at the time of ad-

mission disclosed a healthy appearing young woman with

good color, and without clubbing of the fingers. Blood
pressure was 120/80 mm Hg. The arterial pulses were
excellent. She had a prominent a wave in the jugular

venous pulse, and a systolic thrill was palpable at the

first and second intercostal spaces along the left sternal

border. There was a left parasternal heave. On ausculta-

tion a grade IV/VI harsh, late-peaking ejection murmur
was heard over the entire precordium and over the lung

fields posteriorly. No diastolic murmur was audible and
no ejection click could be discerned. A PA and lateral

film of the chest disclosed normal pulmonary vascula-

ture. A prominent salient of main pulmonary artery was
noted. An electrocardiogram was obtained (Fig. 1).

From the Department of Cardiology, St. Thomas Hos-
pital, Box 380, Nashville, TN 37202.

Discussion

This electrocardiogram shows sinus rhythm

with a rate of 60 per minute. The PR interval is

normal at .17 seconds. The P amplitude and

orientation is normal. The QRS forces are di-

rected to the right causing a deep S wave in

standard lead I and an R wave in III which is

slightly more prominent than the R wave in II.

In addition, there is a late R wave in aVR. Asso-

ciated with the right axis deviation is the presence

of a very prominent R wave in Vi. The T waves

are inverted in Vi and V3 . (The prominent S

wave in V2 with an upright T wave appears

strangely out of place and suggests that the lead

was placed unusually superiorly.) These findings

of right axis deviation with prominent anterior

QRS forces (tall R in Vi) are pathognomonic of

right ventricular enlargement.

Three basic patterns may be seen in the right

precordial leads with right ventricular hyper-

trophy: (1) a taU initial R wave, (2) an RSR'
pattern, and (3) A qR complex.^ On occasion

-
1;*

uiL

Figure 1
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TABLE 1

ELECTROCARDIOGRAPHIC SIGNS OF RIGHT VENTRICULAR ENLARGEMENT ‘

Test Sensitivity Specificity Correctness

1. RVi>7 mm 0.02 0.99 0.78

2. SVi<2 mm 0.06 0.98 0.78

3. SVs or V6>7 mm 0.26 0.90 0.76

4. RVi and SVs or Ve>10.5 mm 0.18 0.94 0.77

5. RVs or Ve<5 mm 0.13 0.87 0.71

6. R/SVs or Ve<l 0.16 0.93 0.77

7. R aVR>5 mm 0.00 1.00 0.78

8. (R:S V5)/(R;S VO <.4 0.06 0.99 0.79

9. R:S Vt>l 0.06 0.98 0.78

10. 0.1. D. Vi or V2.O4 to .07 sec 0.08 0.94 0.76

11. Right axis deviation>110° 0.12 0.96 0.78

12. R'Vi<.08 sec 0.03 0.98 0.77

13. Si, S2 , S3 0.24 0.87 0.73

14. Si, Qs 0.25 0.87 0.73

15. QR Vi 0.05 0.99 0.79

16. S V5 & Ve 0.58 0.53 0.54

17. R'Vi>10 mm 0.00 1.00 0.78

18. Dip in R:S ratio 0.28 0.76 0.65

right ventricular enlargement may be present with

very diminutive anterior forces but this is most

commonly seen in people with increased pul-

monary vascular resistance due to chronic lung

disease. The concept of systolic and diastolic

overloading of the heart ^ is a useful physiologic

model but correlates poorly with electrocardio-

graphic data. In patients with congenital heart

disease, however, increased volume in the right

ventricle is more commonly associated with an

RSR' in the right chest leads, and increased right

heart pressure (systolic overloading) is more

commonly associated with a tall R wave or a qR.

Similarly, mild pulmonic stenosis is more fre-

quently associated with an RSR' complex,

whereas more severe pulmonic stenosis is asso-

ciated with tall R pattern.®

Many electrocardiographic signs of right ven-

tricular enlargement were reviewed for sensitivity

and specificity in 1,411 hearts dissected over a

six-year period by Flowers and Horan. ^ Right

ventricular enlargement was defined at necropsy

as a right ventricular free wall mass weighing in

excess of 71 g or a right ventricular weight in

excess of 30% of total ventricular weight. Dila-

tation of the right ventricle (which may not corre-

late well with right ventricular mass) may also

result in electrocardiographic changes of right

1*98

ventricular enlargement. Table 1 summarizes the

specificity, sensitivity and correctness found by

Flowers and Horan in their evaluation of 18

electrocardiographic variables related to right

ventricular enlargement.

Right heart catheterization showed the patient

to have valvular pulmonic stenosis with a right

ventricular pressure of 112/0-14 mm Hg. The
simultaneous pulmonary artery pressure was

18/12 mm Hg. Right atrial pressures were 8 mm
Hg mean with an a wave of 16 mm Hg. Subse-

quent pulmonary valvulotomy reduced the gra-

dient to 25 mm Hg and the patient has been

asymptomatic over a one-year follow-up period.

ELECTROCARDIOGRAPHIC DIAGNOSIS:
Right ventricular enlargement.

ANATOMIC DIAGNOSIS: Valvular pulmonic

stenosis—moderately severe.
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Mental Health Report

DMHMR Launches a Five-Year Plan

In the summer of 1979, Dr. James S. Brown,

state mental health and mental retardation com-

missioner, directed the DMHMR to develop a

five-year master plan for delivery of alcohol and

drug, mental health, and mental retardation ser-

vices to Tennesseans with a special need for them.

“I view the development of a good, compre-

hensive departmental plan as one of the most

important things that we can do while I am
commissioner,” he said. “And because I believe

this task to be so important, I will personally

oversee the planning process.”

Dr. Brown chairs a central planning committee

including the departmental assistant commis-

sioner for planning and evaluation and the deputy

commissioner. This committee is presently pro-

viding policy guidance to the planning process.

In addition, each of the three major divisions

of DMHMR—Alcohol and Drug, Mental Health

Services, and Mental Retardation Services—has a

statewide planning committee with subcommit-

tees in each of the state’s health systems agency

regions. Assistant commissioners serve as execu-

tive secretaries for their respective planning com-

mittees while providing staff assistance.

A set of broad goals has been provided to the

committees, articulating the philosophical prin-

ciples to be employed in the planning process.

• The Tennessee Department of Mental

Health and Mental Retardation exists solely to

serve persons in Tennessee who abuse alcohol

and other drugs, who are mentally ill, or who are

mentally retarded. Any other administrative or

programmatic goal of the DMHMR will be estab-

lished only if it is intended to enhance our ability

to serve our clients.

• No person shall be inappropriately placed in

an institutional or community mental health or

mental retardation program. Placement of indi-

viduals wiU be determined solely on the basis of

individual therapeutic or program needs.

• All persons shall be treated in the least

restrictive environment and as close to home as

possible. This necessitates the development of

appropriate community-based programs to meet

From the Tennessee Department of Mental Health
and Mental Retardation, Nashville, TN 37219.

most of the needs of the mentally ill, mentally

retarded, and the substance abuser.

• Mental health centers and institutes wiU be-

come highly specialized secondary and tertiary

care facilities. They may become smaller in size

or stay about the same, but they will probably

not get larger. By 1985, as a result of increased

and improved community programming, the pop-

ulation of our developmental centers should de-

crease from 2,285 to 2,000 residents and the

population of our mental health institutes should

decrease from 2,800 to 2,100 patients.

• All community and institutional programs

should be licensed and monitored regularly. No
person should be transferred to a program which

is of lesser quality than the program he is already

in or that is less appropriate to his needs. Mental

health institutes will remain JCAH accredited,

and developmental centers will retain the future

equivalent of present accreditation status.

• The mental health and retardation system

will subscribe to professionalism in all programs.

This means the selection of the best qualified

employees avaUable for service to our patients,

residents, and clients. Selection and promotion of

these employees wUl be independent of political

affiliations, religion, race, or sex.

• Our mental health programs should be ad-

ministered in the most effective and efficient man-
ner possible. We have a responsibility to provide

the best care available, but we also have a re-

sponsibihty to the taxpayer, who pays for most

of these services, to ensure that we reduce waste,

duphcation, and unnecessary services.

• Prevention of mental illness, developmental

disabilities, and alcohol and drug abuse should be

a primary concern of our planning activities. Pre-

vention is more humane, less costly, and more
effective than treatment.

Dr. Brown reported that the overall purpose

of the plan is to provide the best services possible

in a manner that is cost efficient and effective.

“This plan will have a lasting impact on the ser-

vice delivery system in Tennessee,” he said. “It

behooves all of us to give it as much thought and

consideration as is necessary to make it effective.”

The initial draft is expected to be ready for

publication in April of 1980. /--
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PENINSULA PSYCHIATRIC
HOSPITAL
Jones Bend Road

Louisville, Tennessee 37777

Peninsula Hospital is a 60-bed private psychi-

atric hospital, providing treatment for acute

emotional disturbances, alcohol and drug abuse,

with separate programs for adults and adoles-

cents.

Peninsula is accredited by the Joint Commis-
sion on Accreditation of Hospitals and is a mem-
ber of the American Hospital Association, Ten-

nessee Hospital Association, and the National

Association of Private Psychiatric Hospitals.

Treatment of Patients

The age range of patients is from teens to

advanced age. Peninsula's program applies to

all categories of nervous and mental disorders,

including alcohol and drug abuse.

The program includes individual psychother-

apy, large and small group therapy, as well as

special groups for couples, adolescents, parents,

families, alcoholics.

Activities

Recreational therapies include tennis courts,

gymnasium, swimming pool, handball, paddle-

balJ, volleyball, softball, archery, jogging, fish-

ing, horseshoes, shuffleboard, weight lifting, and
mountain hiking.

Occupational therapies include crafts, music,

sewing, needle art, library, and table games.

A high school educational program is con-

ducted by an educational specialist and is co-

ordinated with pubiic school programs.

Admission Procedures

Patients have access to the full range of ac-

tivities on the scenic 25 acre ground located

on Fort Loudon Lake.

Patients may be admitted by telephone ap-

pointment upon referral of their doctor or may
be self referred. It is desirable for the hospital

to receive information from physicians and
therapists who have previously treated the

patient.

Patient Inquiries Welcome

(615) 573-7913 Bruce Q. Green, M.D.

(615) 983-8216 Will Brownlow, Administrator
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Tenuate^®
(diethylpropion hydrochloride NF)

Tenuate Dospan®
(diethylpropion hydrochloride NF) controlled-release

AVAILABLE ONLY ON PRESCRIPTION
Brief Summary
INDICATION; Tenuate and Tenuate Dospan are indicated in the

management of exogenous obesity as a short-term adjunct (a few
weeks) in a regimen of weight reduction based on caloric restriction

The limited usefulness of agents of this class should be measured

against possible risk factors inherent in their use such as those

described below.

CONTRAINDICATIONS: Advanced arteriosclerosis, hyperthyroidism,

known hypersensitivity, or idiosyncrasy to the sympathomimetic

amines, glaucoma. Agitated states. Patients with a history of drug

abuse. During or within 14 days following the administration of mono-
amine oxidase inhibitors, (hypertensive crises may result).

WARNINGS: If tolerance develops, the recommended dose should

not be exceeded in an attempt to increase the effect, rather, the drug

should be discontinued. Tenuate may impair the ability of the patient

to engage in potentially hazardous activities such as operating

machinery or driving a motor vehicle, the patient should therefore be

cautioned accordingly. Drug Dependence: Tenuate has some chemi-

cal and pharmacologic similarities to the amphetamines and other

related stimulant drugs that have been extensively abused. There

have been reports of subjects becoming psychologically dependent

on diethylpropion. The possibility of abuse should be kept in mind

when evaluating the desirability of including a drug as part of a weight

reduction program. Abuse of amphetamines and related drugs may
be associated with varying degrees of psychologic dependence and

social dysfunction which, in the case of certain drugs, may be severe.

There are reports of patients who have increased the dosage to mapy
times that recommended. Abrupt cessation following prolonged high

dosage administration results in extreme fatigue and mental depres-

sion; changes are also noted on the sleep EEG. Manifestations of

chronic intoxication with anorectic drugs include severe dermatoses,

marked insomnia, irritability, hyperactivity, and personality changes.

The most severe manifestation of chronic intoxications is psychosis,

often clinically indistinguishable from schizophrenia. Use in

Pregnancy Although rat and human reproductive studies have not

indicated adverse effects, the use of Tenuate by women who are

pregnant or may become pregnant requires that the potential benefits

be weighed against the potential risks. Use in Children. Tenuate is

'

not recommended for use in children under 12 years of age.

PRECAUTIONS: Caution is to be exercised in prescribing Tenuate

for patients with hypertension or with symptomatic cardiovascular

disease, including arrhythmias. Tenuate should not be administered

to patients with severe hypertension. Insulin requirements in diabetes

mellitus may be altered in association with the use of Tenuate and

the concomitant dietary regimen. Tenuate may decrease the hypo-

tensive effect of guanethidine. The least amount feasible should be

prescribed or dispensed at one time in order to minimize the possibility

of overdosage. Reports surest that Tenuate may increase convul-

sions in some epileptics. Therefore, epileptics receiving Tenuate

should be carefully monitored. Titration of dose or discontinuance of

Tenuate may be necessary.

ADVERSE REACTIONS: Cardiovascular: Palpitation, tachycardia,

elevation of blood pressure, precordial pain, arrhythmia. One pub-

lished report described T-wave changes in the ECG of a healthy young

male after ingestion of diethylpropion hydrochloride. Central Nervous
System: Overstimulation, nervousness, restlessness, dizziness, jit-

teriness, insomnia, anxiety, euphoria, depression, dysphoria, tremor,

dyskinesia, mydriasis, drowsiness, malaise, headache: rarely psy-

chotic episodes at recommended doses. In a few epileptics an

increase in convulsive episodes has been reported. Gastrointestinal:

Dryness of the mouth, unpleasant taste, nausea, vomiting, abdominal

discomfort, diarrhea, constipation, other gastrointestinal distur-

bances. Allergic: Urticaria, rash, ecchymosis, erythema. Endocrine:

impotence, changes in libido, gynecomastia, menstrual upset. Wema-
topoietic System. Bone marrow depression, agranulocytosis, leuko-

penia. Miscellaneous: A variety of miscellaneous adverse reactions

has been reported by physicians. These include comolaints such as

dyspnea, hair loss, muscle pain, dysuria, increased sweating, and

polyuria.

DOSAGE AND ADMINISTRATION; Tenuate (diethylpropion hydro-

chloride): One 25 mg. tablet three times daily, one hour before meals,

and in midevening if desired to overcome nipht hunger. Tenuate

Dospan (diethylpropion hydrochloride) controlled-release: One 75 mg.

tablet daily, swallowed whole, in midmorning. Tenuate is not recom-

mended for use in children under 12 years of age.

OVERDOSAGE: Manifestations of acute overdosage include rest-

lessness, tremor, hyperreflexia. rapid respiration, contusion, assault-

iveness, hallucinations, panic states. Fatigue and depression usually

follow the central stimulation. Cardiovascular effects include arrhyth-

mias, hypertension or hypotension and circulatory collapse. Gastro-

intestinal symptoms include nausea, vomiting, diarrhea, and

abdominal cramps. Overdose of pharmacologically similar com-

pounds has resulted in fatal poisoning, usually terminating in con-

vulsions and coma. Management of acute Tenuate intoxication is

largely symptomatic and includes lavage and sedation with a barbitu-

rate. Experience with hemodialysis or peritoneal dialysis is inade-

quate to permit recommendation in this regard. Intravenous

phentolamine (Reoitine") has been suggested on pharmacologic

grounds for possible acute, severe hypertension, if this complicates

Tenuate overdosage.

Product Information as of April, 1976

MERRELL-NATIONAL LABORATORIES Inc.

Cayey, Puerto Rico 00633
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MERRELL-NATIONAL LABORATORIES
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Cincinnati, Ohio 45215, U.S.A.

Licensor of Merrell"

References: 1 . Citations available on request from Medical Research

Department, MERRELL-NATIONAL LABORATORIES, Cincinnati,

Ohio 45215, 2. Hoekenga. M T, O'Dillon [Dillon |, R H
. and Leyland.

H M.: A comprehensive review of diethylpropion hydrochloride In,

Central Mechanisms of Anorectic Drugs, S Garattini and R. Samanin,

Ed„ New York, Raven Press. 1978, pp. 391-404.

Merrell
9-4672 (Y957A)



The Physician 's Responsibility

In Treating Drug Addiction

Ja&ies W. Hays

pie/icIcfilV
poge

In view of recent events it would appear it is time to discuss the physician’s

responsibility to society regarding drugs, drug abuse, and addicts. This re-

sponsibility might be divided into several components, such as legal, moral,

and ethical.

I doubt that anyone would question the existence of the problem, but if he

should, a few facts might be convincing. There are an estimated 30,000 drug

abusers in Tennessee today. There are 4,000 hard core addicts in Nashville

alone. The Nashville-Davidson County Jail is filled with prisoners, 79% to

85% of whom are there on drug or drug-related charges (including alcohol).

The average age is 27 years. These figures don’t include the adolescent or

young adult experimenting with “pot,” “speed,” “acid,” or even “angel dust.”

What is our legal responsibility? According to federal regulations: (1)

schedule II drugs are to be prescribed by written prescriptions only, with no

refills. (2) Schedule III and IV drugs may be prescribed by written or oral

prescriptions and the physician may specify up to five refills; however, the

prescription is good only for six months. (3) A physician may not prescribe

narcotic drugs under any circumstances to “detoxify” or provide “mainte-

nance treatment” for an individual the physician knows is dependent on or

addicted to drugs. (4) A physician may administer or directly dispense narcotic drugs for the above

only if he is registered with the Attorney General and complies with the standards set out in 21 USCA
823 (g).^ (5) A physician, whether registered or not, may administer a narcotic drug for the purpose

of relieving acute withdrawal symptoms while arrangements are being made for referral for treatment.

This emergency treatment may not be extended beyond three days.

It would appear our moral and ethical responsibility after the fact (of addiction) would be to oper-

ate within the confines of the law. Before the fact, some of the things we can do are quite obvious. We
can assure ourselves that we will have no part in creating addiction. This means being stingy with pre-

scriptions, being unpopular with some of the patients, and at times spending more time explaining

why we won’t prescribe “pills to lose weight, tranquilize or induce sleep.” Out of the 30,000 drug

abusers mentioned above, only 2,612 have completed a treatment program (this excludes private

hospitals). Granted, the physicians referred the majority of these patients for treatment. But the small

percentage mandates the need for earlier diagnosis and more referral. Even with the best of treatment

programs, the success is directly proportional to the desire of the patient and his motivation.

The Governor’s Alcohol and Drug Dependency Advisory Commission has apparently reached sev-

eral conclusions regarding physicians, only a few of which I will mention. There should be more em-

phasis in medical schools on training physicians, not only to recognize symptoms of alcohol and drug

abuse, but also to consider and understand the underlying problems. We should accurately report

the diagnosis and not evade the issue in order to be paid. We should admit we don’t know as much
about handling these problems as we think we do!

I would also acknowledge that the Governor’s Commission should now request the input and co-

operation of organized medicine in developing solutions to the problems they found.

Agreed—the problems are legion, the solutions few, but we have to keep trying. I would suggest

for your reference the DEA publication, “Drugs of Abuse.” ^

Sincerely,

PRESIDENT

Acknowledgment: Mr. Jack Fosbinder, TMA staff attorney, assisted in the preparation of this article.
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ington, DC 20402.
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Hurting in Civilization

We like to boast that in the United States we

have the highest civilization the world has ever

known. It is a case of mistaken identity.

The other night I had the misfortune to watch

a film on television documenting the last 22

months in the life of a dying cancer patient. It

was a horror story; worse, it was a boring horror

story. It dwelt too long on sordid trivia, and so

was about twice as long as it should have been.

But it should have been, as it raised at least one

question which desperately needs an answer.

210

In our zeal to stamp out drugs from our mar-

velous civilization, we have created a monstrous

drug culture without alleviating anything. We
punish all the wrong people. We have made kings

of criminals and criminals of a lot of people

whose worst crime at the outset was that they

were weak-willed or pleasure bent. Some now

languish in jail because they turned to other

crimes to fund their habit; others spend their

time and efforts alternately trying to satisfy their

habit and kick it, totally unproductive in society.

Still others, like Joan Robinson, writhe in pain

because “we don’t want to make addicts of them.”

And we lie.

The blame, though, rests on none of these; it

rests on society itself. We have not in either in-

stance made the punishment fit the crime. Perhaps

leading another into a living death with drugs

should be a capital offense; certainly our addicts

should be supported and not prosecuted. There

would then be no profit in drug traffic, and it

follows that addiction would soon cease to be a

major problem.

What we have in this country is the highest

technology the world has ever seen, or at least

that we are aware of. To arrive at the highest

civilization, we have to rearrange some priorities.

J.B.T.

What Solemn Pride . . .

The solemn pride that must be yours

To have laid so costly a sacrifice

On the altar of freedom.

The Pacific islands are children of fire, bom of

volcanic activity. A different sort of volcano

erupted in Hawaii on December 7, 1941, a day

which, said President Roosevelt, will live in in-

famy. It is appropriate that those who died that

day rest in the crater of an inactive volcano,

Honolulu’s Punchbowl, now the site of the Na-

tional Memorial of the Pacific. As you stand on

the high side of the crater’s rim at Liberty’s feet,

where the above words are graven, you look down

a broad staircase, flanked by marble columns cov-

ered with the names of those thousands of men

killed or missing in Pacific action, whose “earthly

resting place is known only to God.” Raising your

eyes, you look along the vast mall lined by huge

monkeypod trees, out past Honolulu and Waikiki,

to Diamond Head looming in the background.
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Turning, you enter the arching colonade flank-

ing Liberty, wherein you can relive the battles of

the Pacific as you follow the war from Pearl Har-

bor to VJ Day on the huge battle maps which

cover the walls. Following the crater’s rim to the

west, from an overlook you can see where it all

began—Pearl Harbor. Pearl Harbor, with battle-

ship row and the Arizona Memorial, preserved as

a reminder that we should never again let our

vigilance flag. There are few Americans who could

not find a familiar name inscribed on the columns

of the Memorial of the Pacific. There are few dry

eyes among the visitors, and there is a catch in

your breath and a lump in your throat. What
solemn pride . . .

It would be futile, and even wicked, to dwell on

the events of those days only to revel in bitterness

about infamy. Those lives were not laid down
upon the altar of infamy, but of freedom. You see

it as tour buses disgorge hundreds of Japanese

tourists over the memorial. They have not come
to gloat. Many are of an age to be veterans them-

selves, and even though veterans of another army

or navy, their attitude is one of quiet reverence.

Who can read their thoughts? Perhaps they are

thinking how it could have been otherwise with

themselves the victors. But on the other hand,

perhaps—just perhaps—they recognize how great

is their own debt to those lying there, and to their

brothers in arms who still live. No longer sub-

servient to an absolute and despotic monarch,

they are free to stand on American soil and con-

template the sacrifice laid at Liberty’s altar. There

can be no gloating in the presence of the dead,

not at Pearl Harbor, not at Hiroshima, nor any-

where else. We can only be sorrowful, thoughtful,

and thankful.

The lesson is that freedom is costly, that it is

precious, that it is worth what it costs—vigilance

and sacrifice—and that it is easier to keep than to

win. The “day which will live in infamy” was
wartime rhetoric. If Bear Bryant can say of foot-

ball, “Winning isn’t the most important thing

—

it’s the only thing,” how much more is it true of

war. As Sherman said, “War is hell.” The sneak

attack on Pearl Harbor was worthy of Stonewall

Jackson. It was infamous only because it was done

by the wrong side. The real infamy on December

7, 1941 may have been our own lack of vigilance

and preparedness, particularly when all signs

pointed to war. Longer term, it will be that we
forget.

Lincoln closed his address memorializing those

who died at Gettysburg with the prayer that those

dead “shall not have died in vain, and that gov-

ernment of the people, for the people, and by the

people shall not perish from the earth.”

The young, both American and Japanese,

scamper about the memorial taking pictures. It is

a lovely place, and Liberty makes a handsome

backdrop for one’s sweetheart. Those who have

never known a war—how can they consider the

sacrifice?

We never seem to learn. We survive only be-

cause thus far we have been able to recover our

fumbles. When I wept in the Punchbowl it was

not for those dead, but for those who would join

them later, when the outcome could be very

different.

There is no such thing as a free lunch, and in

war, as with everything else, you may get less

than you pay for, but you never get more.

J.B.T.

Alii 0 Kaua'i

No alien land in all the world has any deep strong

charm for me but that one, no other land could so

longingly and so beseechingly haunt me, sleeping

and waking, through half a lifetime, as that one has

done. Other things leave me, but it abides; other

things change, but it remains the same. For me its

balmy airs are always blowing, its summer seas

flashing in the sun; the pulsing of its surfbeat is in

my ear; I can see its plumy palms drowsing by the

shore, its remote summits floating like islands above

the cloud rack; I can feel the spirit of its woodland

solitudes, I can hear the plash of its brooks; in my
nostrils still lives the breath of flowers that perished

twenty years ago.

—Mark Twain

The sign on the entrance gate said “Closed

—

Tapu!” but the exit gate was open, and the place

looked deserted, so I drove in, passing along an

entrance road shaded by rows of casuaria, those

insubstantial looking lacey conifers with drooping

branches bearing 14-inch needles, which they say

keep the island from being blown away by the

tradewinds. I parked beside a pickup truck, the

only other vehicle around, and strolled along

the circular driveway past ancient monkeypod

trees aflame with multicolored bougainvillea, to

the columned entrance of the plantation house, a

handsome low white frame structure all but hid-

den behind a screen of tropical vegetation. The

wide open door invited me to enter. As my eyes

accommodated to the dim light I found myself
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in a colonnaded hall lined with mirrors and topped

by three massive ornate chandeliers, each with

literally hundreds of bulbs. The wall at either end

was covered with a large mural of native scenes.

I half expected to see Emil de Becque walk across

the room toward Nellie Forbush singing “Some
Enchanted Evening,” because this is where it

happened. Instead I saw a pile of mattresses.

That’s all. Nothing more was there, and I was

alone.

Walking out through the French doors on the

far side of the hall, I picked my way through the

garden, its flagstone path almost hidden in calf-

high grass but still bright with blossoms and

flowering shrubs, to the pool house with its nearly

empty, deserted swimming pool. Its patio tables,

with umbrellas furled and chairs in place, were

ready to receive the guests who would never

come. I sat down at one of the tables beside the

railing and looked westward over Hanalei Bay,

glistening in the sun a thousand feet below, its

plantation wharf now deserted. To the south

stood Waialeale, its 5,000-foot summit en-

shrouded in clouds—Waialeale, the wettest place

on earth, with an average annual rainfall of 500

inches (950 inches one year), keeping the whole

island well supplied with water. And in the dis-

tance—Napali.

As I turned to go, a station wagon drove up,

parked, and disgorged two women. When I met

them at the entrance, one explained that her hus-

band was in charge of demolishing the buildings,

which were to be replaced with condominiums by
the developer of Princeville, a large hotel-con-

dominium-shopping complex up the road. She

had grown up, she said, down below in the

Hanalei Valley, and when she was a girl this had

been a beautiful plantation house. After World
War II, following the filming of South Pacific it

was used first as a hotel, and finally as a Club

Med; neither prospered. If I had been a few days

later, she said, I would have found only a pile of

rubble. Progress.

Once you descend the mountain into Hanalei

Valley, you are in another world—almost in an-

other century. Our early exploitation of those

lovely islands is a national disgrace, but the

depredations by the American settlers of the last

century have been largely dissipated, and thanks

to conservation policies beginning early in this

century, some of them misguided, to be sure, the

land is now green and lovely and decked in flow-

ers, even though the “indigenous” vegetation has

been largely replaced by imported exotics. (Ac-
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tually, all vegetation on this volcanic rock pile

was at one time or another imported.) The once

silt-clogged waters are again clear mirrors for the

brilliant blue sky with its cotton-candy clouds,

and once more Mother Nature has her way.

At the foot of the mountain stands a one-lane

bridge over a little stream which in the islands

passes as a river—the Hanalei River. The road

describes a “U” over the bridge; the implications

of that are enormous: no large vehicle can ne-

gotiate the bridge, thereby maintaining the rural

integrity of the northern and northwestern shore.

Until this bridge is replaced, the roughly 100

other one-lane bridges on the remaining ten miles

of roadway cannot be replaced, no hotels or high-

rises can be constructed, and the lovely beaches

and the rugged Napali coast continue to be pro-

tected. It is a “political” bridge, the object of an

intense struggle between the developers and those

seeking to maintain this last vestige of the old

uncluttered way of life.

A few miles farther on lies Haena Beach, the

lovely strip of palm-fringed sand chosen for the

filming of South Pacific. The rugged mountain

backdrop rivals “Bali H’ai” in Moorea, which it

resembles. It would have done admirably, had

not its better—or rather, the superlative—^been

found. The road ends in the shady parking area

at Ke‘e Beach. If you wish to go further, it must

be uphill and on foot, along Napali coast’s Kala-

lau trail. It is worth whatever effort it takes.

The trail, virtually unchanged since it was

paved with fitted flagstones by “The Old Ones”

(or, as legend has it, by the menehune) many
hundreds of years ago, ascends steeply, up the

sheer face of the ragged escarpment. Now and

again, breaking out into the sunlight from the

dimness of the vaulted green tunnel formed of

giant philodendron, pandanus trees, fragrant

plumeria, and other foliage, you catch a vision

fore and aft of Maunapulu‘o and Makana, their

peaks thrust into the heavens in search of light.

Groves of guava trees litter the trail with fer-

menting fruit, and wild flowers bloom in pro-

fusion. Suddenly, halfway to the summit, you

break out onto a rocky platform at the tip of one

of the longest of the coastline’s finger-like projec-

tions. Before you is a rugged vista of surpassing

beauty—a long series of coves and promontories

fading into the blue mist of distance; below is the

sapphire-turquoise-purple tie-dyed water with its

crashing breakers, and above, the bright blue

canopy of the sky.

The scene behind is only slightly less breath-
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taking. Nearly a thousand feet below are the

broad white sands of Ke‘e Beach, whence you

came, sleeping peacefully in the early morning

sun, fringed with dark stately palms, and but-

tressed by stark peaks, their tips like candle

flames above their shaded, narrow shafts. Before

it, rows of breakers cascade over a series of reefs,

sending their glistening spray high into the air. It

is hard to move on. Almost, with Faust, “.
. .

would I hail the moment fleeting, ‘Yet still delay!

Thou art so fair.’ ” But not quite. There is more

ahead.

The trail winds for 12 miles midway up the

escarpment’s face to Napali’s southern end,

passing sparkling waterfalls which plunge hun-

dreds of feet into dark shimmering crystal pools,

descending to hidden white beaches, and detour-

ing at 1 1 miles into the jungle paradise of Kalalau

Valley, the home of King Kong. Getting that far

is an overnight backpacking trip, a little more

than I could manage this time. In good weather,

the valley can be approached from the sea. Other-

wise you must be content to peer down into it

from an overlook at the crest of the elevation

separating the valley’s inland terminus from the

spectacular canyon where the Waimea River

meanders along 3,000 feet below.

The view of the valley from the ridge is mag-

nificent. Sheer gray lichen-smudged cliffs drop a

thousand feet to the valley’s head. From there the

emerald valley slopes gently downward toward

the beach in the distance, which although it is

nearly two miles away and almost a mile below,

appears deceptively near until it dawns on you

that those thin squiggly white lines disturbing the

turquoise calm of the ocean are actually breakers

12 feet high.

The full impact of this awesome product of the

earth’s volcanic innards, however, is gained only

by viewing it from air or sea. Narrow spires,

turrets, and minarets; rounded domes, broad or

narrow; knife-edge ridges; deep, shaded vaUeys

with precipitous walls ending abruptly in unswept

cliffs; hidden beaches at the end of sheltered

inlets—all attest to nature’s endless, profligate

originality.

You meet few people on the trail. Many of

them have backpacks. There is almost no litter,

as most of those who use the trail do so almost

reverently. The only sounds are the crashing of

the surf below and the singing of the birds above.

Occasionally the calm is shattered by a helicopter

sightseeing along the coast, but mostly all is at

peace, without sight or sound out of place. It is

different, of course, along the rim of Waimea
Canyon, alive with busloads of tourists; but they

never come near that ultimate point, that bright

cathedral, that place of joyous peace overlooking

Kalalau Valley.

That old cynic and iconoclast Mark Twain was

impressed by not much, and poked fun at almost

everything. There seems to have been only one

idol he never smashed—the Sandwich Islands,

now the 50th of our United States. He wrote, “I

have visited, a great many years ago, the Sand-

wich Islands—that peaceful land, that beautiful

land, that far off home of profound repose . . .

where life is one long slumberless Sabbath, the

climate one long delicious summer day, and the

good that die experience no change, for they but

fall asleep in one heaven and wake up in an-

other.”

In an essay in 1873, the cynic in him come
alive again, he wrote, “Now let us annex the

islands. Think how we could build up that whal-

ing trade! Let us annex. We could make sugar

enough there to supply all America. ... By
annexing we could get those 50,000 natives dirt

cheap. . . . Put them on a reservation—nothing

pleases a savage like a reservation. . . . We
must annex those people. We can afflict them with

our wise and beneficent government. We can

introduce the novelty of thieves. . . . We can

give them lectures—I will go myself. We can

make that little bunch of sleepy islands the hottest

corner on earth, and array it in the moral splen-

dor of our high and holy civilization. . . . ‘Shall

we to men benighted, the lamp of life deny?’
”

The islands Mark Twain wrote about no longer

exist, as they were done in after the manner of

his prophetic essay. But although Kauai is dif-

ferent now, through the efforts of conservation-

minded people much of it has a new-found

beauty, and much of it remains wild, until re-

cently accessible only to the hardiest. The heli-

copter has changed all that, and unless those who
love the wilderness stand firm, it will slip from

us, along with one after another of our mainland

treasures. On the island of Kauai, from Hanalei

to Kalalau and beyond, lies one of our last nearly

unspoiled places. Even now the philistines are

fighting over it, and depredations have already

occurred. Looking inland from the overlook you

can spot the white dome of a radar installation,

and the barking sands at Napali’s south end are

taken over by the Pacific missile range. Kokee
Park, the remains of one proposed in the ’30s

to include all of Waimea Canyon and Napali, is a
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mere shadow of its projected grandeur. Civiliza-

tion, so called, creeps onward, all in the name of

progress.

A few things in our heritage are priceless, be-

cause they are irreplaceable once lost. Among
them are our constitution, our freedom, and our

land with so much natural beauty. They are de-

pendent on one another for their existence, and

together they are all, ironically usually in the

name of “good,” slipping from our grasp.

Alii O Kauai means Lord of Kauai. It is the

title given Valdemar Knudsen, appointed Kono-

hiki (Chief) by King Kamehameha IV when he

signed a lease for Waimea soon after he arrived

from California in 1845. The area of 100 square

miles included the entire western part of the is-

land, including Napali. As Konohiki, Knudsen

exercised absolute princely powers over the area.

The title has passed into other hands. We are now
the Lords of Kauai. Unless the course of history

is altered, unless the attitude of its Lords be-

comes lordly, Kauai’s future is bleak.

E ka moku e, aloha ‘oe

J.B.T.

Claude Adolphus Collins, age 82. Died January 22,

1980. Graduate of University of Tennessee School of

Medicine. Member of Putnam County Medical So-

ciety.

Eugene C. Crafton, Jr., age 58. Died January 23,

1980. Graduate of University of Tennessee School of

Medicine. Member of Consolidated Medical Assem-
bly of West Tennessee.

William Alfred De Sautelle, age 72. Died December
1, 1979. Graduate of Johns Hopkins University

School of Medicine. Member of Knoxville Academy
of Medicine.

William G. Frost, age 82. Died January 25, 1980.

Graduate of the Medical College of Georgia. Mem-
ber of the Washington-Carter-Unicoi County Medi-
cal Association.

George Harvey, Jr., age 67. Died January 6, 1980.

Graduate of Vanderbilt University School of Medi-

cine. Member of Consolidated Medical Assembly of

West Tennessee.
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The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BRADLEY COUNTY MEDICAL SOCIETY
Frederick A. Muths, M.D., Cleveland

BUFFALO RIVER VALLEY MEDICAL SOCIETY
Antonio T. Michell, M.D., Centerville

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
George F. Allen, M.D., Chattanooga
John R. Howick, Jr., M.D., Chattanooga
Lester F. Littell, III, M.D., Chattanooga
Robert Henry Williams, M.D., Chattanooga

COFFEE COUNTY MEDICAL SOCIETY
William M. Milam, M.D., Tullahoma
Cameron S. Williams, M.D., Tullahoma

CONSOLIDATED MEDICAL ASSEMBLY OF
WEST TENNESSEE
Gade Rao, M.D., Savannah

HAMBLEN COUNTY MEDICAL SOCIETY
John W. Zirkle, M.D., Jefferson City

KNOXVILLE ACADEMY OF MEDICINE
Richard A. Brinner, M.D., Knoxville

James B. Burgin, M.D., Knoxville

Joseph S. Deleese, M.D., Knoxville

Don J. Hall, M.D., Knoxville

Basia Irene M. Jenkins, M.D., Knoxville

James T. Madison, M.D., Knoxville

Raymond Lee Paine, Jr., M.D., Knoxville

Richard W. Phelps, M.D., Knoxville

William Stuart Reid, M.D., Knoxville

William F. Terry, M.D., Knoxville

Michael D. Underwood, M.D., Knoxville

David D. Wilson, M.D., Knoxville

Donna Marie Winn, M.D., Knoxville

J. Frederick Wolfe, M.D., Knoxville

MONROE COUNTY MEDICAL SOCIETY
Joshue S. Gettinger, M.D., Madisonville

Barbara Ann Levin, M.D., Madisonville

MONTGOMERY COUNTY MEDICAL SOCIETY
Don F. Gardner, M.D., Clarksville

Robert W. Hudson, M.D., Clarksville

MEMPfflS-SHELBY COUNTY MEDICAL
SOCIETY
Thomas Walter Futrell, M.D., Memphis
James Howard Price, M.D., Memphis
Gary David Strasberg, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
William Stephen Witt, M.D., Nashville
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NORTHWEST TENNESSEE ACADEMY OF
MEDICINE
Robert Paul Hill, M.D., Troy
Edmund T. Palmer, Jr., M.D., Halls

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
James A. Romberger, M.D., Harriman
Mildred K. Romberger, M.D., Harriman

RUTHERFORD COUNTY/STONES RIVER
ACADEMY OF MEDICINE
Jules Alan Whiteman, M.D., Murfreesboro

SULLTVAN-JOHNSON COUNTY MEDICAL
SOCIETY
Gary Boyle, M.D., Bristol

J. Raoul Morin, M.D., Kingsport

Jeffrey P. Gainther, M.D., Bristol, VA

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Thomas W. Jernigan, M.D., Johnson City
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From the Section Chairman of the

ACOG for Tennessee

The recent Advisory Council Meeting of district

VTI of the American College of Obstetricians and
Gynecologists was weU represented by the state of

Tennessee. Dr. W. Powell Hutcherson, Chattanooga,

vice chairman for the district; Dr. Samuel S. Binder,

Chattanooga, section chairman; and Dr. William
Mackey, Memphis, vice section chairman, were pres-

ent at the meeting held at the Hyatt House in Or-
lando, Fla. Guest speaker was Dr. Martin Stone,

president of the ACOG, who is vitally interested in

hearing from the “grass roots” members, as the prob-

lems of the members differ in each district in terms

of priority. Dr. Stone has requested that we provide

him with information concerning the needs of our
membership. This can well be handled by corre-

sponding with your section chairman and vice chair-

man.
The office for the ACOG is being moved to Wash-

ington, D.C., where property has been purchased for

a new building. Dr. Ervin Nichols, who has been our

representative in Washington, has been involved with

advising legislators in new laws related to the practice

of obstetrics and gynecology, and the college has

formed a Public Relations Committee to upgrade the

image of the obstetrician and gynecologist. The na-

tional organization is requesting input from the local

level.

The next meeting will be held in Jackson, Miss.,

and all members are urged to attend. A new format

allows for postgraduate courses and specific sym-

posia, as well as presentation of scientific papers.
To make the ACOG section of Tennessee a vital

organization requires the help of all Fellows and
Junior Fellows of the state of Tennessee. If there are
any specific problems which any member feels should
be brought to the attention of the national officers, he
is urged to write or call the section chairman,
Samuel S. Binder, M.D., Suite 413, 960 E. Third St.,

Chattanooga, TN 37403, Tel. (615) 756-3430.

AcilioAcil neui/

From the AMA’s Office in Washington, D.C.

President Pleads for NHI Program

Soviet military adventuring, growing debate on the
strength and readiness of our armed forces, and a
presidential election to boot augur little attention to
matters of medicine and health by the second session
of the 96th Congress. But Capitol Hill soothsayers
have not always been correct.

Deep within the president’s State of the Union
message he asks the Congress to approve his plan for
national health insurance, stating it is

“—the solution
to the 30 years of congressional battles on national
health insurance.” The president also urged the
Senate to rescue his hospital cost containment pro-
posal, declaring the “longer we delay enacting cost
containment, the more expensive our fight against
hospital inflation wiU become.”

Towards the end of the month the president
spelled out in his budget message more details of his

administration’s thinking with respect to the direction
of the federal government’s health policies.

FY 81 Health Budget Up,

Capitation Out

The Carter administration has asked Congress to

approve a $6 1-billion budget for health programs,
$5 billion more than last year, largely because of the
climb in the costs of Medicare and Medicaid.
The budget for fiscal 1981, the year starting Oct.

1, was marked by “overall fiscal restraint” due to the
exigencies of inflation and international confronta-
tions, but most health programs were ticketed for
modest increases. The notable exception was aid for
medical education, where the administration again
proposed eliminating capitation aid and reducing
funds for nurses’ training.

A renewed plea was made for passage of Presi-

dent Carter’s National Health Plan, but significantly.
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no start-up funds were set forth in the budget.

The administration also optimistically assumes that

Congress will approve the Hospital Cost Containment
Act (with a claimed result of annual “savings” of

$700 million) despite House defeat last year.

The Health, Education, and Welfare Department
asked for a total of $222.9 billion, of which $153

billion represented Social Security disbursements and

$51 billion was for Medicare and Medicaid outlays,

up $5 billion.

The budget contained $326 million for support of

health professions training programs, but states that

by 1990 the supply will exceed the need, especially

in the case of physicians. The termination of capita-

tion grants to medical schools, a fiscal body blow to

the schools, would be accompanied by a $77-million

cut in support of nurse education.

The administration’s new health manpower pro-

gram hasn’t been sent to Congress as yet, but the

lawmakers probably won’t have time to act this year

and may pass a one-year extension of existing aid.

The budget provides a $ 17.7-million increase, for

a total of $83.2 million, for expanded programs to

train primary care physicians.

An additional 765 new and converted first-year

family medicine residencies will be created nationally,

bringing the total to 3,265. Also proposed are 147

new first-year residencies in other primary care

specialties such as general internal medicine and

general pediatrics.

Support for direct health services in community

health centers and migrant health centers would total

$436 million, an increase of $54 million.

The budget for the National Health Service Corps

(NHSC) would total $134 million, an increase of

$52 million. This would swell the present Corps by

1,700 so that 4,500 health care professionals would

be serving. At the same time, the NHSC scholarship

program, with an additional $8 million, would be

providing $94 million in support of 6,700 students

who later would join the Corps.

Funds for the maternal and child health grants to

states and family planning programs were set at $537

million, a $27-miilion increase.

A total of $565 million was earmarked for the

Indian Health Service, a $50-million increase.

The administration is requesting $69 million—

a

$ 10-million increase—to support 36 new health

maintenance organizations (HMOs) and to expand

47 existing HMO plans.

The president’s budget request for all mental

health activities in 1981 is $671.3 million, including

$367,775,000 for services, $162,964,000 for re-

search, $90,354,000 for training, $12,117,000 for

formula grants to states, and $38,113,000 for pro-

gram administration.

The Medicare and Medicaid programs would be

expanded. Legislation will be sought to eliminate the

Medicare requirement that beneficiaries be hos-

pitalized for three days before they are eligible for

home health care services. Funds were proposed for

a Medicare demonstration project to determine the

costs and practicality of payment to home health

aides for providing routine homemaker services, in

conjunction with home health care.
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The overall Medicare and Medicaid budget re-

quest for 1981 is $53.2 billion, an increase of $5.4

billion. The budget proposal includes $403 million to

fund the Child Health Assurance Program (CHAP)
now under consideration in the Congress. CHAP
would extend health care to an additional two million

poor children not now eligible for Medicaid.

Expanded services to migrant children and to poor
children in urban areas would result from a proposed
$90-million increase in the budget for the Head
Start Program.
The budget targets $859 million for the Public

Health Service to promote healthful lifestyles, pro-

vide preventive health services and protect consum-
ers and persons in the workplace, an increase of $87
million.

The National Institutes of Health budget is $3.6

billion, up $139 million. Only minor additional funds

were sought for the 11 institutes. The National Can-
cer Institute continues to get the most, $1 billion,

with Heart, Lung and Blood next at $548 million.

Chiropractors In

The administration plans to amend its National

Health Plan to eliminate the requirement that re-

imbursable chiropractic services can be provided

only on referral from physicians.

Stuart Eizenstat, domestic affairs aide to President

Carter, told the American Chiropractic Association

and the International Chiropractors Association in a

letter that “the initial specifications for the adminis-

tration’s legislation were altered to provide a definite

role for chiropractors” following talks with chiro-

practic officials.

HEW will soon be sending Congress a technical

amendment to provide chiropractors a greater role in

the plan, according to Eizenstat.

The Medicare-Medicaid amendments being con-

sidered in the House and Senate also relax require-

ments for chiropractic reimbursement. The House
measure changes present requirements by reim-

bursing chiropractors for the costs of x-rays to

diagnose subluxation of the spine. Reimbursement
also is allowed if subluxation is demonstrated through

clinical finding without x-ray. The Senate bill follows

the latter provision, simply dropping the requirement

for x-ray to demonstrate subluxation.

VE Vindicated. Costs Down
American physicians have chalked up a “massive

accomplishment” in keeping medical fees below the

consumer price index (CPI) in a time of galloping

inflation, according to James H. Sammons, M.D.,
executive vice president of the AMA.

Physicians “have clearly demonstrated their inten-

tion to make the Voluntary Effort (VE) work,” Dr.

Sammons said. “We are going to continue to extend

our best efforts,” he pledged.
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Commenting on the impact of the VE since its

1977 inception, Dr. Sammons told a Washington,

D.C. news conference the results mark “a rare oc-

casion in history, when a professional group has

voluntarily restrained the rate of increase in its fees.

They now stand three percentage points below the

CPI.” The achievement is all the more noteworthy

in view of the fact that the buying power of physi-

cians has dropped 10% in the past eight years, he

said.

Figures released at the briefing showed that the

nation’s hospitals have saved consumers more than

$2.88 billion since the VE was established and that

during most of this period the rate of increase in

physicians’ fees has consistently been several points

below the all-items index of the CPI. Price increases

throughout the health care field have been more
moderate than the overall CPI. The latest statistics

show that the medical index was lower than the

overall CPI for the 13th month in a row.

Paul Earle, VE executive director, said the VE
goals include a continued campaign to restrain the

increase in health care costs to attain a closer rela-

tionship between total health care expenditures

growth and growth in the total gross national

product.

The national increase in total inpatient community
hospital expenditures in 1980 should decline by 1.5

percentage points from 1979, contingent on no in-

crease in the general economy-wide inflation rate in

1980 over 1979, he said.

The total number of hospital beds in the nation

should be held at the level as of Dec. 31, 1978, ad-

justed for any new beds added due to certificate-of-

need approvals prior to that date.

The latest data show hospital beds increasing at

the slowest rate (0.7% for the first nine months of

1979) since 1963, the first year for which data are

available.

Physicians, during the first half of 1980, were

asked to continue to voluntarily restrain fee increases

to a level that maintains the 1979 relationship be-

tween the all-items index and the physicians service

index of the CPI. This target will be reassessed in

mid-1980.

The VE founding members are the AMA, the

American Hospital Association, and the Federation

of American Hospitals. In addition to these three

organizations, the VE partners include the Blue

Cross/ Blue Shield Associations, the Health Industry

Manufacturers Association, the Health Insurance As-

sociation of America, the National Association of

Counties, representatives of business, and Virginia

Knauer & Associates, a consumer affairs consulting

firm.

Commission Studies Ethical Problems

Some of the toughest and most far-reaching social

and philosophical questions facing medicine are on

the agenda of the new Presidential Commission for

the Study of Ethical Problems in Medicine and Bio-

medical and Behavioral Research.

The 11-member commission has conducted its first

meeting with an imposing list of initial assignments:
• the requirements for informed consent in re-

search and medical practice,

• the definition of death,

• programs for genetic testing, counseling and
education,

• differences in the availability of health services

by income or place of residence, and
• the confidentiality and privacy of medical rec-

ords.

Commission Chairman Morris Abram, a New
York attorney, said “a thoughtful consideration of

these enumerated subjects reveals an over-arching

concern derived from enormous strides in the natural

sciences and the tensions which have resulted.

“The once simple fact of death has been rendered

murky by machines which can prolong ordinary vital

functions,” he noted.

“Informed consent becomes complicated when ad-

vanced therapies are difficult to explain and their

results far from predictable.

“Privacy of medical care, formerly confidently as-

sumed, is now sorely tested by the proliferation of

technicians, specialists and the inevitable records and
other accoutrements of modern medicine and life,”

said Abram.
He asked if there is any way to wisely and fairly

distribute medical care, not only on the basis of in-

come and geography, but also with respect to age.

“In other words, should the society concentrate its

always limited medical resources to barely sustain

life in the aged infirm as opposed to better care for

the young?
“The hard questions are endless—but they are not

academic and the answers affect the quality of re-

search, the quality of life, the health of the public

—

and the pocketbook,” said Abram.
Physician members of the Commission are Mario

Garcia-Palmieri, M.D., professor and head of the

Department of Medicine of the University of Puerto
Rico; Donald Medearis, M.D., chief of Children’s

Service at Massachusetts General Hospital; Charles
Wilder, M.D., professor of pediatrics at Harvard
University; Arno G. Motulsky, M.D., professor of

medicine and genetics and director of the Center for

Inherited Diseases at the University of Washington;
Fritz O. Redlich, M.D., professor of psychiatry at

the University of California at Los Angeles; and
Charles J. Walker, M.D., a Nashville, Tenn., phy-
sician in private medical practice.

Physicians in the "Drug Scene"

The Justice Department has reported that 100
physicians were prosecuted for selling drugs illegally

between 1972 and 1977. The drug involved was a

stimulant in more than one-half the cases. Only one
in every five cases involved a narcotic. Justice said

that in nearly all of the cases there was no general

physical examination of the “patient” before distri-

bution of the drug. A majority of the physicians were
found guilty and received prison sentences.
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cinnouncemeni/

CALENDAR OF MEETINGS

April 2-8

April 12-13

April 13-14

April 13-18

April 13-18

April 14-15

April 14-18

April 15-17

April 16-18

April 17-19

April 19-21

April 20-25

April 21-25

April 24-26

April 26-

May 4

April 28-29

April 28-30

April 28-

May 2

May 1-3

May 1-4

May 2-4

May 3

May 3-7

NATIONAL

American College of Allergists

—

Shoreham, Washington, D.C.

American Broncho-Esophagological

Association—The Breakers Hotel,

Palm Beach, Fla.

American Otological Society—^The

Breakers Hotel, Palm Beach, Fla.

American Association of Immunolo-

gists—Disneyland, Anaheim, Calif.

American Physiological Society—Inn

at the Park, Anaheim, Calif.

American Laryngological Association

—The Breakers Hotel, Palm Beach,

Fla.

American Association of Pathologists

—Grand Hotel, Anaheim, Calif.

American Laryngological, Rhinologi-

cal and Otological Society, Inc.—^The

Breakers Hotel, Palm Beach, Fla.

American Geriatrics Society—Drake

Hotel, Chicago

Cancer Prevention and Protection

(American Cancer Society)—Palmer

House, Chicago

American Society for Clinical Phar-

macology and Therapeutics—Fair-

mont Hotel, San Francisco

American Occupational Medical As-

sociation—Detroit Plaza Hotel, Detroit

American Roentgen Ray Society

—

MGM Grand Hotel, Las Vegas

American Association of Genito-Uri-

nary Surgeons—Hyatt Regency, Lex-

ington, Ky.

American Psychoanalytic Association

—St. Francis Hotel, San Francisco

Ambulatory Pediatric Association

—

Convention Center, San Antonio, Tex.

American Association for Thoracic

Surgery—San Francisco HUton, San

Francisco

American Pediatric Society—Conven-

tion Center, San Antonio, Tex.

American Association for the History

of Medicine—Park Plaza, Boston

American Academy of Psychoanalysis

—Hyatt on Union Square Hotel, San

Francisco

American Society for Adolescent Psy-

chiatry—San Francisco

American College of Psychoanalysts

—

San Francisco

American Fracture Association

—

Royal Orleans, New Orleans

May 3-9

May 5-8

May 7-10

May 7-10

May 8-10

May 8-10

May 8-11

May 10-12

May 11-14

May 11-16

May 12-15

May 12-16

May 14-17

May 15-18

May 16-17

May 17-23

May 18-21

May 18-21

May 18-22

May 21

May 21-26

May 23-28

American Psychiatric Association

—

Hilton Hotel, San Francisco

American College of Obstetricians and
Gynecologists—New Orleans

American Pediatric Surgical Associa-

tion—Marco Beach Hotel, Marco Is-

land, Fla.

Virginia Society of Ophthalmology
and Otolaryngology, 61st Annual
Meeting—Conference Center, Wil-

liamsburg, Va.

American Society for Clinical Nutri-

tion—Sheraton, Washington, D.C.
Christian Medical Society—Holiday
Inn, Grand Rapids, Mich.
Association of Clinical Scientists—The
Colonnade, Boston
American Federation for Clinical Re-
search—Sheraton Washington, Wash-
ington, D.C.
American Association of Plastic Sur-

geons—Camelback Inn, Scottsdale,

Ariz.

American Society of Colon and Rectal

Surgery—Diplomat Hotel, Hollywood,
Fla.

Aerospace Medical Association—Dis-

neyland Hotel, Anaheim, Calif.

Society of Critical Care Medicine

—

Convention Center, San Antonio, Tex.

American College of Legal Medicine

—Houston Oaks Hotel, San Antonio,

Tex.

American Society of Internal Medi-
cine—Hyatt Regency, Washington,

D.C.
American Association of Clinical

Urologists—Hilton Hotel, San Fran-

cisco

American Gastroenterological Society

—Hotel Utah, Salt Lake City

American Lung Association—Shera-

ton Washington and Shoreham Ameri-

cana, Washington, D.C.

American Thoracic Society—Sheraton

Park and Shoreham Americana,

Washington, D.C.

American Urological Association

—

Hilton Hotel, San Francisco

American Society for Gastrointestinal

Fndoscopy—Salt Lake City

American Ophthalmological Society

—

Mauna Kea Beach Hotel, Kamhela,
Hawaii
American Dermatological Association

—Sea Pines Plantation, Hilton Head,

S.C.

STATE

April 9-12 Tennessee Medical Association

—

Opryland Hotel, Nashville

May 22 Middle Tennessee Medical Associa-

tion—Stones River Country Club,

Murfreesboro
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TUMI continuino mcdkcil
ccluccilion oppoflunHic/

The continuing medical education accreditation

program of the TMA has full approval by the Coun-
cil on Medical Education of the AMA. An accredited

institution or organization may designate for Cate-

gory 1 credit toward the AMA Physician’s Recogni-

tion Award those CME activities that meet appropriate

guidelines. If you wish information as to how your

hospital or society may receive accreditation, write:

Director of Continuing Medical Education, Tennes-

see Medical Association, 112 Louise Ave., Nashville,

TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education
of Vanderbilt University. The practicing physician,

with the guidance of the participating department
chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than cme discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

.

Anesthesiology

Cardiology ...

Chest Diseases
Clmical Pharmacology . .

.

Dermatology
EMabetes
Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectioos Diseases
Medicine
Neurology
Obstetrics A Gynecology .

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, HI, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenko’, M.D.
. . .

.

W. Anderson Spickard, M.D.
Sanford B. Krantz, M.D.

ZeU A. McGee, M.D.
Grant W. Liddle, M.D.

Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Oncology Robert Oldham, M.D.
Orthopedics Paul W. GriflSn, M.D.
Pathology William H. Hartmann, MJJ.
Pediatrics David T. Karzon, MJJ.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, MJD.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, MJ>.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,
Nashville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program
Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.
This program provides an opportunity for phy-
sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, MJO.
Family Practice John Arradondo, MJ).
Internal Medicine

Cardiology John Thomas, M.D.
Kermit R. Brown, MJO.
Qamar A. Kahn, MJ>.

Chest Disease Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Ma3rs, M.D.
Dnmatology Thomas W. Jofanst^ M.D.

David Horowitz, M.D.
Gastroenterology Ludwald O. P. Perry, M.D.

Buntwal M. Somayaji, MTJ.
Genered Medicine Edward A. Mays, MJO.
Hematology/Oncology Robert S. Hardy, M.D.
Neurology Calvin L. Calhoun, Sr., ifJD.

Gregory Samaras, M.D.
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Obitetrics Sc Gynecology

Ophthalmology

Orthopedics

Padudogy

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Henry W. Foster, KLD.

Axd C. Hansen, M.D.
. . .Wallace T. Dooley, MJ).

Louis D. Green, M.D.
Jc^ C. Ashhurst, M.D.

E. Perry Crump, M.D.

Louis J. Bernard, MJ>.

Charles E. Brown, M.D.

DavM B. Todd, MJ).
Ira D. Thompson, M.D.

Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-

demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,

Meharry M^cal College, 1005 18th Ave., North,

Nashville, TN 37208, Tel. (615) 327-6235.

Continuing Education Schedule

May 21-23 Advances in Internal Medicine

—

Kresge Learning Resources Center,

Nashville. Credit: AMA Category 1.

Fee: $100.

For information contact Associate Dean of Con-
tinuing Medical Education, Meharry Medical Col-

lege, Box 28-A, Nashville, TN 37208.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

April 14-15

May 9

May 15-16

June 18

July 18

Aug. 12

Sept. 9

Medical, Nutritional, Psychological,

Physical and Social Approaches to the

Treatment of Obesity (10 hours)*

Prevention of Mental Retardation*

Obstetrics Update*
Continuing Education in the Health

Sciences*

Basic Science Review II: Anatomy,
Physiology*

Office Practice Management*
Infectious Diseases Review*

* Presented at D. P. Culp Center

For information contact Office of Continuing

Medical Education, East Tennessee State University,

College of Medicine, Johnson City, TN 37601, Tel.

(615) 928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

Apr. 17-19 (K) 3rd Annual Family Practice

Specialty Update—Gatlinburg

Apr. 21-24 (C) Diagnostic Radiology—Sahara,

Las Vegas, Nev.

Apr. 24 (C) Medicine Review: Gastroenter-

ology

Apr. 24-25 (M) The Hyperactive Child—Re-
visited

Apr. 26 (K) Lupus Conference

May 1 (Q Medicine Review: Rheumatol-
ogy

May 3-4 (M) Ultrasound for the Radiologist

May 4-7 (M) Fundamentals of Otolaryngo-

logic Allergy

May 8 (C) Medicine Review: Neurology

May 8-9 (C) Orthopaedics

May 8-10 (K) 9th Annual Meeting of the Ten-
nessee Association of Blood
Banks—Gatlinburg

May 15 (C) Medicine Review: Dermatology

May 20 (M) Clinical Diabetes — Jackson,

Tenn.

May 21-23 (M) 4th National Conference on Pa-

tient Education in the Primary
Care Setting

May 21-24 (M) Rhinoplasty Seminar

May 21-24 (K) Human Values

May 22-23 (C) Endocrine Diagnosis & Therapy
for the Primary Care Physician

May 24 (C) New Concepts in Diagnosis:

Management of Diabetes

June 2-3 (M) ACP Internal Medicine Review

June 5-8 (C) Family Medicine Review

June 7-8 (M) Ultrasound for the Radiologist

—Heber Springs, Ark.

June 12-14 (K) Practical Otolaryngology for the

Primary Care Physician

June 16-19 (C) Diagnostic Radiology—Or-
lando, Fla.

June 23-26 (C) Emergencies in Obstetrics and
Gynecology—Orlando, Fla.

Community-Based CME

CHATTANOOGA CAMPUS

TRAUMA AND OTHER EMERGENCIES
A 5-month series, meeting from 4:00-8:45 p.m. (4

hours credit for each session)

Sewanee Inn; Sewanee, Tenn.
Jan. 22, Feb. 19, March 18, April 22, and May 20

Bradley County Memorial Hospital; Cleveland,

Tenn.

Jan. 29, Feb. 26, March 25, April 29, May 27
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IN SURROUNDING STATES
SELECTED TOPICS IN INTERNAL MEDICINE

A 5-month series, meeting from 4:00-8:45 p.m. (4

hours credit for each session)

Athens Community Hospital; Athens, Tenn.

Jan. 21, Feb. 18, March 24, April 21, and May 12

Rhea County Hospital; Dayton, Tenn.

Jan. 28, Feb. 25, March 31, April 28, May 19

KNOXVILLE CAMPUS

Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,

Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, second Wednesday; 12:00 noon (1 hr.

credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. TTie technique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.
For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical
Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

MEMPfflS CAMPUS

UPDATES IN MEDICINE
Carroll County Hospital, Huntingdon, Tenn.

McKenzie Memorial Hospital, McKenzie, Tenn.

Henry County Hospital, Paris, Tenn.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

If you would like assistance in planning a com-
munity-based CME program, contact Dennis K.
Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of

our three campuses.

For further information about any of these

courses, please call the appropriate individuals be-

low:

Continuing Education Schedule

April 11-12 Recent Advances in Treatment of Dia-

betes*

May 5-6 Medical Aspects of Sports Symposium:
Physical Therapy Rehabilitation of

Athletic Injuries*

May 11-16 11th Family Medicine Review, Session

II*

June 8-13 11th Family Medicine Review, Session

III*

Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

(C) Mr. LeRoy J. Pickles, Chattanooga
Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Dennis K. Wentz, M.D.

Associate Dean for CME
University of Tennessee

College of Medicine

800 Madison Ave.

Memphis, TN 38163

Tel. (901) 528-5605

MEDICAL COLLEGE OF GEORGIA

April 15-16 Neonatology

April 18-19 Predictive and Preventive Medicine

May 5-10 15th Annual Family Practice Sym-
posium

June 12-14 Internal Medicine—Holiday Inn of

Jekyll Island, Ga.

July 21-25 Taxes and Investments—Holiday Inn
of Jekyll Island, Ga.

July 28-30 Pediatrics—Kiawah Island, S.C.

For information contact Division of Continuing
Education, Medical College of Georgia, Augusta,
GA 30912.
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UNIVERSITY OF MISSISSIPPI

April 3-4 Infection in the Newborn—University

of Mississippi Medical Center, Jack-

son, Miss.

April 10-12 Liver Disease Update—Holiday Inn
Downtown, Jackson, Miss.

April 25-26 Advanced Cardiac Life Support Pro-

viders Conference—Forrest General
Hospital, Hattiesburg, Miss.

May 6-10 Hand Surgery—Gulf Hills, Ocean
Springs, Miss.

July 16-17 Newborn Metabolism—University of

Mississippi Medical Center, Jackson,

Miss.

For information contact Division of Continuing

Health Professional Education, University of Mis-

sissippi Medical Center, 2500 N. State St., Jackson,

MS 39216, Tel. (601) 987-4914.

MEDICAL COLLEGE OF VIRGINIA

April 25-27 Emergency Medicine for the Primary

Care Physician—The Williamsburg

Hospitality House, Williamsburg, Va.

Credit: 13 hours AMA Category 1.

Fee: physicians and health care pro-

fessionals, $150; interns and residents,

$35.

For information contact Ms. Glenda Snow, Con-
tinuing Medical Education, Medical College of Vir-

ginia, Box 48—MCV Station, Richmond, VA 23298,

Tel. (804) 786-0494.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Postgraduate Courses

April 16-18 Diabetes and Endocrinology, 1980

—

Cleveland, Ohio

April 16-18 Current Concepts in Cancer for the In-

ternist—Philadelphia

May 18-21 Immunologic Aspects of Disease—Di-

agnosis and Pathogenesis—Pittsburgh

May 26-30 A Review of the Old and New in the

Diagnosis and Therapy of Infectious

Diseases—Houston

June 9-1 1 Critical Care Medicine—Banff, Alberta,

Canada

For information and registration contact Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

UNIVERSITY OF MIAMI

April 25-28 8th Annual Intensive Care Sympo-
sium—Eden Roc Hotel, Miami Beach.

Credit: 21 hours AMA Category 1.

For information contact Division of Continuing

Medical Education D23-3, University of Miami
School of Medicine, P.O. Box 016960, Miami, FL
33101, Tel. (305) 547-6716.

UNIVERSITY OF LOUISVILLE

April 17-18 Selected Aspects in Rheumatic Diseases

—Stouffer’s Louisville Inn, Louisville,

Ky. Credit: 11 hours AMA Category 1

and AAFP prescribed. Fee: physicians,

$95; other health professionals, $65.

For information contact Office of Continuing
Education, University of Louisville School of Medi-
cine, P.O. Box 35260, Louisville, KY 40232, Tel.

(502) 588-5329.

SOUTHEASTERN SURGICAL CONGRESS

April 27 Prevention, Detection and Manage-
ment of Complications Following Ab-
dominal Surgery—Marriott Hotel, At-

lanta. Credit: 8 hours AMA Category

1 .

April 28-30 48th Annual Assembly—Marriott Ho-
tel, Atlanta. Credit: 28.5 hours AMA
Category 1.

For information contact The Southeastern Surgi-

cal Congress, 315 Boulevard, N.E., Suite 500, At-

lanta, GA 30312, Tel. (404) 681-3733.

222

JOHNS HOPKINS UNIVERSITY

April 14-25 Clinical Cytopathology for Pathologists

—Johns Hopkins University School of

Medicine and the Johns Hopkins Hos-

pital, Baltimore, Md. Credit: 120 hours

AMA Category 1.

For information contact John K. Frost, M.D., 610

Pathology Building, the Johns Hopkins Hospital,

Baltimore, MD 21205.

AMERICAN CANCER SOCIETY

April 17-19 National Conference on Cancer Pre-

vention and Detection—Palmer House,

Chicago. Credit: 14.5 hours AMA Cate-

gory 1 and AAFP prescribed.

For information contact Nicholas G. Bottiglieri,

M.D., American Cancer Society, National Confer-

ence, 777 Third Ave., New York, NY 10017, Tel.

(212) 371-2900.
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Highlights of the TMA Board of Trustees Meeting

January 12, 1980

The following is a summ ary of the major actions taken by the Board of Trustees of the Tennessee

Medical Association at its regular, j&rst quarter meeting.

Impaired Physician

Committee

THE BOARD:

Heard a report on the actions of the Impaired Physician Committee

during the last quarter and emphasized the importance of pubhcizing

the avaUabhity of the Impaired Physician Program,

Committee on

Legislation

Agreed that the Legislative Committee attempt to get support for a

legislative study committee to completely restudy the entire Medicaid

program.

Agreed that the Committee be directed to introduce legislation to re-

quire nonphysicians who use the term “doctor” to specify their degree.

Gave approval to the Legislative Committee to support legislation if

introduced that would grant immunity from liability for psychiatrists

participating in the state program that requires certification for reissuing

of hcense of DWIs.

Nurse Training Policy Supported a recommendation from the Interprofessional Liaison Com-
mittee that TMA oppose a proposed two-level (bachelor’s and asso-

ciate’s degrees) entry into nursing. The Board endorsed the current

four levels of nursing for RNs and LPNs.

Nominating Committee

Appointments

Named these physicians to the Nominating Committee for the House

of Delegates: John B. Dorian, M.D., Memphis; Arden J. Butler, Jr.,

M.D., Ripley; Thomas K. Ballard, M.D., Jackson; Clarence R. San-

ders, M.D., Gallatin; Malcolm R. Lewis, M.D., Nashville; James C.

Bradshaw, Jr., M.D., Lebanon; E. Kent Carter, M.D., Kingsport;

John H. Burkhart, M.D., Knoxville; and David H, Turner, M.D.,

Chattanooga.

TMA Student Education

Fund

Reappointed Robert H. Haralson, Jr., M.D., Maryville, to the board

of directors of the TMA Student Education Fund.

TMA Committee

Appointments

Made appointments to all standing and special TMA committees for

the coming year.

SVMIC Heard a status report on State Volunteer Mutual Insurance Company
from Allen S. Edmonson, M.D., Memphis,

Malpractice Review

Board Report

Heard a status report on the Malpractice Review Board from Staff

Attorney Jack Fosbinder.

Physician Recruitment Heard a report from Director of Continuing Medical Education James
D. Ingram on the feasibility of TMA working vith the State Department
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Presentation by

TN Society of

Pathologists

TMA Appointments

of Public Health on physician recruitment.

Heard a presentation from Cleland C. Blake, M.D., Morristown, past

president of the Tennessee Society of Pathologists, David Yates, M.D.,

Donelson, president of that society, and W. R. Gronewald, M.D., Mor-
ristown, on irregularities and inequities in the state’s Medicaid and

Medicare programs.

Reappointed Mr. Charles L. Cornehus, Jr., as TMA’s legal counsel and

Mr. Ezra Jones, CPA, as TMA’s auditor for 1980.

Annual Meeting Plans

Medical Student

Membership

Heard a status report from James W. Hays, M.D., Nashville, TMA
President, on arrangements for the 150th Anniversary Celebration and

Annual Meeting, to be held in Nashville, April 9-12.

Agreed to appoint an ad hoc committee to the Board to investigate the

possibility of establishing methods in which more medical students

could become TMA members.

Physician Data

Questionnaire

Heard a report from Dr. Hays about two forms recently mailed by the

State of Tennessee, one of which was the license renewal form and

the other a questionnaire, the completion of which is not necessary or

mandatory. Since there had been some confusion as to whether com-

pletion of the questionnaire was required in order to renew the license.

Dr. Hays reported he had communicated with all county medical so-

cieties encouraging them to inform their members that the two forms

were not related and that completion of the questionnaire was strictly

voluntary. He also advised that Tom Nesbitt, M.D., Nashville, had

written two letters to the State objecting to the questionnaire. Dr.

Nesbitt’s objections were referred to the State’s Advisory Committee

for the Center for Health Statistics.

Future Annual Meetings Voted to hold the 1982 Annual Meeting in Memphis at the Hyatt

Regency Hotel and the 1984 Annual Meeting at the Hyatt Regency

Hotel in Knoxville.

APRIL 1980
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1 2 3 4 5
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TMA 150TH ANNIVERSARY CELEBRATION

Opryland Hotel—Nashville

13 14 15 16 17 18 19
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Diet Book Offers Unsound

Advice, AMA Expert Says

The Pritikin Diet Plan undergoes a critical analysis

in the Jan. 4 Journal of the American Medical Asso-

ciation.

The diet is presented in a book entitled The
Pritikin Program for Diet and Exercise. It is advo-

cated as treatment for many ills, including high

blood pressure, diabetes, gout, atherosclerosis, gall-

stones and other degenerative states.

Writes Therese Mondeika of the AMA’s Depart-

ment of Foods and Nutrition: “The diseases ad-

dressed by the Pritikin program are highly complex,

multifactorial, and inadequately understood. In addi-

tion to diet, some of the risk factors associated with

degenerative diseases are smoking, overeating, in-

adequate exercise, and alcohol consumption. Genetic

inheritance also may play a role.

“The program deals with many of these risk fac-

tors and therefore may have some beneficial effect.

However, claims of spectacular reversals of serious

illnesses or of prevention of disease in symptom-free

adherents of the program have yet to be established

scientifically. Until then, the Pritikin hypothesis re-

garding diet and disease must be considered experi-

mental.”

The book contains many erroneous statements.

For example, the discussion of proteins contains a

statement that unrefined, minimally processed grains,

roots, vegetables and fruits are much better sources

of protein than meat, fish, eggs and milk. It is fur-

ther stated that all natural food grown contains all

of the amino acids, “essential” and “nonessential,” in

sufficient quantities to satisfy human requirements.

These statements conflict with scientific fact.

The Pritikin diet formula is also advocated for

pregnant women and burn victims. But considering

the increased need for protein during pregnancy and
in patients with extensive bums, following this ad-

vice would be contrary to proper nutritional care.

Such inaccurate statements throughout the book do
not qualify it as a reliable source of nutrition in-

formation.

So-Called Unnecessary Surgery

Greatly Overstated, Study Shows

Prevalence of so-called unnecessary surgery has

been substantially overstated, says a report in the

Nov. 30 Journal of the American Medical Associa-

tion.

The report suggests second opinion programs

—

wherein the individual gets the opinion of a second

doctor after the first doctor has recommended
surgery—are valuable, and their growth should be

encouraged by public policy. But data gained from
second opinion programs should not be used to esti-

mate the prevalence of unnecessary surgery in a

community, says a report from the New York City

Health Department.

A review was conducted of the first 12 months’

experience with a voluntary second opinion surgery

consultation program in New York City. The pro-

gram covers some 950,000 persons—employees of

the City of New York, retirees, and their dependents.

Of those recommended for elective surgery, such

as hernia repair, hemorrhoid removal and other

nonemergency operations, some 25% were told by
the second opinion doctor that the surgery was prob-

ably not needed at that time. But further studies

showed that firm rejection of surgery on the basis of

second opinion actually occurred in only 8% of the

cases reviewed. That is, many of those who were told

their operation might not be necessary later found it

advisable to go ahead.

The New York City data indicate that there was
much less so-called unnecessary surgery in that city

than had been indicated by earlier reports.

The New York doctors still believe that second

opinions are useful, on a voluntary basis, in patient

care. The programs can help assure patients that the

care they are receiving is warranted and appropriate.

The major thrust of the second opinion program
should be to improve quality of care rather than

merely as a money-saving measure.

Irradiation Treatment Exonerated

As Cause of Thyroid Cancer

Individuals who were given irradiation treatment

of the head and neck are no more likely to develop

thyroid cancer in later life than are those who were
not so treated, a research study reported in the

Journal of the American Medical Association of Dec.

14 found. This means that the programs of hospitals

and doctors across the nation who try to recall pa-

tients 20 years later after irradiation treatment prob-

ably have been no more useful for detecting thyroid

abnormalities than an examination program for non-

irradiated volunteers.

For some years doctors and hospitals have re-

sponded to recommendations by the National Cancer
Institute that programs be initiated to locate, recall,

and examine those individuals who received irradia-

tion treatment in the past when it was considered

proper treatment for inflamed tonsils and other head
and neck health problems. Studies had shown that

some of these individuals developed thyroid cancer

up to 20 years later.

A few of those who were irradiated did develop

thyroid cancer, but a few thyroid cancers also oc-

curred in the general population who had never

been irradiated.

The Pennsylvania study included 214 persons with

verified history of head and neck irradiation, and
243 matched control subjects who had not been
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irradiated. Thyroid nodules occurred in a number of

the individuals in both groups. Most of the nodules

were benign, and actual thyroid cancer was found in

only three of the almost 500 individuals: one in the

irradiated and two in the nonirradiated group. Sta-

tistical differences in the two groups were so small

as to be insignificant.

New recall programs should be held in abeyance,

and individual physicians should examine patients

by feeling for nodules or lumps in the thyroid area.

Scans or further tests should be ordered only when
lumps are found, regardless of the patient’s irradia-

tion history.

Model State Act Drafted

To Define When Death Occurs

The American Medical Association has forwarded

model legislation to state medical associations which

would define when a person is dead. The model death

bill was first adopted a year ago, and was amended

in December by the AMA House of Delegates at its

interim winter meeting in Honolulu.

The model act declares: An individual who has

sustained either (1) irreversible cessation of circu-

latory and respiratory functions, or (2) irreversible

cessation of functioning of the entire brain, shall be

considered dead. A determination of death by a

physician shall be made only in accordance with ac-

cepted medical standards.

Although there are now 25 states that already

have adopted some form of legislation concerning

brain death, the new bill is offered to all states,

should some of those with present laws wish to con-

sider changes or amendments.

The statement of when death occurs is intended

to provide a comprehensive statement for declaring

death in all situations, codifying common law re-

garding death based on cardiorespiratory cessation,

and clarifying the law regarding brain death as an

acceptable basis for determining death.

If adopted by state legislatures, the model act will

facilitate the obtaining of organs from individuals

who have just died for transplantation into living

persons with failing organs.

Warning Issued Against

Poisonous Snowberries

Don’t eat the snowberries. They’re poisonous.

The snowberry, also called waxberry, is a low-

growing shrub with white, waxy, berry-like fruit, and

is common in the northern United States and Canada
in thickets, woodlands and open, weedy areas. There

are a few recorded cases of snowberry poisoning in

the United States, but since the victim recovers after

a day or two it probably is seldom reported.

The person who eats the berries will have a severe

stomach upset, along with delirium, vomiting and a

semicomatose state. It is likely that vomiting will be

spontaneous, but if not, vomiting should be induced.

A number of children have been hospitalized from

snowberry poisoning, but there are no recorded

230

deaths.

The fruit matures in the early fall, but often re-

mains on the shrub in the winter, long after the

leaves have fallen.

Reports of Products Causing Cancer

Sometimes Premature, Unfounded
Government agencies sometimes go off half-cocked

in labeling foods and drugs as cancer causing, the

editor of the Journal of the American Medical Asso-

ciation declares.

“Allegations against artificial sweeteners, atomic

energy plants, food colorings and preservatives,

pharmaceutical products, and industrial chemicals

are made almost daily, and keep the public in a state

of fear that borders on hysteria.

“Tests that form the basis of these reports are

often conducted with dosages that exceed any to

which man could be exposed, are given by inappro-

priate routes, and are finally evaluated by persons of

questionable expertise in the field of tumor histology.

“Many of the reports on carcinogenesis that have

been made public have been flawed in both design

and interpretation, but have been accepted by agen-

cies that funded them, by the news media, and
finally, by the public. Although ignorance of the

existence of a hazard can be dangerous, false in-

formation can be even more dangerous, and while

one cannot quarrel with the concept of a fully in-

formed public or defend science’s cloaking itself in

secrecy, one can demand responsible evaluation and
reporting of scientific data.”

The editorial charges that sometimes those in gov-

ernment agencies who first receive a report and
summarize it may have a preconceived bias against a

drug. This may have been the case in the recent re-

port that reserpine, a product widely prescribed to

ease high blood pressure, causes cancer. The sum-
mary report first released to the press was widely

publicized, but the detailed report, not available

until later, did not, “in our opinion, justify the con-

clusion that reserpine is carcinogenic.” There was
even some evidence that the drug offers protection

against tumors, rather than causing them, he points

out.

“Scientific journals generally submit the informa-

tion they receive to peer review and careful editing

before publication. This helps to ensure a responsible

degree of validity to both the findings and the con-

clusions.

“Unfortunately, the same degree of care has not

been exercised when government agencies have re-

leased reports to the press. Reports are frequently

issued at the end of the week, and several days then

elapse before the information can be either verified

or discounted. By that time the mischief has been
done and is difficult to undo.

“It is incumbent on the government to exercise

extreme care in the analysis of these studies, to sub-

mit the reports to careful scientific peer review, and
to be certain that any interpretation of the reports to

the lay press accurately reflects conclusions that the

data can support.”
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The Medical Beat—Fuzzy Futuring
An Editorial

JOHN B. THOMISON, M.D.

One of the marvels at the New York World Fair in 1938 was a robot which

looked a lot like one in a science fiction film of pre-sound days entitled Metropolis.

The prediction of the “Century of Progress” the fair celebrated was that in another

decade or so every family would have its own robot or robots, and human beings

would be freed for a life of leisure, a notion which continues to surface from time

to time. Taking the cue from Buck Rogers, and from such imaginative geniuses as

H.G. Wells and Jules Verne, it was predicted space travel would be common and

accomplished with ease. The accomplishing of all this, however, had some pre-

requisites which were only sketchily addressed, probably because they were only

dimly perceived—such practical aspects as how to get into trajectory, how to reach

the target, and how to come back without burning up. There was underneath it all

the conviction that man could accomplish anything he set his mind to. Think it

up, and voila! it was done. Some of it has been done, but a lot hasn’t.

Predicting the future is risky business, as it is beset with unforeseen obstacles

and many imponderables. When the ponderables are occasionally interjected by a

few of the less myopic in the race, those seers are labeled Cassandras, and Cassan-

dra had a truncated future. Some of the unforeseen obstacles were World War II

and its progeny; the excess of people; and the shortage of energy, raw materials,

and moral and spiritual stamina. In Western Civilization we cope a lot better with

technological problems than with abstractions, and our tinkering with the economic

and social systems has invariably complicated rather than ameliorated their ills.

If history teaches anything at aU, foremost is our inability to predict the future.

Yet at the same time, history is the only chart we have of the murky, shoal-filled,

shark-infested waters ahead. Using this chart, three intrepid seers a few weeks back

painted a picture of medicine’s future as they see it. One of them is the immediate

past president of AMA, another is vice-chairman of the AMA Board of Trustees,

and the third is a successful businessman who has been working in the area of in-

dustry’s involvement in the health care of its employees.

Making allowances for our individual and mass ignorance and myopia, I think

the following three papers reflect the best thinking on where medicine is headed and

how it is to get there. You should read and absorb their comments, and decide how
you will handle the issues they raise.

Underlying each comment is the call to involvement by every one of us. A neu-

tral position is no longer possible. None of us can afford the luxury of a hands-off,

apolitical attitude. If we do not actively run our superb health care system, we will

have abdicated in favor of those less able, and the system will cease to be superb.

In fact, it could cease to exist at all as we know it. /
" ^
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Medicine in the '80s

A Symposium

Medical Issues in the 80s

TOM E. NESBITT. M.D.

As I think about medicine in the ’80s, I always

think of that saying I’ve seen so many times on

one of the buildings in Washington, “The Past is

Prologue.” I have often heard it said that those

who failed to learn from history are doomed to

repeat it, so before we look at the ’80s, I want to

refresh our memory about what happened in the

’70s. In my view, the issues are not going to be a

great deal different; they’ll only be updated.

When you look at what happened in the ’70s

as a preview of where we’re heading, you realize

that the basic issue, central to virtually everything

that involved us, is national health insurance. It

means many things to many people, but nonethe-

less it sits out there emblazoned on everyone’s

mind as the central issue relating to medicine in

the United States.

As you continue to reflect, you have to realize

that what happened to us was only a part of a

major change in the legislative process of this na-

tion that resulted in an increase to 77 regulatory

agencies from four in 1950. Those dealt with anti-

trust, financial institutions, transportation and

communications. Today, thanks to changes that

were created during the Republican administra-

tion of Eisenhower, giving regulatory agencies in

essence the power to enact laws by regulatory

actions, we developed into a regulatory society.

And that regulatory society is what we need to

view from a broad perspective as to what really

happened to us beginning about 1967-1968 with

Dr. Nesbitt is immediate past president of the Ameri-

can Medical Association.

This article and the two articles following by Mr.

York and Dr. Boyle were presented as a part of the

Tennessee Medical Association Leadership/Legislative

Conference, Nashville, Jan. 13, 1980.
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the advent of Medicare and Medicaid.

We have been involved in that regulatory

process for the last ten years. Coupled with that,

we need to look, as a profession, at those things

emanating from our own technological advance-

ments, from scientific achievements, from special-

ization. These have in turn created many more

problems for us as a profession, because the turf

problems they have created within the profession

have caused a great deal of divisiveness, even to

the institution of court suits.

The CT scan, which was created during the

’70s and for which its creators this year received

the Nobel Prize in Medicine, is the most advanced

scientific technological aid of our lives up to this

time, yet at the last American Hospital Associa-

tion meeting, the world’s largest trade fair in

hospital equipment, there was not one exhibitor

for CT equipment in the entire area of the ex-

hibits. That is to me a perfect demonstration of

the pervasive power of the federal government

and the news media in creating the impression

that the CT scan is bad. You and I know it isn’t;

the public needs to know it isn’t. The government

officials need to understand that even though we
may pay $700,000 for a piece of equipment,

when that is amortized over a 20-year period, its

cost is infinitesimal, particularly when the savings

in technological expenditures in other areas that

it replaces are added. Nonetheless, this new
bureau of technology that has been created in

government, one of the elements of the regulatory

activities of the ’70s, is a power we are going to

have to deal with.

With that background then, let’s try the crystal

ball a little bit. I’m not very good at that and none

of us really is, I guess, but if we look at where
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we’re going in the ’80s, and in turn at the role of

medicine in approaching its problems, let me just

look at perhaps four areas, one of which I have

already briefly touched on. First, increasing spe-

cialization and the increase in scientific knowl-

edge and activities is resulting in turf problems

with the nonphysician health care providers such

as the podiatrists, the chiropractors, the clinical

psychologists, the nurse anesthetist, the nurse

practitioner, the nurse midwife. We are going to

have to address these problems with increasing

sensitivity, increasing deliberation, and increased

statesmanship. A second area of concern is that

of national health insurance, a third, that of phy-

sician manpower, and a fourth, that of cost con-

tainment.

First, what about the turf rights? Where are we
going? What can we do about it? How can we
strengthen our associations and our various or-

ganizations to make them more cohesive and less

divisive? The problem that immediately comes to

mind is the difficulties emanating from our deal-

ings with chiropractors. In my view it is terribly

important that we go back and look at chiro-

practic training these days; what are their edu-

cational opportunities? I’m talking about today’s

chiropractors, those 17,000 individuals practicing

whatever it is they do that you and I don’t think

very highly of because of some of the difficulties

experienced by some of our patients who have

visited them. It is important that we begin to look

at what their training is, at what can perhaps be

done to evaluate it and upgrade it. There are

going to be chiropractors, because the courts and

the legislatures of this nation have decreed that

they have the right to earn a living and be paid

for the services they render. As long as all 50
states have under federal programs enacted laws

giving them the right to practice, we are going to

have to live with that reality. It is not going to go

away. So in my view we are going to have to take

a lot more realistic, pragmatic viewpoint toward

this field than many of us have been willing to do
in the past.

Not only is it important that we look at it from

that pragmatic standpoint, but also in terms of

what it is costing all of us in real dollars in the

series of lawsuits that have been brought against

state and county medical societies and 17 na-

tional organizations in five different forums. That

will cost you and me several million dollars a

year, needlessly. And along with that are created

the divisions of attitude among our associations

and organizations.

You and I as individual physicians don’t have a

great deal of disagreement philosophically about

what our association should do, but our lawyers

have a great deal of differences in attitudes and

opinions about the proper course to follow in

dealing with the problems of the nonphysician

health care provider. Not only do we have the

chiropractic suit, but as of the end of December

we have also a suit in Ohio brought by the clinical

psychologists against the Ohio Medical Associa-

tion, the Joint Commission on Accreditation of

Hospitals (JCAH), and all of its parents, which

now include the American Dental Association as

well as the AMA, the AHA, the American Col-

lege of Surgeons, and the American College of

Physicians. Moreover, I think we are just be-

ginning to see the attempt to take into the courts

the privileges of individual nonphysician health

care providers as they attempt to gain by legisla-

tion what they have never obtained by education.

I think that is a major issue we are going to have

to look at from a much more realistic standpoint

than we have ever been willing to in the past, and

I assure you that certainly includes me, and most

of you, my colleagues.

Turf problems involve not only the nonphysi-

cian health care providers, but spill over into the

area of physician providers. These differences in

attitudes form another area in which we should

be working. We really have to develop a states-

manlike approach if we are going to deal with the

public and with outside pressures, and at the same

time be effective as we deal with the real issues of

health insurance, manpower, and cost. We are

going to have to look very carefully, introspec-

tively, at how we handle that problem within our

profession and in relation to those who are at-

tempting to encroach upon our profession.

What about national health insurance? I have

difficulty with the term; I don’t like it because I

don’t think it expresses what we are really talking

about today. We already have national health in-

surance. Any time nine out of ten of your people

are covered by an insurance policy to help offset

the cost of illness, you’ve got health insurance on

a national scale. So I think we are reaUy looking

for a way to fill the gaps and the deficiencies in

the current health care delivery system for those

10 or 12 million people who have no insurance

whatever—the unemployed, the widows, the small

business people. I think we can find a way to do

that, such as asking for pooling mechanisms at the
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state level for major insurance companies, or

finding ways to provide major medical coverage,

or insurance against the financial catastrophe of

illness. As you all know, that is being considered

in the Senate today by Russell Long and Bob
Dole, and their bills are not very far apart. We’ll

see that as a very major issue before the Senate

once we have gotten beyond the international

problems facing the Congress in this administra-

tion. We must be prepared to take a hard look

again at our role, what our position is as physi-

cians and as an association, in supporting some
form of government-supported catastrophic in-

surance, such as that proposed by Long and Dole,

one that will be administered through the private

sector and provide catastrophic insurance to em-

ployees by employers, with government support

for those over 65 and those who cannot afford

catastrophic policies on their own. We must be

prepared to make a decision as to whether or not

we wish to support that type of insurance, or

whether we choose to take another position.

Currently, the profession is on record as sup-

porting four basic principles that in essence say,

“Yes, we feel we can support that sort of a con-

cept.” Beyond that, we are not prepared to do

anything but oppose the federalized type of in-

surance program that would tax the public

through their payroll and create a national com-
mission that would distribute tax monies by geo-

graphic areas, by states, by local groups, and by
local hospitals annually—in essence a federalized

system of financing medical services in hospitals.

That’s what Senator Kennedy is proposing and

that’s what President Carter is in essence propos-

ing. The Kennedy proposal would enact such a

measure immediately; it would create a giant

federalized system of medical care that would not

involve the private sector insofar as financing and

administration are concerned. The Carter pro-

posal would in essence do the same thing except

that it would bring it in over a five-year period.

I don’t think there is any question but that all

of us are unalterably opposed to that concept. We
have been opposed to it for 25 years. We think

it’s not in the best interest of this country, par-

ticularly in view of what’s happened in the last 15

years in providing health care insurance for our

nation’s people, and in view of the concerns of

this nation over its economic picture and the ex-

pressions of fiscal austerity in such legislation as

proposition 13. In my view, we will not see a
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federalized system of national health insurance

acceptable to the Congress. I would not think we
would see anything happen in the second session

of the 96th Congress except perhaps some posi-

tive action by the Senate; but that is another

story when it gets over to the House.

What about physician manpower? This is the

year for consideration of 94-484, the Manpower
Act of the 94th Congress which in essence shut

the doors on the large influx of graduates from

foreign medical schools and created many stric-

tures in the funding of medical schools by capita-

tion, because it required that at least 50% of

graduates of medical schools by 1980 be involved

in primary care residency programs. That 50%
was virtually reached before the law was ever

passed, but there are many other concerns now
that relate to physician manpower.

The Graduate Medical Education National Ad-
visory Council (GMENAC) study being con-

ducted for the Department of Health, Education,

and Welfare by a group of 21 physicians in this

country was created about IV2 years ago, and will

be winding up its studies about April or May of

this year. This will be the first time any nation

has chartered a private outside source to study

the needs for physician manpower in terms of spe-

cialty and in terms of geographic distribution, and
to advise the secretary as to what can be done to

achieve some ideal goals. Coupled with that is a

study of the nonphysician health care provider

and his impact on manpower needs, as well as

a study of the financing of graduate medical edu-

cation. This study will probably be as important

in medical education and to the future supply of

physicians as the Millis Report of a number of

years ago and the Flexner Report that preceded

it. It is the hope of our appointees to GMENAC
that this very significant document will be re-

viewed by all interested private outside organiza-

tions, including the AMA’s Council on Medical

Education, all specialty societies, and particularly

the surgical specialty societies, because initial

impressions are that there may be some recom-

mendations that will tend to diminish the per-

centages, although not the actual numbers, of

surgical specialists in this country. It is hoped

that over a two- to three-year period the docu-

ment will be sufficiently studied for us to give hard

recommendations to Congress as to whether or

not the market system of supply and demand is

operating well enough to leave it alone, the cur-

rent position of the AMA; I suspect it is a view
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we probably will not alter whatever may come
from GMENAC’s review.

The first GMENAC report surfaced last De-

cember. It was a very comprehensive document

of the scope of its activities thus far. This first

attempt to make some realistic appraisal on a

scientific mathematical basis of our present needs

and a projection of them is a very crude study.

The data are crude. It outlines the data needed

for the future, and I would suspect that 50 years

down the road we wiU have made it sufficiently

sophisticated to give us some yardsticks and

some guidelines that will be helpful to those who
follow this profession to make realistic recom-

mendations on manpower needs—needs mind

you, not demands—of this nation. It is being de-

veloped with input from the private sector; delphi

panels for 23 major specialties have been de-

veloped to look at and project to 1990 their needs

based on incidence and prevalence of disease. As
this study is concluded, I want you to be aware of

it; certainly the Congress is aware of it, and it will

be a significant document as Congress considers

manpower problems and manpower legislation in

the 96th Congress.

Funding for our medical students will be a

major issue. There is already a recommendation

from Mr. Schweiker that there be no further

capitation funding for medical students, but that

funding be on the basis of what Mr. Schweiker

perceives as the special needs in manpower, such

as primar}^ care physicians. Financing is the key

to physician manpower, because as you can weU
understand, if the Congress were to make de-

cisions that would deprive hospitals of reimburse-

ment for the services rendered by house officers,

suddenly we would see a drastic change in the

location and the numbers of residency training

slots. So this is terribly important if we are to

preserve the quality of medical care in terms of

specialization by physicians in aU of the multiple

disciplines that have been developed in the past

25 years. Manpower legislation then, and man-

power determinants, wiU be a major factor in the

1980s.

One last area, again painting with a rather

broad brush, is cost containment. We have aU

felt very comfortable that the House of Repre-

sentatives has seen fit to not enact the Carter

proposal, or HR 2626, for placing an arbitrar}^

lid on spending by our hospitals. We feel this was

a very significant victory for the people of this

nation and for those who provide medical care to

our citizens. Because that proposal would have

created a disastrous situation by creating a re-

quired rationing of services, it would simply be

intolerable to our nation’s citizens and would

also be intolerable to the financial integrity of

our hospitals. I think it would certainly have pre-

ceded by only a few months the decision to look

at a similar proposal that would apply to the

physicians of this nation.

We are not through with that little baU game,

however. It has already been reported out of the

Human Resources Committee of the Senate—Mr.

Kennedy’s committee—^by a favorable vote. The
issue win now be considered by the entire Senate,

and we may have to go through the same lobbying

and development of a sense of understanding on

the part of its members as we had to do in the

House of Representatives. But it is our view that

even if the Senate w^ere to act favorably on this

proposal of the administration, the current per-

suasion of the House is such that our attitudes as

physicians would probably stUl prevail. We are

hoping that is the case, but nonetheless, it will

take a significant effort on the part of the pro-

fession and our hospitals.

In addition to that element of cost containment,

it is my personal view that we wffl see some sig-

nificant changes in financing mechanisms over the

next few years. Each of us must be ready to at

least become more knowledgeable about them,

in terms of how we restructure the delivery sys-

tem to make it more cost-effective. I’m talking

about such elements as independent practice as-

sociations (IPAs). Although there have been a

number of failures, one or two have been ver\'

successful. They are developed and chartered in

different ways. Some of them are in my view con-

ceptually proper and offer an opportunity for phy-

sician groups who feel so inclined to develop

IPAs for their community. I know of situations

in Michigan, Missouri, Rhode Island, and Mione-

sota that are working successfully, and even

though they are creating problems for physicians

initially, they are proving successful because they

involve physicians in a financing mechanism that

creates a two-way responsibility. In that two-way

responsibility we doctors suddenly become ac-

countable for our actions, which is not aU bad.

As we begin to look harder at what can be done

with an IPA in terms of physician accountability,

I think we may see merit that will far surpass the

opportunities for improving the quality of medi-

cal care we thought initially were presented by

PSROs. We must take a long hard look at what
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an IPA may have to offer, not universally, but in

selected situations.

I don’t think we will ever see IPAs or HMOs
have an impact on more than 20% to 25% of

the American public. About 5% to 6% of our

citizens presently belong to some form of prepaid

group practice situation, and I would suspect that

no more than 25% would ever be inclined to be-

come so involved. But I think it’s important that

we develop a cost consciousness among our peo-

ple as they buy a health insurance package—to

look at it in terms of benefits, and what they as

individuals need. This can be done if insurance

companies are willing to offer three or four al-

ternatives, and if employers (such as Citibank for

example), were to offer to all of their employees

four options a year, and make every individual

employee exercise the option that he understands

is what he himself needs. If he doesn’t have any

children, he doesn’t need coverage for that. If he

has five kids, he needs a different type of cover-

age, and so on. The people must understand they

are going to have to make some choices so as to

conserve the resources they apply to their health

insurance benefit packages.

This can be done. It is being talked about in

many circles, and it certainly is being talked about

in the corporate world. We are looking for ways

to exercise critical cost containment without

sacrificing the quality of medical care. And that’s

the tough one. How do you do all these things

without reducing the availability of and accessi-

bility to medical care in sufficient quantity, and

not put a lid on quality? When individual pa-

tients whom you and I see on a one-to-one basis

are suddenly confronted with an illness, cost con-

siderations go out the window. Their concerns

then are where they can get the finest medical care

available in quantities sufficient to meet their

needs. Cost is not a consideration when people

are confronted with an illness. That’s our re-

sponsibility as physicians—our responsibility as

physicians is to provide service. We are a service

profession; somehow we must bring into equi-

librium all these other matters, and at the same

time never lose sight of that foremost important

consideration. r—
1921 Hayes St.

Nashville, TN 37203

GOVERNMENT WASTE . . .

“The head of the $45 billion agency that oversees Medicare and Medicaid said today the

government cannot be sure ‘where all the money is going’ because recipient states use conflict-

ing reporting procedures. Leonard Schaeffer, 33, who runs the Health Care Financing Admin-

istration, told the National Conference of State Legislatures that even though his agency is

responsible for health benefits for 50 million poor and elderly Americans, he cannot say for

certain whether the task is being performed well. ‘I’m not sure we understand where all the

money is going . . . And when I say we, I mean we,’ Schaeffer said with a gesture that included

himself and others in the room. ‘We are not able to tell the Congress what is the national error

rate, or which states have the best and worst records,’ he said. ‘Our inability to respond to

those questions undermines our support in Congress.’
”

—Dean Reynolds

United Press International (June 1, 1979)
* * *

“The federal government has so many complex programs it is impossible to measure the extent

of fraud, abuse and mismanagement, but the Justice Department estimates as much as 10%
of the tax dollar is wasted or stolen. Congress was told today. Deputy Attorney General

Benjamin R. Civiletti told the Senate Budget Committee that the Justice Department guesses

between $1 and $10 of every $100 in federal expenditure is lost to fraud and abuse. That

would mean a loss of at least $5 billion and up to $50 billion this year. Fraud and abuse in

the handling of federal programs and money are so widespread they can be found ‘wherever

we look deeply,’ said Civiletti, the nation’s no. 2 law enforcement officer.” (Civiletti has been

elevated to Attorney General.)

—Jim Luther

Associated Press (March 16, 1979)
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Medicine 's Future from the

Corporate Officer's Viewpoint

CHRISTOPHER C. YORK

It is indeed my pleasure to be with you today,

because for one thing I think it is warmer here

than in Connecticut. For another thing I’m much
closer to my family’s old home place in Luthers-

ville, Ga. True, I was born in Brooklyn, but that,

my father decreed, was a conspiracy by Yankee
physicians who wouldn’t let my mother return to

the home land in her eighth month. Nonetheless,

I am a member of the bar of the state of Georgia

and have reserved my burial plot in Luthersville.

And what does that all have to do with my
being here today to talk about medicine’s future?

Plenty! A review of my past, and how we all co-

operated to get to the present, will help us put

the future in perspective. I was conceived on a

warm May night in Atlanta in 1940—my mommy
and daddy were traditionalists. My life expectancy

at birth was about 63 years. Practicing physicians

were concerned with the treatment of disease and
the reduction of pain and suffering. Few “cures”

were available. My father worked for a major
insurance underwriter and his industry tentatively

was beginning to sell group health policies to

major employers—mainly as a sweetener to en-

courage the employer to purchase more profitable

group life insurance plans. Washington, D. C. was
stiff a small town peopled with politicians grap-

pling with vestigial American chauvinism lingering

from World War I and the aftereffects of the great

depression. Health care was very definitely a

community concern.

Between my conception in Georgia and my
routine birth in New York City my father’s medi-
cal biffs were not enormous, even though the

fetus received excellent care. My mother’s brother

was a physician in Atlanta and put the family in

touch with a colleague near our New York home.
The New York physician even sent an ambulance

Mr. York is the vice president of Citibank, New York.

around to take mom and dad to the hospital when

labor began. Dad’s employer had a medical plan

with a fairly high deductible, $200, and a 25%
co-pay provision for the insured family. In 1940

no employment-based catastrophic coverage was

available to him. He certainly had reason to be

thankful for the coverage he had, but he thought

long and hard about using the services of the

health care delivery system because his pockets

were not deep. There was enough potential eco-

nomic impact so that as we drove from New York

to Georgia to visit relatives after World War II,

he was concerned with how he would pay the biffs

if I contracted polio. I remember on our annual

trek we’d detour around towns which local au-

thorities had quarantined because of polio out-

breaks. Cancer and heart disease were far down
the list of worries that troubled my folks. They
worried about polio afflicting me and tuberculosis

afflicting them.

After World War II Uncle Sam started worry-

ing about our health with a vengeance. A national

public policy debate raged while federal funds

were helping in the fight against TB and polio. It

appeared to Congress that more hospital beds

were needed, so the Hill-Burton Act was passed.

A little later it seemed more doctors were needed

as well as more federal funds to help the elderly

and indigent obtain the best available care for

their health problems. New and larger pools of

money were there to be tapped, but the pools

were increasingly more distant from the com-
munity, the local physicians, and their patients.

Labor unions negotiated first-dollar coverage.

Since the price tag seemed reasonable, manage-
ment aquiesced in this humanitarian benefit.

Many nonunionized employers followed suit. The
gap between the payer and payee widened. Re-
searchers continued to penetrate the unknown
microcosmic world of subatomic particles and
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protein synthesis. Their studies of inner space

would have a dramatic effect on health care, but

the connection seemed tenuous at the time. In

general the ’50s and ’60s saw the doctor and pa-

tient separated. From a communal and collabora-

tive attack on serious illness, we arrived in a

world where third parties or surrogates had sig-

nificant powers that usurped, in a humane way,

the discretionary judgment of both the physician

and his patient.

When my mother was operated on for a tumor

on the pituitary gland in 1960, at New York
Hospital—Cornell Medical Center—she received

the best of care. However, she was cared for in

large part by surrogates. The insurance under-

writer and the employer were surrogates for my
father, the wage earner, when it came time to pay

the bill. The high technology used for diagnosis

and treatment and the sophisticated drugs were

surrogates as well as tools for the family phy-

sician. The federal government was a surrogate

for the local community. It provided subsidies for

the bed and for most of the support facilities and.

I’m sure, made some contribution toward the

wages of the interns and residents. What about

cost?

My father was very well insulated from the

cost, but I know he would have liquidated all his

assets to accomplish the same thing. Corporate

and individual taxpayers did not complain. They
were in the middle of an economic boom. They
had not heard of “limits to growth” or “steady

statism.” The physicians had no reason to con-

cern themselves with controlling costs. Neither

the ethos of their profession nor the moral pres-

sure of public opinion called upon them to do
other than optimize my mother’s chances for a

successful recovery. In fact, mom recovered

nicely and is living in Atlanta at the age of 73.

We all know things have changed since 1940
and since 1960. For example, through no fault of

my own, I’m told today my life expectancy has

increased by ten years. Ah, statistics are wonder-
ful. Someday soon someone in this room may be

declared statistically immortal. Both my uncle

—

the doctor in Georgia—and the family physician

in New York have died. Their communities

viewed them as wealthy men, but I know per-

sonally that both widows are having an extremely

difficult time in making ends meet. The modest

investments both physicians set aside have been
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eaten away by taxes, inflation and their widows’

well-meaning, continued support of favored

philanthropies. Other changes—the voluntary

hospital in Brooklyn where I was born went into

bankruptcy last year and is now closed. My father

died in a hospital, rather than at home as he

would have liked, and as his father did, after a

week of very expensive hand holding. Medicare

and another third party payer picked up most of

that tab. Some corporate managements continue

to acquiesce to employee demands for first-dollar

coverage. They instruct their claims administra-

tors to pay the claims rather than take the risk

of upsetting an employee or a provider. Working

men and women, insulated from the true costs

of their care, utilize the world’s best and most

sophisticated health care delivery system for

minor complaints they could treat successfully at

home or with economical outpatient care. One

knowledgeable commentator compared our use

of a teaching hospital’s “ER” for nonemergencies

to using a Caterpillar tractor to hoe a third of an

acre garden plot.

Some things which haven’t changed in two

decades must be addressed for the good of all of

us. Let me recite a few. Too many of us con-

tinue to engage in self-abuse. We smoke and over-

indulge in alcohol and junk food—showing no

self-discipline and little concern with our own

physical well-being. Treatment of choice some-

times is biased by the physician’s and patient’s

understanding of the reimbursement provisions of

a particular benefits plan. Over all of this scenario

of human compassion, avarice, pain, suffering and

surrogate decision-making lurks the federal gov-

ernment—the ultimate secular surrogate for all

of us. The broad public policy question now is:

Can the United States afford to spend more than

10% of its gross national product on the health

of its citizens, in the face of other priorities

such as national defense and the administration

of programs for healthy Americans? This is a

serious question. I’m not sure any of us has the

answer, but I suggest that there are increasing

opportunities for the business sector and its en-

trepreneurial brethren, the physicians, to work

together and individually to make certain that

whatever portion of the gross national product

is expended on health care, it is spent in a

humanitarian, but, at the same time, cost-effective

manner. We must all work together and separately

to tighten up the system—to eliminate waste, re-

dundancies, improper or unnecessary utilization

of our health care resources and, at the same
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time, continue to try our best to make our family,

our friends, our fellow workers and your patients

accept more responsibility for their own health.

The business sector as a surrogate for the em-

ployees and their dependents must work to amend

benefits plan design over time to encourage more

individual responsibility and opportunities for in-

telligent decisions. Also, management and labor

must employ more stringent claims administra-

tion and health risk analysis methods. Business-

men and labor leaders should increase their in-

volvement in community-based delivery system

activities by joining the boards of trustees of

voluntary hospitals, and working with HSAs and

voluntary community planning associations. They

should be available to work with and initiate, if

possible, coalitions with local medical societies

and hospital associations so that action plans can

be drawn up which will attack unique local prob-

lems of waste and less than cost-effective man-
agement.

The government agencies, as the surrogates for

all of us, must restrain their zeal for eliminating

all risk from the very personal business of living

and dying. Governments at all levels would do
well to focus on adjusting the systemic incentives

which they have under their control in ways
which would widen the fields of choice of indi-

viduals and physicians.

At the federal level, a successful attack on in-

flation would have a dramatic and favorable

impact on spiraling health care costs. Having re-

lieved that inexorable pressure, we could engage

in a more reasoned national debate over some
truly pressing issues, such as how to deal equi-

tably with persons who are not covered by basic

health plans; how to identify and develop pro-

grams for the Americans who are exposed to the

risk of financial ruin if they experience a medical

catastrophe; and how to tinker with the incentive

structures which have grown up in the last 40
years so as to increase the cost consciousness of

all the players.

Good things are happening. The commercial

third party payers have already started an ag-

gressive voluntary cost containment project in

Milwaukee under the aegis of the Health Insur-

ance Association of America. The American

Medical Association is sponsoring joint medical

and industry coalitions in selected communities

to address local issues. The Business Roundtable

and the Washington Business Group on Health

are encouraging their members to build bridges

to all the other constituencies. The Voluntary

Effort of the AMA, NHA, FAH, the Blues, and

industry is preaching cost containment all over

the country to hospital administrators and phy-

sicians. The Blues are testing new benefit plan

designs and working cooperatively with govern-

ments and industry to teach the public how to

assist the delivery system in its efforts to be cost-

effective. Indeed, there are hundreds of projects

underway across the nation that are attacking the

issues in innovative ways.

We are in a period of rapid change. From the

businessman’s perspective, I can look into the

future and be optimistic. The conventional calcu-

lus is changing. Driven by the fossil fuel crisis

and rapidly increasing costs of health care

—

which we know are themselves driven in sig-

nificant part by energy problems—I see a develop-

ing ideology of conservation in America. Ample
precursors of this ideological shift in the medi-

cal community are apparent to outside observers.

Doctors, particularly new doctors, seem to be re-

turning to that collaborative relationship with

their patients. They are sharing more information

and allowing the patient to exercise added dis-

cretion with regard to treatment modes, and

rehabilitation and recuperation strategies. Medical

schools are forcing their students to address ques-

tions of health maintenance, community medi-

cine, the relationship of lifestyle to disease pat-

terns, and health care economics.

The critical issue in any conservation strategy

is education, leading to a change in behavior by

all the players. It will do no good to try and as-

sess blame for the current crisis. My little ramble

through my own family’s history shows convinc-

ingly that everyone involved has cooperated rather

willingly in getting us to the point we are at today.

And it is important for all to remember that

America has the world’s premier health care

system. Leaders and citizens of foreign nations

literally flock to the renowned American medical

centers. Our people benefit directly and indirectly

from a dazzling array of technological devices

used by skilled practitioners to solve health prob-

lems which were insoluble only months ago. Our
health care delivery system is a testament to

man’s humanity to his fellow man and it should

not be dismantled, abruptly changed or curtailed.

But, like any other system it must be subjected to

rational application of sound management prin-

ciples so we can have the most efficient allocation

of finite resources. The entire spectrum of prac-

titioners can perform an additional significant
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public service by entering into the local and na-

tional debates over how best to allocate the

scarce resources.

You are challenged as never before to try and

convinee the citizens with whom you come in con-

tact to change their own behavior patterns. Phy-

sicians will no longer be operating in a vacuum
in their attacks on smoking, drinking and obesity.

The third party payers, the management of in-

dustry, the leaders of organized labor, and gov-

ernment agencies are all gearing up to promote
the concept of individual responsibility for health.

I suggest to you all that we cannot afford to be

pessimistic about the probability of wide-ranging

ehanges in the American lifestyle. In fact, if

Americans continue to consume energy in the

manner to which they have become accustomed,

this nation will face problems in the coming
decade which will make the current debate over

spiraling health care costs seem insignificant.

There will be increasing pressures to change us

from a consuming to a conserving society and

physicians will, as usual, be opinion leaders and
forces for beneficial change in this evolutionary

step.

From a practical standpoint those of us in the

business world urge each of you, during your

daily practice, to be alert to opportunities to in-

crease efficiency, to increase communication with

patients, staff and hospital administrators, and in

particular, to learn the obvious costs to the sys-

tem of the procedures you use. From a business

perspective, the physician is the front-line man-

ager of our health care delivery system. It is

possible that with more attention to budgeting,

planning and cost consciousness this nation can

postpone indefinitely the severe constraints that

would be required to curtail the delivery system’s

growth when the public is forced to decide be-

tween national defense, other priorities, and

health care.

We must do the most we can at the least cost.

We must change. I know you agree with me that

it will be far better for us to change individually

than to have change mandated for us by the

government or by suddenly hitting the stone wall

of resource exhaustion.

There are indeed tough problems out there,

but physicians, lawyers and businessmen are

used to tough problems and hard decisions. I

think we can do it. I think we can meet the chal-

lenge, and find as many opportunities for growth

arising out of an ideology of conservation as have

arisen out of the ideology of consumption.

The future for medicine is indeed bright from

where I stand. With a bit of luck and careful

attention to my own health, perhaps I can see my
life expectancy increase by another ten years and

watch the air rights over my burial plot in Lu-

thersville, Ga., appreciate substantially when

some young genius decides to cover all the grave-

yards with solar collection panels. r P
399 Park Ave.

New York, NY 10043

GOVERNMENT REGULATION . . .

“The state of Maryland, going one better on generic prescription substitution laws, decided

that any savings should be passed on to the consumer directly and legislated that it would be.

In effect, a generically substituted drug at 50% less cost than a brand name drug would cost

the consumer 50% less. The pharmacist making a substitution under such a law has a negative

incentive since his costs are greater in that he must order, stock and carry in inventory both

drugs, and he makes less on the sale of the generic having passed all the savings to the

customer.”

—Martin J. Valaske, M.D.
Pathologist (May, 1979)

* * H=

“The Rudd (Iowa) Public Library was nearly required to install facilities for the handicapped

even though no handicapped person lived in the town and the cost of the remodeling could

have exceeded the library’s entire budget for a year.”

“In Maryland, a state law requires hospitals to keep hot water in patients’ rooms at no less

than 110 degrees while a federal regulation requires that it be kept at no more than 110

degrees.”

—New York Times News Magazine (June 10, 1979)
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How Medicine Must Face the Challenges

JOSEPH F. BOYLE, M.D.

I am not only optimistic about the 1980s but

I am in fact excited about the challenges we have

to meet and our opportunity to do so as we enter

this new decade. It is fascinating to me that Tom
Nesbitt, Chris York, and I, until this morning,

had not told each other what we were going to

talk about and yet in some way managed to look

at all this in precisely the same fashion.

We enter the 1980s better prepared for the

jobs that have to be done than we were in at least

the past three decades. Just look very briefly

at what happened during the late 1940s, 1950s

and early 1960s, as medicine began to become

subject to the political process, as the pressmes

increased in both state and federal government to

inject some other parties into decision-making,

allocation of funds, and distribution of resources

—all of the things which you have heard about

over and over and over again—in organization of,

and payment for medical care. We spent that time

being militant, firm, and intransigent, and learned

how to become losers in the process. Then in the

1960s and early 1970s we decided we would be-

come “involved.” We started trying to swim with

the stream and somehow avoid the shoals and

rocks, the crags and whirlpools that were in there,

and found that you can’t go that way either. The

process takes you with it and the stream or flood

win carry you along to wherever its destiny is or

will be, regardless of how hard you may press on

the rudder one way or the other. Then, during the

1970s, we learned that there are other ways to

proceed in this maze or morass or forest, or what-

ever it is, and that one can in fact change the

course of history if he understands it and is willing

to participate. And so we enter this era at least, I

hope, with our eyes open. Then how do we go

about it, or how must we be challenged?

Dr. Boyle is vice-chairman of the American Medical

Association Board of Trustees.

First, we must recognize what the challenges

are. Tom Nesbitt has pointed out some of them,

Chris York some others; let me just put them into

some general categories as we look at them. One
is that in the United States we have a standard of

care beyond excellence. As Mr. York has told

you, and as everybody has come to recognize, the

United States is the last chalice, if you will, in

which excellence is the order of the day; excel-

lence is a public expectation. And that’s the

second part of it: the public’s expectation. The
public looks to us, looks to medicine, to continue

to provide that excellence and guarantee it for

them. The public, as a matter of fact, when asked

the question as to who should be looking after

their well-being and their interest in the provision

of health care, says the doctors of this country

and the American Medical Association should be

the ones, the institution responsible for looking

out for their care.

The third challenge is that times are changing.

We should recognize first that people no longer

believe it absolutely necessary that they have their

care provided in the same kind of setting as be-

fore. The public has become better educated, the

public recognizes that as a matter of fact there

are instances in which excellence may be provided

in institutions, whereas in the past they may have

turned to individuals. Secondly, the public has be-

come much more conscious of the cost of care.

An overwhelming majority, 90% or there-

abouts, believes that at some point the average

person in this country will not be able to pay for

the cost of care in some illness of a catastrophic

proportion, and that as a matter of fact when one

gets into the debate of quality vs. cost, the public

believes they would accept some form of financing

system which did involve the federal government

in administration and financing, even though

75% to 80% of them believe that the quality of
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care will decline.

So these are the challenges that we have. That

we have an excellent system, that we are living in

a time in which there are changes, in which when

we ask the people in the corporate world what

they think medicine’s responsibilities are, they

say, “We look to you to help us find financing

mechanisms which will protect the quality of

care, but at the same time give us a handle on

cost.” Most corporate executives I have met in

our visitation program have said that they believe

when they participate in the financing process,

they have some right to determine how the money

is going to be spent. They say, “We look to you

to help us provide an organizational situation.

Not that we are going to control cost for the sake

of controlling cost, but so that we can say to our-

selves, ‘Our corporate managers are people who

are responsible for the fiscal health of our com-

pany. We are spending a dollar honestly, and we

are receiving a dollar goods in return. And there’s

not any waste in the system.’
”

These are the challenges we have. How do we

meet these challenges? How did the history of the

last 30 years prepare us for it? I think that the

first thing it did was to give us a greater degree of

sophistication. It gave us an understanding that

we have got to do as much listening as we do

talking, that diagnosis is equally as important as

treatment, not only in medicine and in providing

medical care, but also in social change and in our

interreaction with the social political climates

around it.

The second thing is that it has demonstrated

to us where our strengths are. And where are our

strengths? Well, the first goes back to our public’s

expectations of us. The American public does

today believe that the American medical pro-

fession—i.e., the American Medical Association,

which is the Tennessee Medical Association,

whether you know it or not—is indeed perform-

ing well and looking out for their concerns.

Secondly, that the public, while it at the moment
may say it is willing to accept increased interven-

tion by a federal or state agency, or to accept

some intervention in the area of financing, even

if it means a decrease in the quality of care, when
it comes right down to the individual who has a

need for that system, or needs access to the

system, these considerations are completely out of
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their minds. When the government becomes in-

volved in the accessibility and quality of care,

they begin to understand that these fancy terms,

like cost containment and realistic cost effective

allocation of resources, in the community means

rationing of care. The public’s reaction to that has

been, at least in my experience thus far, far more
vigorous than one might have anticipated from

simply looking at the sterile results of statistical

analysis of polls.

We know that when we start talking about this

kind of cost containment and this kind of global

planning, that what we are really talking about is

rationing of medical care, so job Number 1 is to

get that message to the public. We know we’ve

gone through the period in the ’50s and ’60s when
the complaints from the politicians and the edi-

torialists and the people in the television media

was the quality or access to care in this country,

and we know the public doesn’t buy it. And we
know that the route they are taking right now to

exercise control is cost, and the imposition of cost

containment and/or allocation of resources trans-

late: health planning to the American public. If

that is the route they are going to take now, we
can defeat them if the public knows that it’s

rationing of care they are talking about. We
should not go out and say simply that we are op-

posed to government involvement; we should

rather build upon our experience of the past and

say we are willing to help you folks, but you have

got to understand what it is you are talking about.

You don’t have allocation of resources without

taking something from here and putting it over

there, which means taking it from you and giving

it to him.

The second process in the challenges is recog-

nizing our other strengths. That is that no one

else in the world, I don’t care what business it is,

has the opportunity on a personal basis that

medicine has. In the state of Tennessee, there are

90,000 individual patient contacts by physicians

and/or their people every single day, somewhere
in the order of 33 million a year; in the United

States it is about 800 million a year. Nobody else

has this opportunity to talk; I don’t mean talking

when people are ill and in bed recovering from

major surgery, but in the normal course of our

activities every day, we have the opportunity to

impart to them factual information, to provide

the kinds of knowledge, the experience we’ve had

has taught. There was a time back in the 1950s

and 1960s when it was considered not unfashion-

able, not unethical, not unprofessional, not dis-
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tasteful, but as a matter of fact, a good thing to

have some literature in our offices explaining just

exactly what the system was all about, what pa-

tients’ responsibilities were, what our responsi-

bilities were, and how we would just as soon not

have anybody else messing around with it. The

opportunity is there. We need to seize upon it.

We need to recognize also that we do have the

abilities to become involved in this political

process in meeting with the community, in meet-

ing with our legislators, in becoming involved in

the politics of medicine, because believe me,

politics is involved with us.

Now along that vein, we need to talk about a

couple of other things. We have three weak-

nesses in medicine that are challenges that we’ve

got to meet. I am probably talking to the wrong

people, because you’re here, and the folks who

I should be talking to probably are someplace

else. Nonetheless, it needs to begin somewhere.

You know, we are individualist by nature. That’s

how we got to where we are. If you take all these

people in this room and provide them with five

questions, you are going to have at least ten times

the number of answers as you have people. And
everybody is going to be convinced that his

answer is absolutely right, and will brook no

interference. It is sometimes incredible to me that

even after prolonged debate in our houses of

delegates and councils and boards of directors,

we make any decisions at all. But we do some-

how. And if we are going to be effective, we are

going to have to learn to act as individuals who

really are willing in a collective fashion to try and

determine their own futures, because we can.

That’s weakness Number 1 ,
that among ourselves

we are not really willing to delegate decision-

making to other bodies, and accept the decisions

that have been rendered after reasoned debate,

after considered judgment, and the decision is

finally made and brought home. We are going to

have to realize that when you elect a delegate to

go to the House of Delegates of the American

Medical Association you would anticipate that

his judgment is something you should rely upon,

and when your delegates come back from the

American Medical Association, you should not

say, “What did those damn fools do now?” but

rather say, “What is it that has been decided we

have got to do?” If we’re going to have an army,

we’ve got to have some chiefs, we have got to

have some indians, we’ve got to have captains,

we’ve got to have troops. We are the troops.

The second weakness is that we’ve got a lot of

people who don’t belong at all, who are non-

participants, who are freeloaders, who are willing

to let you pay the dues and do the work and they

are not even going to pay their share. I have no

respect for those people at all, and I lose no op-

portunity to tell them that I think they are cheap

Charlies and that they ought to start paying their

own way. Weakness Number 2 is that we have

got to get everybody into the fold and understand

the problems and work together.

Weakness Number 3 is that we need to recog-

nize we are a family, that irrespective of whether

you are talking about family practice or micro-

neurosurgery as a specialty, we are a family; what

affects one member is going to affect the others.

We cannot allow the division continually being

imposed upon us by people who are likely to take

the person in family practice, and say, “You’re

letting these super-specialists over here run your

hospital. Why don’t you do something about it?”

And to these specialists over here say, “Look,

you know, you really have had more sophistica-

tion and training, why are you letting these family

practitioners and GPs over here do so many
things? Why don’t you help control them.” Or
say to one party, “You are getting paid too much,”

and to another party, “You are not getting paid

enough.” It’s happening all over the country, it’s

happening in California; I can guarantee you it’s

happening in Tennessee. We’ve got to understand

that we are a family! And we’ve got to stay to-

gether. That means we’ve got to get all of the

specialties, all of the people involved in each of

these specialties, all of the people involved in

county societies and state medical associations in

the same room, make one decision, and go to-

gether. If we are willing to look at our lessons of

the past and realize that participation in the

process means politics, public education, a de-

termination and willingness on the part of the pro-

fession to stand together as a whole, to recognize

that we are a family and have unprecedented op-

portunities for communication in the future we
can build upon those things we have learned in

the legislative and educational process. We can

begin to act like a big business using the resources

available for sampling public opinion, learn the

intricacies of changing attitudes and behavior on

the part of the public and succeed. The future is

as bright as we can make it. , ^
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AMA 1979 Interim Meeting Report

Council on Medical Education Report A

Future Directions for Medical Education

(Appendix E)

Past House Action: A-79:282; 1-77:135-137,219; A-77: 138-139,239; C-68:101-

109.

This report presents, for House of Delegates action, the concepts and principles

developed by the Council on Medical Education in “Future Directions for Medical

Education,” which has been submitted to the House as a separate document for its

information.

The complete report, “Future Directions for Medical Education,” is a further

development of the Council’s Report K (1-77), which was adopted in lieu of

Resolution 62 (1-77) and Resolution 116 (A-77), and is the Council’s response to

Resolution 120 (A-79), which was adopted and referred to the Council.

The Council concluded in Report K that a comprehensive report on medical

education at all levels would be needed to identify the manifold factors bearing

upon the problem of opportunities of all graduates of medical schools and for a first

postdoctoral year in the broad field of medicine and total patient care, and to place

it in proper perspective to other areas of medical education.

Resolution 120 calls for House endorsement of the “concept of broad rotation

through the major fields of medicine and surgery during the first year of residency

training” and for this endorsement to be transmitted for consideration to the Liaison

Committee on Graduate Medical Education.

The broad goal of medical education is to develop physicians whose personal

attributes are manifest in their high moral, ethical, and compassionate care of

patients, and who have been thoroughly educated in the art and science of medicine

so that they continuously demonstrate competence in the practice of medicine.

“Future Directions for Medical Education” surveys the interrelated events and

influences that have brought about the present state of medical education; addresses

complex issues, including the problem of the interface between undergraduate and

graduate medical education; and identifies general principles that may be useful in

providing guidance and direction for medical education in the future.

The report identifies the factors that have had, and continue to have, an impact

upon the achievement of the specific objectives of medical education. It identifies

the current issues confronting individuals, institutions, and agencies responsible for

medical education, and it discusses the massive societal changes that have occurred

during the present century.

Although medical education is divided into undergraduate, graduate, and con-

tinuing education, it is in fact a continuous process for the individual student and

physician. Many forces are brought to bear upon medical education at all levels.

Most are generated within the medical profession and its related organizations and

institutions. Some forces, however, as has become more apparent in the past few

years, arise from outside sources.

All aspects of medical education require the continuing scrutiny of all segments

of the medical profession, and periodically it is desirable to examine the process of
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education comprehensively and critically.

The follov^dng concepts and principles, which are discussed in detail in the

complete report, deal with philosophical and operational problems relating to all

levels of medical education and its associated activities of certification, accredita-

tion, and licensure. Several of the statements relate to Resolution 116 (A-77) and

to Resolution 120 (A-79). Others concern matters that will have a long-range

impact upon all aspects of medical education.

Concepts and Principles

1. The medical profession and those responsible for medical education should

recognize that the inadequacy of a general or broad education in the whole field

of medicine currently is creating problems at the interface between undergrad-

uate and graduate medical education. To consider seriously the redistribution

of the general and specialty education of physicians, one should address the

following changes

:

la. The third and fourth years of medical school should be structured to pro-

vide a broad clinical experience in the major clinical disciplines as well as in

other appropriate specialties; an enhanced opportunity should be provided

to acquire clinical skills required for the comprehensive care of patients.

lb. The initial phase of postdoctoral medical education for all graduates should

consist of a balanced but required education in the fields of internal medi-

cine, pediatrics, surgery, psychiatry, obstetrics and gynecology, and other

appropriate specialties, with sufficient flexibility to permit the career goals

of the individual physican to be addressed.

l c. The initial phase of postdoctoral general medical education should be

planned, administered, conducted, and evaluated as an entity or single

program.

l d. The initial phase of postdoctoral general medical education should be a

requirement for entrance into all specialty residencies.

le. The initial phase of postdoctoral general medical education tentatively

identified as the “comprehensive residency” should be accredited as an

entity and separately from the specialty residencies.

l f. Application for entrance to a specialty residency program should not be

made or accepted until applicants have started their “comprehensive resi-

dency” period.

Preparation for Medical Education

2. The education of physicians prior to entrance to medical school should encom-

pass a broad cultural education in the liberal arts and social sciences in addition

to the biologic, mathematical, and physical sciences requisite as a base for, and

understanding of, the medical sciences.

Admission to Medical School

3. The admission process employed in the selection of applicants to schools of

medicine should utilize, within the capabilities currently available, standards,

criteria, procedures, and methods that will identify applicants for admission who
have the moral, ethical, and behavioral characteristics as well as the abilities

and potential to acquire the knowledge and skills required to achieve the defined

goals and objectives of a school of medicine.

4. Graduate medical education in all the specialties following the initial phase of

general graduate medical education (the comprehensive residency period) will

vary in length of time depending upon the acquisition of clinical judgment and

technical skills consonant with the goals and objectives of residency programs

in each specialty. The total time, including both the comprehensive period and
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the specialty period, should not be extended beyond that presently devoted to

graduate medical education.

Generalism and Specialism in Medical Education

5. Institutions providing medical education should restructure their clinical educa-

tion programs in recognition of the need for a more extensive education in the

spectrum of clinical disciplines in order to provide all physicians with a greater

capability to recognize the manifold nature of disease and trauma, and to pro-

vide more comprehensive care in the managemnt of patients.

6. Institutions providing medical education should recognize that subdividing pro-

fessional departments and services is not always in the best interests of medical

education and patient care, and that restructuring the professional and admin-

istrative bodies of the institution may provide an improved mechanism for the

achievement of institutional goals.

7. Institutions providing medical education should give serious consideration to

reincorporating into teaching programs and into policymaking bodies the part-

time and voluntary teaching physician. Arrangements that provide mutual bene-

fit to schools of medicine and to community hospitals and their staffs should be

sought in order that medical students may have exposure to teaching and the

practice of medicine in community hospitals.

The American Medical Association and Medical Education

8. The AMA should consider authorizing the Council on Medical Education to

appoint a standing committee on policy for medical education consisting of

public and professional statesmen who would be charged with studying the

broad issues confronting medical education and reporting to the Council or the

public at the Council’s discretion.

The Social Responsibilities of Schools of Medicine

9. In order to preserve the independence and self-determination of medical educa-

tion and to allow the administrative and professional conduct of schools of

medicine to be as unencumbered as possible by extramural directives and

regulations, governing bodies, administrators, students, and especially medical

educators should be aware of the long-term effect of both public and private

gifts, and should exercise prudent judgment in accepting them.

10. Medical schools and other institutions and agencies responsible for medical

education should be cognizant of social changes and society’s needs, and

should address them within their capabilities and to the extent of their re-

sources provided that they do not interfere with programs designed to achieve

the institution’s primary goals and objectives.

American Medical Specialty Boards

11. Specialty boards should give increased consideration to the impact that their

educational requirements have upon the freedom medical educators have to

exercise discretion in the conduct of graduate medical education.

12. The specialty boards should define the purpose and limitations of the certifica-

tion process with greater consistency and clarity than exist at the present time.

13. Specialty boards should give consideration to the inclusion of public represen-

tation on each board.

14. Specialty boards should appreciate the need for a broad base of support that

can be provided most effectively by improved communications with the pro-

fessional organizations that represent the practicing specialists and that nomi-

nate members to the boards.

15. Each specialty board should consider the addition of representatives of other
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relevant specialties as members of the board.

Universities and University Hospitals

16. An objective study and analysis of the relationships of full-time clinical de-

partments to universities should be conducted.

United States Citizens Seeking a Medical Education

17. The medical profession should continue to make a greater effort to inform

administrators and faculties responsible for premedical education of the dis-

crepancy between the number of applicants to schools of medicine and the

number of first-year positions available, with the intent that counselors in

college settings inform students concerning the problem of obtaining admission

to medical schools and provide them with information on careers in other

health professions.

18. U. S. nationals should not be encouraged to seek an education in foreign

medical schools. Efforts should be continued by the medical profession to facili-

tate the entry of qualified U. S. nationals previously or currently being edu-

cated in foreign medical schools into the U. S. educational and health care

systems. The entry of qualified U. S. nationals should be carried out without

any compromise of standards customarily applied to students and graduates of

U. S. medical schools, and without jeopardizing the educational experiences

provided to students and graduates in this country.

Licensure

19. Eligibility requirements for the issuance of a license should consist of evalua-

tion instruments designed to assess an applicant’s knowledge, problem-solving

ability, and clinical judgment in the general field of medicine, and should also

include documentation of an applicant’s noncognitive capabilities, and moral

and ethical qualities.

20. State medical boards should discontinue requiring mandatory continuing medi-

cal education as the major qualification for reregistering a license to practice

medicine.

Evaluation of Medical Students and Physicians

21. The evaluation of the noncognitive capabilities of medical students should be

conducted as objectively as possible by faculties of schools of medicine as a

part of their responsibility in granting the M.D. degree.

22. Faculties of schools of medicine should exercise their responsibility to evaluate

the cognitive abilities of students and should avoid relinquishing this to extra-

mural agencies through undue reliance upon assessment instruments that are

designed for purposes other than educational achievement.

23. The medical profession and the public should recognize the difficulties relating

to an objective and valid assessment of performance, and should support re-

search efforts to develop and improve evaluation instruments that will display

an acceptable degree of validity.

Accreditation

24. The American Medical Association, as part of its responsibility to the public

and all segments of the medical profession, should continue to accept major

responsibility in defining minimal standards for the evaluation of medical edu-

cation at all levels, and should continue to participate in accreditation at all

levels and make appropriate recommendations and changes where the need for

change is demonstrated. / ^
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AMA 1979 Interim Meeting Report

Board of Trustees Report G

Final Report of the Ad Hoc Committee

on Foreign Medical Graduate Affairs

(Appendix F)

Past House Action: 1-77:40-41; A-77:239.

At the 1977 Annual Meeting, the House of Delegates referred Resolution 115 to

the Board of Trustees, The resolution requested that the AMA establish a commit-

tee for foreign medical graduate affairs, that this committee address itself to the

problems involved in foreign medical graduate migration as they affect the FMG,
the foreign countries and the United States, and that the committee act in an ad-

visory capacity in formulating official AMA policy on FMG affairs.

INTRODUCTION
After careful consideration of Resolution 115 (A-77), the Board of Trustees

submitted Report I, “Committee for Foreign Medical Graduate Affairs,” at the

1977 Interim Meeting.

The report traced the historical involvement of the AMA with the foreign-trained

physician and presented the following Board position:

“The Board of Trustees concurs with Resolution 115 and will establish an Ad
Hoc Committee on Foreign Medical Graduates to address the issues and prob-

lems related to this group of physicians. The Committee will consist of seven

members, five of whom will be foreign graduates in practice, distributed geo-

graphically, one to be a physician representing the Council on Medical Educa-

tion, and one to represent the Governing Council of the AMA’s Resident

Physicians Section. The Committee should be a liaison group for the leader-

ship in the FMG community, counsel AMA staff in its day-by-day activities

and organize a program which will deal directly with the problems confronting

foreign graduates in the United States. On Jan. 1, 1977, there were 85,400

FMGs in the AMA Masterfile. About 23,000 of these FMGs were dues-paying

members of the AMA.”
The Committee was given an “ad hoc” status for two years to meet the charge

of developing “a program which will deal directly with the problems confronting

foreign graduates in the United States.”

The Ad Hoc Committee has met eight times. Early in its discussions the Com-
mittee felt it was necessary to open its deliberations to the various organizations

affecting the foreign medical graduates (i.e., ECFMG, Immigration Department,

Federation of State Licensing Boards, etc.) and more importantly to open the

deliberations to the FMGs themselves.

Consequently, an open forum format was adopted around four central areas:

1 . The effect of current manpower legislation on FMGs.

2. Problems of FMGs in residency training.

3. Examinations and licensure.

4. Americans and foreign medical schools.

While these were the most common areas of concern, all problems brought for-

ward were given careful consideration.

Five open forums were held in the following locations: St. Louis, New York City,
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Miami, Los Angeles, and Chicago.

The Ad Hoc Committee report represents the consolidation of all the informa-

tion gathered by the Committee and is presented in order of priority by section and

by priority of recommendations within sections.

With the submission of the report, the Ad Hoc Committee concluded its mission

and suggested that the Board of Trustees provide a mechanism for implementing

the recommendations of this report, for maintaining liaison between the AMA and

FMG leadership, and finally for providing advice and assistance to local and state

medical societies in the involvement of FMGs in the affairs of American medicine.

The report of the Ad Hoc Committee follows

:

As a prelude to its report, the Committee would like to review some significant

past official actions of the AMA related to the foreign medical graduate.

HISTORY
As early as 1926, the AMA House of Delegates stated that “no undue obstacles

should be placed in the way of foreign physicians of known qualifications who
desired particularly to secure graduate medical education in this country.” (April,

1926)

Following World War II, the AMA urged that suitably qualified physicians of

foreign origin should be assimilated into U.S. medicine; that efforts should be made
by state medical boards to arrange for the appointment of displaced physicians in

state hospitals, and in such other hospitals as may be possible to allow such physi-

cians to become acquainted with American medical methods and practices; that

state medical boards be urged to consider the framing of special regulations designed

to make it possible for specially qualified displaced physicians to be licensed for

limited practice in communities and hospitals where their services are needed; that

the AMA give encouragement and moral support to any medical school, hospital or

other appropriate agency that develops adequate plans for training of displaced

persons in American clinical methods and practice. (June, Dec., 1949, June, 1950)

Following the adoption of a student-exchange program by the U. S. Congress

(Fulbright Act of 1946), the House of Delegates stated “that foreign-trained

physicians should be considered for appointment as interns in approved hospitals

only when (1) language difficulties do not seriously impair the program, (2) the

same educational standards are applied to graduates of foreign schools as to grad-

uates of approved American colleges, (3) the appropriate state licensing board

approves.” (December, 1954)

In 1957, the Educational Council for Foreign Medical Graduates (ECFMG)
was organized under the sponsorship of the AMA, the American Hospital Associa-

tion, the Association of American Medical Colleges, and the Federation of State

Medical Boards of the United States to evaluate the credentials of FMGs wishing

to come to this country for graduate training, and to screen by examination and

credentials their readiness to benefit from such training. Beginning July 1, 1961,

FMGs were required to hold an ECFMG certificate to qualify for graduate training

in an approved U.S. hospital. (December, 1959)

The AMA appropriated $90,000 to the Cuban Medical Association in Exile

which was established for the purpose of assisting refugee Cuban physicians to

become qualified practitioners of medicine in the United States. The AMA Board of

Trustees authorized the establishment of a loan fund for Cuban physicians in exile

to help those who wished to take advantage of a medical refresher course at the

University of Miami School of Medicine. The object of the course was to enable

Cuban physicians to pass the examinations required for U.S. practice. (November,

1962)

Residency programs having FMGs are required to have orientation programs to

remedy the deficits in cultural background and English language facility among this
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group of residents. This requirement was incorporated in Essentials of Approved

Internships. (December, 1970)

Adoption of Fifth Pathway: A procedure whereby students who had attended

U.S. colleges and then graduated from foreign medical schools could enter the

mainstream of American medicine by taking a year of supervised clinical training

under the aegis of a U.S. or Canadian medical school instead of fulfilling an intern-

ship and social service requirement of the foreign country. U.S. medical schools

were encouraged to establish such a year of training, and state legislatures were

urged to consider for medical licensure candidates who had completed Fifth Path-

way programs. (June, 1971)

At the 1975 Chnical Meeting, the House of Delegates adopted Board of Trustees

Report D which contained the principal recommendations of the Report of the

Coordinating Council on Medical Education: “The Role of the Foreign Medical

Graduate.” In essence, this report called for a return to the original purposes of the

Mutual Educational and Cultural Exchange Act of 1961 (Fulbright-Hayes Act)

which were the “improvement and strengthening of the international relations of

the United States by promoting better mutual understanding among the peoples of

the world through educational and cultural exchanges.” In addition to restating

criteria for graduate training programs for exchange visitors. Report D summarized

standards of qualification for foreign national physicians seeking U.S. medical

careers and for U.S. nationals studying abroad.

In December 1977 the Ad Hoc Committee for Foreign Medical Graduate Affairs

was established by the Board of Trustees to provide liaison with national associa-

tions of FMGs, to assist those expecting to remain in the United States to become

fully qualified physicians and to accelerate their adjustment to a rewarding profes-

sional life in American medicine.

Section I—Need for Participation and Membership in Organized Medicine

According to the AMA Masterfile on physicians, in January 1978 there were

87,000 FMGs in the United States. Of that number, approximately 74,000 hold

a full and unrestricted medical license in at least one state; 12,000 occupied resi-

dency positions or fellowships in hospitals and medical centers and an estimated

1 ,200 in the Masterfile hold an institutional medical license.

Of the 74,000 licensed physicians, approximately 26,000 or somewhat more
than one third are members of the AMA. The figure should be considerably higher.

The Committee feels that the average foreign graduate physician reared in a coun-

try other than the United States is well disposed toward joining the ranks of

organized medicine, but he has not been suitably recruited. Responsibility has fallen

on the AMA to take the initiative to involve the FMG in the affairs of American

medicine. A demonstration of goodwill in which foreign graduates are invited to

participate in the dehberations of major AMA councils and committees should

have an immediate and salutary affect on the FMGs’ estimation of the AMA and

a desire for identification with it. It will also enhance communication between

FMGs and organized medicine and foster the development of medical statesmen

among this population of physicians. This, in turn, will serve to reinforce the

identification of the FMGs with the AMA and encourage individual membership.

Only on occasion has there been an FMG in the House of Delegates. This was

not a serious void before the ’50s and ’60s when the number of FMGs in the total

population of physicians was neghgible. Since the decade of the ’60s, however,

foreign graduates have made up 20% of the physician population, suggesting that

circumstances were such that exceptional measures were indicated to affect visible

participation and representation of the foreign graduate in the AMA.
The absence of membership participation reflects a need for FMG leadership

in the affairs of organized medicine at the state, county, specialty, and national

APRIL, 1980 267



levels. Primary reasons for this situation are lack of understanding on the part of

FMGs of organized medicine, adjustment to American culture, and some diflficulty

with the language. Organized medicine has not effectively communicated with

FMGs to make them aware of their role and opportunities for them to participate

in the affairs of the profession.

While there are unique problems associated with FMGs in the United States, the

major problems facing FMGs in this country are the same issues affecting all

practicing physicians in the 1970s and the next decade. Foreign-trained physicians

must be integrated into the mainstream of organized medicine. This process is

occurring at the county and state levels, but the effects will not reach the national

level for the next three to five years.

In addition to expanding the participation of the FMG in the AMA, encourage-

ment should be given to other members of the federation and affiliated organiza-

tions to appoint foreign graduates to their governing bodies.

Participation by FMGs on the governing and advisory bodies of professional

medical organizations will ultimately benefit the image of the AMA among this

group of physicians. FMGs now make up 8% of U.S. medical school faculties and

several thousand are diplomates of the 24 U.S. specialty boards. There are there-

fore many FMGs scattered throughout the 50 states suitably qualified to serve in

leadership roles on administrative bodies of medical organizations.

The Ad Hoc Committee recommends that the AMA;
1.1) For the next three years, actively seek qualified FMGs for nomination or

appointment to the councils of the AMA.
1.2) Develop a special effort to recruit FMGs to AMA membership.

1.3) Encourage state medical societies to make an effort to include qualified

foreign-trained physicians among their nominees for medical licensing

boards.

1.4) Consider appointing a qualified FMG as one of its representatives to the

ECFMG board of trustees.

1.5) Encourage state, county, and specialty medical organizations to make a

special effort to encourage membership and participation by FMGs.

Section II—U. S. Citizens and Foreign Medical Schools

The study of medicine continues to be a popular career choice for Americans.

From the mid-’60s to the mid-’70s, the number of medical school applicants

doubled to the point that there were two new applicants and one repeat applicant

for each first-year position in U.S. medical schools. During this same period, about

41 new medical schools were formed and the aggregate size of the entering first-

year class doubled. Following a peak of 42,624 applicants to U.S. medical schools

in 1975, the applicant pool has decreased to 36,636 in 1978. Despite the 16,620

places now available in the first year class of U.S. medical schools, disappointed

candidates continue to seek matriculation, as an alternative, at foreign schools.

A recently published study estimated the number of Americans in foreign

schools to be well over 12,000 students or one-fifth the total number enrolled in

U.S. medical schools. The long-established European schools are admitting fewer

Americans than in the past.

New medical schools have recently opened in medium-sized Mexican cities and

sparsely populated Caribbean Islands. An attraction of these schools is that the

language of instruction is either English or Spanish; if the latter the school has

accommodated to the student rather than demanding that the student accommodate

to the school. These new schools seem to have emulated the pattern adopted by

the Universidad Autonoma de Guadalajara in Mexico which has been able to

attract close to 1 ,000 new American students a year for the past decade. At Guada-

lajara the traditional six-year medical school program has been reduced to four
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years for Americans. It has concentrated on instruction in the basic sciences, and

because of limited clinical resources has depended greatly on various periods of

hospital experience for its students, usually in the United States at hospitals identi-

fied by the students themselves. With little or no resources to provide a clinical

education, these new schools continue to assure prospective American students of

adequate clinical training through clinical clerkships in U.S. hospitals. At least one

of the schools reportedly has attempted to aid its students in locating such clerk-

ships by offering the hospitals $1,000 per semester per student accepted.

The current situation has created a dilemma for the Ad Hoc Committee. On
one hand, the Committee recognizes the right of an individual student to seek a

medical education, and acknowledges the legitimacy of the “foreign pathway” to a

U.S. medical career. On the other hand, the Committee is concerned that only a

small percentage of these students may reach their ultimate goal. The Committee

believes it has been appropriate that the COTRANS program be supported as an

initial option for Americans studying abroad, and for the AMA to have supported

the “Fifth Pathway” as a second option for many students in foreign schools.

However, the Committee believes that American students who complete didactic

programs in foreign schools should not be exploited by American hospitals with in-

adequate faculty or facilities to compensate for the inadequacies in the undergradu-

ate clinical education in the foreign schools. While this practice probably cannot be

stopped, the Committee urges that U. S. hospitals recognize the educational re-

sponsibilities and legal liabilities coincident with offering core clinical clerkships.

The AMA should continue to encourage U.S. medical schools and their teaching

hospitals to admit students for a year of supervised clinical training as delineated

by the AMA Council on Medical Education Fifth Pathway statement. The Com-
mittee urges the AMA to follow such programs more closely, evaluating the

experience of students as reported by their clinical teachers and the performance

of these physicians on the FLEX examination.

While the Committee does not wish to put the AMA in a position of encouraging

Americans unable to gain admission to U.S. medical schools to matriculate at a

foreign school, it urges that the AMA continue to provide information to students

on the difficulties encountered during and after attending a foreign school and

enumerate the several considerations related thereto.

The Ad Hoc Committee recommends that the AMA:
2.1 ) Continue its policy that U.S. medical schools offer admission with advanced

standing, within the capabilities determined by each institution, to foreign

medical students who satisfy the requirements of the institution for matricu-

lation.

2.2) Continue the policy that U.S. medical schools, within the capabilities

determined by each school, sponsor one year of supervised clinical ex-

perience for foreign medical students in accordance with the criteria

established for such programs by the Council on Medical Education of

the AMA (“Fifth Pathway”). The Committee also supports the idea of a

study recently authorized by the House of Delegates to evaluate the effec-

tiveness of these programs.

2.3) Continue to provide U.S. students who are considering attendance at a

foreign medical school with information enabling them to assess the

difficulties and consequences associated with matriculation in a foreign

medical school.

Section in—Implications of Title VI of P.L. 94-484 for International Educational

Exchange

In the 15 years prior to the passage of the Health Professions Educational As-

sistance Act (P.L. 94-484) in 1976, U.S. immigration laws and their adminis-
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trators appeared to invite foreign national FMGs to seek medical careers in the

United States. When President Johnson declared there was a shortage of physicians

in 1965, the U.S. Department of Labor placed physicians on the list of occupations

in short supply. This gave physicians blanket labor certification when applying for

immigrant visas.

As soon as they earned ECFMG certificates, FMGs were considered qualified

to enroll in accredited residency programs in U.S. hospitals. Between 1961 and

1976, more than 60,000 FMGs came to this country with temporary visas and

well over half eventually succeeded in converting them into permanent visas. Many
of these physicians have since become U.S. citizens. During this same period,

several thousand FMGs entered the country as immigrants on the basis of either

professional qualification or family relationship to a U.S. citizen or legal resident.

Title VI of P.L. 94-484, “Limitation on Immigration of Foreign Medical

Graduates,” caused a major policy shift away from liberal entry into the United

States for FMGs. The provisions of Title VI made it apparent that Congress was

convinced the time had come to reduce the number of FMGs entering the country

and depend on U.S. medical schools for new physicians. With enactment of P.L.

94-484, the U.S. Department of Labor removed the blanket labor certification for

FMGs seeking permanent visas on the basis of their professional qualifications.

Beginning Jan. 10, 1977, FMGs seeking to come to the United States as ex-

change students or to follow medical careers have been expected to pass a test in

English followed by a medical test referred to as the Visa Qualifying Examination

(VQE) which has been determined by the Secretary of Health, Education, and

Welfare to be equivalent to parts I and II of the National Board Examination.

Another provision of the law limited the period of training for the exchange

visitor to two years with a possible extension to three, and dictates that the student

must return to his home country for at least two years before applying for a perma-

nent visa. As a result of these more stringent requirements, the number of exchange-

visitor residents has dropped by more than two thirds.

Immediately following the passage of the Health Professions Educational As-

sistance Act of 1976, a large number of teaching hospitals in the Northeast voiced

concern about the reduction in numbers of available housestaff. These hospitals

had relatively large percentages of FMGs in their residency training programs

who, as part of their training, provided significant medical services to the patients

in these hospitals. When this concern gained immediate support from major medi-

cal and hospital quarters, the Congress voted to delay the onset of the new law

for one year, and subsequently approved an amendment which provided a waiver

of the new rules for hospitals that could prove that the sudden reduction in FMG
residents would disrupt available services (P.L. 95-83). This amendment also

exempted Canadians who graduated from medical schools in Canada from the

new immigration rules and provided that alien physicians licensed and in practice

before Jan. 9, 1977, were not subject to the new VQE examination if they also

held a U.S. specialty board certificate. All other licensed physicians holding tem-

porary visas were expected to conform to the new rules, which meant that they had

to requalify in English and pass the VQE in order to retain their immigrant status.

This affected an estimated 3,000 physicians in U.S. practice, many of whom
held approved petitions for permanent visas, which had not been awarded to them

because of unavailability of quota numbers for immigrants from their native

country. FMGs from the Philippines, South Korea, Taiwan and Mexico were

those most affected. The Ad Hoc Committee enlisted AMA support to provide

relief for this group of physicians. At the request of the AMA, legislation has

been introduced into the Congress which would eliminate the requirement of board

certification for licensed physicians, and permit them to remain in the United

States without having to pass the VQE.
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At the 1978 Annual Meeting, resolutions supporting the position of the Com-
mittee were introduced. These resolutions called for the AMA to urge the Secre-

tary of HEW to recognize the FLEX examination as equivalent to the VQE for

these approximately 3,000 alien physicians. This request was directed to the

HEW Secretary, and was followed up by a conference with HEW staff. However,

the AMA has been advised that HEW legal counsel has determined that the

Secretary does not have the authority to declare FLEX equivalent to VQE.
It appears, therefore, that hope for providing relief for these physicians lies with

the Congress. The AMA has therefore been instrumental in the introduction of

three bills into the present Congress: (1) H.R. 4331, introduced June 5, 1979,

by Rep. Charles H. Wilson (California), which urges that the ECFMG certificate

be accepted as adequate qualification for graduate medical education in the

United States. (2) H.R. 3327, introduced by Rep. William H. Boner (Tennessee)

March 29, 1979, which exempts FMGs who were licensed and in practice on

May 1, 1977, from having to take the VQE examination in order to maintain

their immigration status. (3) S. 1423, introduced by Sen. Orrin G. Hatch (Utah),

June 27, 1979, a companion bill to H.R. 3327.

A second provision of P.L. 94-484 that presents difficulty is the provision

limiting the stay of exchange FMGs to two years. While it does permit an ex-

tension of one additional year by special arrangement, the limitation makes it

difficult for an FMG to complete a program of graduate medical education. There

are certain programs that require more than three years of training; in others, the

training itself may require only three years, but it may take a year or two longer

to achieve board certification. In some countries, possession of U.S. board certifi-

cation is the measure of one’s attainment in graduate medical education.

The Ad Hoc Committee believes that an exchange physician should be given as

much time as needed to complete a specialty training program agreed to in ad-

vance by the country of origin and the U.S. institution. Responsibility for de-

termining the length of time should belong to the sponsoring institution after

consulting with authorities in the physician’s home country. While the United

States has been a world leader in education for the medical specialties, an in-

creasing number of physicians from “third world” countries has been turning to

other nations for this training. The United States, therefore, runs the risk of losing

its leadership position and reducing its effectiveness in international medical

affairs. The training of faculty for foreign medical schools as well as specialists

for practice in “third world” countries is important to U.S. prestige. These inter-

ests coincide with the policy and efforts of the AMA.
The Ad Hoc Committee recommends that the AMA

:

3.1) Seek to amend P.L. 94-484 to permit foreign physicians to complete

specialty education (residencies) in the United States where there are

prior agreements between the countries of origin and institutions in the

United States for such graduate medical education and agreement that the

foreign physicians wiU return to their own countries upon completion of

their graduate medical education.

3.2) Persist in its support of legislation aimed at exempting FMGs, licensed

and in practice before May 1, 1977, from having to take the VQE ex-

amination until rehef has been provided.

3.3) Encourage medical schools to develop special programs for foreign physi-

cians entering the United States as exchange visitors. These programs

should be designed to meet the needs of the nations from which the

physicians come as well as the needs of the physicians.

3.5) Continue to urge that successful completion of the FLEX and ECFMG
examinations be recognized by the Secretary of Health, Education, and

Welfare for issuance of exchange visitor visas. / ^
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AMA 1979 Interim Meeting Report

Council on Medical Education Report C

Recommendation 37 of the NCCMC—Family Practice

(Appendix G)

Past House Action: A-78:45; A-79: 138-139.

The House of Delegates, at its 1978 Annual Meeting, referred the Board of

Trustees response to Recommendation 37 of the National Commission on the

Cost of Medical Care (NCCMC).

Recommendation 37 of the NCCMC
“There should be an increase in the proportion of family practice physicians.

Such an increase could be expected to contribute to the moderation of rising

health care costs in two ways:

A. Through the substitution of physicians trained to the delivery of primary

care for more specialized physicians who are likely to provide more ex-

pensive primary medical services, and

B. Through lower training costs for a given supply of physician manpower, or

conversely, a larger supply for the same level of costs.

“In order to achieve this objective:

A. Federal and state support for the establishment of departments of family

medicine, particularly for the recruitment of faculty, should increase in

order to increase the proportion of practitioners in family practice, and

B. Federal capitation grants contingent upon meeting primary care residency

percentage requirements should continue. However, it is recommended

that voluntary efforts be made to develop and expand both undergraduate

and graduate programs to educate primary care physicians in numbers that

will exceed such requirements.”

In reconsidering the question, the Council on Medical Education gave special

attention to the testimony presented to the Reference Committee and to the House

at the 1979 Annual Meeting. There was general agreement that the issues attend-

ing the problem were those previously identified by the Council
: ( 1 ) The need for

primary care physicians. (2) The need for family practice physicians as dis-

tinguished from other primary care physicians. (3) The cost of educating specific

categories of physicians. (4) The cost of medical care provided by specific cate-

gories of primary care physicians. (5) Federal support for fostering the production

of specific categories of physicians. (6) Federal capitation grants to medical

schools contingent upon the distribution of residents in graduate medical education

programs.

Recommendation 37 addresses the above issues in terms of direct cost. It does

not address the issue of quality of care or cost effectiveness.

Analysis of available data did not provide the Council with answers that war-

ranted significant alteration of its report to the House in July 1979. The Council

offers the following commentary on the issues cited above

:

1. The need for primary care physicians. The need for more primary care physi-

cians has been generally recognized. The AMA has repeatedly supported

training in primary care, particularly in those specialties designated as the

major providers of primary care—family practice, general internal medicine,

general pediatrics, and obstetrics/gynecology. Such support should be con-
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tinued.

2. The need for family practice physicians as distinguished from other primary

physicians. The AMA’s previous position of supporting vigorously the effort

of developing strong educational programs for the production of family

physicians should be reiterated.

3. The cost of educating specific categories of physicians. The cost of the edu-

cation of residents is difficult to define except in a general relation to the

duration of residency programs. The current length of residency training for

family practice, general internal medicine, and general pediatrics is the same,

namely three years. Costs among individual programs in a given discipline

and among disciplines may vary according to institution, locality, and value

assigned to the services of the resident irrespective of any known or un-

known differences between the cost of residencies for family practice and

for other primary care specialties. Primary care residencies, other than

residencies in family practice, contribute to the education of residents in

family practice programs.

4. The cost of medical care provided by specific categories of physicians. Con-

vincing data regarding the cost effectiveness of primary care provided by

family practitioners and by other categories of primary care physicians are

not available to the Council on Medical Education. The NCCMC reasoned

that primary care by other than family physicians is more costly, but data

supporting this opinion were not included in the NCCMC report.

5. Federal support for fostering the production of specific categories of physi-

cians. In face of the need for primary care physicians, including family physi-

cians, federal support may be desirable, under appropriate circumstances, to

foster the expansion and improvement of educational programs for primary

care physicians. Voluntary efforts have been effective and should continue.

6. Federal capitation grants to medical schools contingent upon the distribution

of residents in graduate medical education programs. Federal capitation to

medical schools, contingent upon the distribution of residents among clinical

specialties, impinges upon the academic freedom of medical schools to de-

termine the socially acceptable commitment of medical school resources. It

places upon medical schools a responsibility for residency programs over

which the medical school does not have direct authority, since residents are

a responsibility and function of hospitals. The Council on Medical Educa-

tion reaffirms support for voluntary efforts to correct any perceived im-

balance of residency positions but does not find a justification for control of

the distribution of residency positions by giving or withholding federal sup-

port to medical education.

In light of the foregoing and in the absence of additional available data to the

contrary, the Council on Medical Education recommends adoption of the following

statement as the AMA response to Recommendation 37:

“There should be an increase in the proportion of primary care physicians

—

family physicians, general internists, general pediatricians, and obstetricians/

gynecologists.

“In order to achieve this objective

:

A. Voluntary efforts to develop and expand both undergraduate and graduate

programs to educate primary care physicians in increasing numbers should

be continued. The establishment of appropriate administrative units for

family practice should be encouraged.

B. Federal support, without coercive terms, should be available to institutions

needing financial support for the expansion of resources for both under-

graduate and graduate programs designed to increase the number of

primary care physicians.” /
" ^
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AMA 1979 Interim Meeting Report

Board of Trustees Report J

No Smoking on Commercial Aircraft

(Appendix H)

Past House Action: A-79:218, 223, 294; A-70:224.

Resolution 162 (A-79), referred to the Board of Trustees, points out that

numerous studies have documented the deleterious effects of cigarette smoking

on health, and the presence of significant amounts of carbon monoxide, nicotine,

and particulate matter in the air of a smoke-fiUed room. It asks the AMA to

“urge the Civil Aeronautics Board to ban cigarette smoking on commercial air-

craft.”

There is indeed strong evidence that passive smoking is detrimental to the

health of nonsmokers. Acute effects of exposure of nonsmokers to air containing

smoke at socially plausible levels have been demonstrated:

• Most healthy persons have an unpleasant response including symptoms of

eye irritation (especially for contact lens wearers), nasal congestion, wheez-

ing, and cough;

• Infants, during their first year of life, who passively inhale parental cigarette

smoke have an increased risk of pneumonia, bronchitis, or sudden infant

death syndrome;

• Of the 11% of the population that is allergic, 16% to 20% are sensitive to

tobacco smoke and develop allergic symptoms;

• Patients with the anginal syndrome demonstrate a diminished exercise toler-

ance after passive smoking: the duration of exercise required to provoke

angina was decreased 38% in an unventilated and 22% in a well-ventilated

room.

It is less certain whether serious deleterious long-term effects can result from

chronic or repeated exposure of the nonsmoker to cigarette smoke. However, it

should be noted that nonsmokers are exposed to almost as much of the sidestream

smoke products as their cigarette smoking neighbors. Estimates based on car-

boxyhemoglobin levels suggest a nonsmoker working eight hours in a smoke-

filled restaurant may take in enough carbon monoxide to provide the equivalent

of five to ten cigarettes smoked that day. In terms of the potent carcinogens such

as nitrosamines and benzpyrenes, which are concentrated in the sidestream smoke,

the nonsmoker may approach even more closely the intake of the smoker. The

importance then of carbon monoxide in advancing the process of atherogenesis and

of potent carcinogens contributing to mutagenesis and possible malignancy, while

it cannot be easily quantitated for the passive smoker, is probably not insignificant.

In commercial aircraft, cabin ventilation is designed to prevent air pollution

buildup. There is no recirculation of contaminated air and the time for replace-

ment varies from 2.4 minutes to 4.0 minutes, being slowest in the larger aircraft.

Few work spaces are as well ventilated as this. However, the microvalves which

control aircraft ventilation sometimes accumulate tar-like material, presumably

from cigarette smoke, which can cause a reduction in cabin ventilation rate.

Medline and Toxline searches of the medical literature have revealed no pub-

lished reports on air quality in commercial aircraft passenger compartments
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relative to cigarette products. The Environmental Protection Agency has sampled

the air quality on transoceanic flights for military dependents and the Federal

Aviation Administration has studied the air quality in the airline pilots’ compart-

ment. In neither study was carbon monoxide found in significant amounts. These

findings are further supported by data from the Canadian Air Force, from U.S.

airlines and U.S. aircraft manufacturers, although this data has not been published

in peer review journals. Furthermore, one member of the Civil Aeronautics Board

has stated: “We need some reliable scientific tests on the flow of smoke, whether

cigar, cigarette or pipe, aboard aircraft. We need more hard information . . .

before we can, with any confidence, put the smokers in the back of the plane, in

the window seats, or throw them out altogether.”

One additional consideration in discussing air quality in aircraft cabins is the

relative humidity which is universally less than 10% and often approaches 1%
once the craft becomes airborne. Furthermore, because the tropopause is high in

ozone, there may be increased levels of ozone as low as 30,000 ft under certain

atmospheric conditions. Ozone levels in aircraft cabins have been sampled by
commercial airlines and often found to be somewhat increased. Both the low

relative humidity and ozone can lead to irritation of the conjunctiva and mucosal

membranes, contributing to those effects that might be induced by passive cigarette

smoking. It could be argued that this makes it all the more imperative to reduce

the irritating elements of cigarette smoking to the lowest possible level in aircraft.

Report C (A-79) of the Council on Scientific Affairs, although it did not ad-

dress the dangers of passive smoking and the problems of sidestream smoke,

recommended continued encouragement of research into further reducing the risk

of cigarette smoking, recognized the rights of smokers, and observed that prohibi-

tion of cigarette smoking would be “neither enforceable nor desirable in a demo-
cratic society.” On the other hand, in the confined space of the aircraft cabin, the

nonsmoking passenger has little recourse, if an unacceptable level of smoke pollu-

tion reaches his assigned seat unit. The AMA recognized this situation when the

House of Delegates adopted Resolution 49 (A-70), “urging, very strongly, that

the Federal Aviation Administration require all public air transportation suppliers

to separate nonsmokers from smokers when the size of the aircraft permits.”

In January 1979 the Civil Aeronautics Board amended its rules on smoking

aboard aircraft to require special segregation of cigar and pipe smokers, a no-

smoking area for each class of service, enough seats in no-smoking areas for aU

who wish to be seated there (with provision for expansion of the no-smoking area

as demand requires), and measures to enforce these regulations. It is also cur-

rently considering proposals to make carriers seat individuals unusually susceptible

to cigarette smoke in seats that are farthest from the smoking area, and make them

distribute smoking areas in a configuration that does not sandwich nonsmokers

between two smoking areas in the same compartment. The first proposal suggests

a buffer zone of cigarette smokers or indifferent passengers between pipe and cigar

smokers and nonsmokers, restriction of cigar or pipe smokers to window seats or

seats closest to air outtake vents, and the requirement that any smoker must

extinguish his pipe or cigar on request of any other passenger. In the past it has

considered banning smoking on planes with 30 or fewer seats, on all flights less

than one hour, and requiring the use of physical partitions or curtains between

smoking and no-smoking areas.

The Board of Trustees recommends that:

1. The Civil Aeronautics Board and the Federal Aviation Agency be advised

that careful investigation of the quality of air in passenger cabins of com-

mercial aircraft should be initiated to determine the levels of all cigarette

smoke contaminants in smoking and no-smoking areas under present prac-

tices and under the conditions of any new practices that may be proposed
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for segregating smokers.

2. Until satisfactory data establish insignificant levels of such tobacco smoke
contaminants, the CAB be advised to

:

• Ban cigar and pipe smoking on all commercial aircraft.

• Ban cigarette smoking on all scheduled flights of one hour or less and on

all small planes of less than 60 passengers.

• Continue to delineate, on longer flights, the smoking area only after all

nonsmokers are accommodated.
• Limit smoking in multicompartment planes (e.g., B-747, DC-10) to a

single compartment.

• Encourage the experiment on heavily traveled routes of scheduling some
no-smoking flights for the convenience of the patient population, as well

as some smoking-permitted flights.

• Establish special curtains or partitions between smoking and no-smoking

areas.

3. This report be adopted in lieu of Resolution 1 62 (A-79 ) . r ^

OOfe. WEST DEVICE- WE TEACH YOUR DOG TO PLAY

DEAD WHEN YOU U&HT Up A CIGjARETTE.
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Oncology Grand Rounds

Radiation Pneumonitis: Recognition and Management

LESTER L. PORTER, M.D.; PAUL A. ROSENBLATT, M.D.; and
F. ANTHONY GRECO, M.D., Editor

Radiation therapy is commonly employed in

the treatment of malignancies in the thorax and

on the chest wall. While most physicians are

aware of the therapeutic benefits of this type of

therapy, a knowledge of the deleterious effects is

also necessary for both the general practitioner as

well as the oncologist. This paper will review the

pathology, diagnosis, and treatment of radiation

pneumonitis. The effect of chemotherapy on ra-

diation pneumonitis will also be discussed.

Recognition of Radiation Pneumonitis
When radiation passes through a cell, chemical

bonds are disrupted, the expression of the damage

depending upon the type of molecule affected

and the ability of the cell to repair the defect.

When alterations in the DNA molecule are not

repaired, chromosomal aberrations and mutations

occur. These changes in the genetic code are ex-

pressed after the cell divides, and are often lethal.

Changes produced in structural molecules are not

usually thought to be lethal, but if not repaired

they may result in functional abnormalities.

The cell population of the lung consists of type

I pneumocytes, postmitotic cells that constitute

the largest proportion of the alveolar population;

type II pneumocytes, which produce surfactant;

capillary endothelium, bronchial epithelium, and

alveolar macrophages. As frequent cell divisions

occur in the type II pneumocytes, the bronchial

epithelium, and capillary endothelium, they are

the most radiosensitive. The extent of injury

within these cell populations determines the de-

gree of radiation injury.

Four phases are recognized in the evolution of

radiation-induced pneumonitis.^ These will be re-

ferred to as the immediate phase, the latent phase,

the exudative phase and the fibrotic phase. The

From the Division of Oncology, Vanderbilt University

Medical Center, Nashville, TN 37232.

rate of development and severity of the radiation

injury are altered by underlying pulmonary di-

sease, the radiation dose and dose fractionation,

infection, and certain chemotherapeutic agents.

The first or immediate stage occurs in the hours

following treatment and is usually asymptomatic.

An inflammatory reaction occurs with hyperemia

of the mucosa, leukocytic infiltration, increased

capillary permeability, and edema. The edema is

usually mild, although if obstruction caused by
the tumor is nearly complete, the additional edema
may result in respiratory distress. This situation is

an indication for a short course of steroid

therapy.^

The second stage, usually corresponding to the

first few weeks following treatment (latent phase),

is also asymptomatic except that during this period

radiation esophagitis with resultant dysphagia is

common. Although pulmonary function is nor-

mal during this latent phase, changes occur at the

tissue level. The bronchial epithelium contains an

increased number of goblet cells and ciliary func-

tion ceases, leading to an accumulation of thick

secretions which potentiates infection.

As damage to the capillary endothelium accu-

mulates, protein-rich fluid leaks into the alveolar

air space. This exudative reaction, coupled with

the concurrent alveolar degeneration, marks the

third stage of radiation injury (exudative phase).

This phase, which was the first to be recognized

radiologically, is commonly referred to as radia-

tion pneumonitis. The swollen alveolar cells de-

tach from the basement membrane and together

with the proteinaceous fluid form a hyaline mem-
brane which becomes a barrier to diffusion.^'^

The timing of the exudative phase is a function

of the dose fractionation employed during radia-

tion therapy. Following hemibody irradiation,

where a single dose of 600 to 800 rads is given,

radiation pneumonitis appears in one to three

weeks.^ With more conventional dose techniques.
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1,000 rads delivered in five treatments in one

week, pneumonitis is evident two to four months
after treatment. According to Libshitz and South-

ard,^ manifestations of radiation damage are pres-

ent eight weeks after a course of 4,000 rads

(1,000 rads per week) and one week sooner for

each additional 1,000-rad increment.

Radiation pneumonitis is not commonly seen if

doses under 3,000 rads are given using conven-

tional fractionation.

With time, if the damage has not been too ex-

tensive, the interstitial and alveolar exudates are

absorbed and the hyaline membranes are lysed.

Alveolar and bronchial epithelium regenerate

and capillary endothelium proliferates. As colla-

gen is deposited, interstitial as well as vascular

fibrosis ensue. This progressive fibrosis, with de-

creasing lung function, marks the beginning of

the fourth or fibrotic stage.

Pulmonary function testing is a more sensi-

tive indicator of radiation injury than either radi-

ography or clinical findings. Changes in pulmonary

function antedate the appearance of radiation

pneumonitis on chest x-ray. ^ The immediate effect

of radiation sometimes results in an increased

vital capacity and maximum breathing capacity

as obstruction caused by the tumor is relieved.

During the latent stage of radiation reaction no

evidence of injury is expressed. The pulmonary

functions remain near baseline. As the exudative

phase begins, the diffusion capacity declines as

a result of reduced alveolar volume,^ increased

perfusion distance,^’^ and hypoperfusion of the

radiated volume.^ ® Concurrently with the impair-

ment of gas exchange, mild arterial hypoxia may
be present, but it is not associated with hyper-

capnea, as carbon dioxide levels are often de-

creased. The decreased diffusion capacity may
last up to two years and then gradually improve.

A diminished lung volume is also often progres-

sive.

Compliance decreases with the appearance of

pneumonitis and worsens with fibrosis. The de-

crease in compliance is dose-related and depen-

dent on changes within the lung rather than on

changes in the chest wall. The correlation be-

tween the severity of pulmonary function changes

and the symptoms is poor unless both lungs

undergo radiation fibrosis.

^

There is evidence that chemotherapeutic agents

produce modifying effects on tissues being radi-

ated. Changes in tissue response may occur be-

cause chemotherapy alters the proliferative state

of that tissue, or possibly modifies the repairative
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mechanisms of the cells.' Wara et al ® demon-

strated the radiosensitizing effect of dactinomycin

(actinomycin D) on lung tissue in both humans

and laboratory animals,® and recommend a regi-

men using a decreased dose of radiation when the

patient is also being treated with dactinomycin.

More recently they have studied the modifying

effect of several agents on radiated tissues in

mice.'^ When given two hours prior to irradiation,

dactinomycin (0.075 mg/kg), cyclophosphamide

(75 mg/kg), and to a lesser degree, vincristine

(0.5 mg/kg) increased the lethality of radiation.

There was no increased effect when given two

hours or 30 days after irradiation, although dac-

tinomycin increased radiosensitivity even when

given 30 days before irradiation. Hydroxyurea

produced no enhancement of radiation damage,

and although bleomycin did not enhance radia-

tion pneumonitis, it produced a much more se-

vere esophagitis in these laboratory animals.

BCNU, a nitrosurea, may have been protective

of lung tissue in this study.

There seemed to be no predictability regarding

which tissue would suffer sensitization by which

agent. Although the study did not reveal the

cellular mechanisms of interaction between radia-

tion effect and various agents, the results suggest

therapeutic implications.^

Of the four stages of radiation-induced lung

injury, only two have clinical representation.

Clinically significant exudative radiation pneu-

monitis occurs in a minority of patients receiving

radiation therapy to the thorax, the exact inci-

dence depending upon whether a clinical, radio-

graphic, or laboratory definition of the condition

is used. Approximately 41% of those women re-

ceiving radiation treatment for breast cancer

show radiographic evidence of radiation pneu-

monitis, while only 1 1 % are symptomatic.^ There

has been a similar disparity between clinical and

radiographic evidence of disease in patients

treated with mantle irradiation for Hodgkin’s

disease. Patients receiving radiation for carcinoma

of the lung receive relatively higher doses of ra-

diation and in time will all develop radiographic

evidence of radiation damage. Again, only a

minority of these patients will have clinically sig-

nificant pneumonitis.

The most frequent symptom is dyspnea, which

may be associated with a subjective sensation of

ventilatory restriction. ^ Dyspnea may be mild and

associated only with exertion, or it may progress

to cyanosis and respiratory distress syndrome.

Cough is often present and may be productive of
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thick, white sputum. Gross hemoptysis is very

rare, and although fever and night sweats may

occur with radiation pneumonitis, physical signs

such as consolidation, pleural rub, or cor pul-

monale are seldom seen. Pleural effusions are

sometimes associated with radiation pneumo-

nitis.®’^® Bachman and Macken® noted several

consistent characteristics in each of their 1 1 cases

of pleural effusion caused by radiation. All effu-

sions occurred within six months, were always as-

sociated with radiation pneumonitis, and resolved

spontaneously. These effusions may persist for

long periods, often years, but they will not pro-

gress spontaneously after stabilizing. They are

rarely symptomatic, yet when they are large,

thoracocentesis may improve breathing. Radia-

tion-induced effusion shows little tendency to

recur after thoracocentesis, while malignant effu-

sions recur rapidly and frequently, which may
be helpful in the differential diagnosis of the

effusion. Cytology is always negative in benign

effusions, but may also be negative in the malig-

nant effusion. Although the pathogenesis of

radiation-induced effusions is poorly understood,

the most likely explanation is obstruction of the

lymphatics.®’®’^®

The exudative or early pneumonitis usually ap-

pears two to four months after irradiation. This

reaction will only very rarely appear longer than

six months postirradiation, an observation helpful

in the differential diagnosis of symptomatic infil-

trates in irradiated patients.^ The predominant

differential diagnosis is between radiation pneu-

monitis, infection, or recurrent malignancy, either

as local recurrence or as lymphangitic spread.

Whitfield et al proposed several criteria for

differentiating pneumonitis from malignancy. Re-

current malignancy was more likely when there

were concurrent metastases elsewhere, gross

hemoptysis, anemia, or symptoms present longer

than four months. Progressive symptoms and ra-

diological signs were also associated with malig-

nancy.® Libshitz and Southard ^ added the obser-

vations that lymphangitic spread is usually more
prominent in the lower lung fields, is associated

with prominent septal lines, and is rapidly pro-

gressive, causing symptoms out of proportion to

the radiologic findings. They note that acute

pneumonitis usually shows very sharp borders on

radiography, yet indistinct borders and stranding

may be present later in the more fibrotic stages.

Knowledge of the field of irradiation, the time in-

terval from irradiation, and evolution of the lesion

as viewed by serial x-rays is helpful in suggesting

the proper diagnosis.^ Bronchoscopic biopsy for

tissue and cultures would seem to be the best

means of making the diagnosis of recurrent ma-

lignancy or infection.

Management of Radiation Pneumonitis

The predominant finding in most patients who

develop radiation pneumonitis will be the abnor-

mal chest x-ray. Clinical symptoms of cough and

dyspnea will be mild or absent. These patients

will need no therapy other than an antitussive

agent when indicated. If symptoms do become

severe in early radiation pneumonitis, steroid

therapy may provide marked relief,^’^’’^^ but will

not benefit symptoms caused by the fibrotic stage

of lung injury from radiation. When dyspnea is

severe in the fibrotic reaction, oxygen may be the

only therapy which can be offered. A rare patient

with unilateral fibrosis and severe symptoms may

be improved by pneumonectomy.^®

In acute radiation pneumonitis relatively high

doses of prednisone, 60 to 100 mg/day, will usu-

ally provide a good response. These doses can

then be tapered cautiously over several days to

20 to 40 mg/day, which should be maintained for

several weeks and then tapered very slowly. Flare-

ups of radiation pneumonitis may be very severe

when steroids are rapidly tapered. There is a

relationship between steroid withdrawal and radi-

ation injury that is poorly understood. Castellino

et al described seven patients who had severe

exacerbation of radiation pneumonitis while on

MOPP chemotherapy. The pneumonitis occurred

after the cycles in which prednisone is used in

high doses and suddenly stopped. Radiation began

either shortly before, along with, or shortly after

MOPP was started, although two patients re-

ceived their irradiation two and a half and six

years earlier. Their lungs would have been thought

to be “healed” or fibrotic by this time. Steroid

therapy, in moderately high doses and slowly

tapered, controlled most of the cases. One pa-

tient died with a pneumothorax and pneumonitis,

and a second patient died postpericardiectomy,

with acute pneumonitis and pericarditis.

Antibiotics have shown no effect on the course

of radiation pneumonitis without infection.

When considering the vascular endothelial dam-

age induced by radiation, investigators have ques-

tioned whether anticoagulation might benefit ra-

diation pneumonitis, but Moss et al showed that

daily heparin from the time of radiation to pneu-

(Continued on page 285)
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X-ray of the Month

A. JAMES GERLOCK, JR., M.D., and CARLOS A. MUHLETALER, M.D.

A 35-year-old woman with a past history of abdominal
pain, anemia and weight loss was admitted to the hos-

pital following an episode of hematemesis. An upper GI
series showed gastric varices without associated esoph-

ageal varices (Fig. 1). Which of the following most
commonly produces this radiographic pattern?

( 1 ) Portal hypertension with cirrhosis

(2) Portal vein thrombosis

( 3 ) Splenic vein thrombosis

Figure 1. Gastric varices seen on the nondistended
and distended air contrast study of the gastric fundus.

No esophageal varices were present.

Discussion

By recognizing gastric varices in the absence

of esophageal varices, it is possible to suspect

splenic vein occlusion from the upper GI series,

since when the splenic vein is occluded the col-

lateral venous pathways carrying blood from the

spleen became enlarged. These collateral venous

pathways consist mainly of the short gastric veins,

coronary veins and gastroepiploic veins (Fig. 2).

No esophageal varices are formed, since the portal

vein is not obstructed. The enlarged short gastric

veins are seen in the fundus of the stomach on the

upper GI series as multiple filling defects. If not

From the Department of Radiology, Vanderbilt Uni-

versity Hospital, Nashville, TN 37232.

observed carefully, the gastric varices may be mis-

taken for prominent mucosal folds or gastric po-

lypoid neoplasms. The curvilinear or serpiginous

appearance of the gastric varices helps in the dif-

ferentiation.

When gastric varices without esophageal varices

are suspected on the upper GI series, a selective

splenic arteriogram can confirm the presence of

a splenic vein occlusion (Fig. 3). The venous

phase of a splenic arteriogram in this patient

showed enlarged short gastric veins forming gas-

tric varices and collateral venous pathways

6 .

Figure 2. Drawing of collateral venous pathways. Com-
bined portal vein (p.V.) and splenic vein (5) occlusion

forms collateral pathways through the azygos veins

(1) and esophageal veins (2). In isolated splenic vein

occlusion, the collateral venous pathways are through
the short gastric veins (3), coronary veins (4) and
gastroepiploic veins (6).
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through the coronary vein and gastroepiploic vein

to the portal vein. The splenic vein was not seen

because it was occluded and could not be opaci-

fied by the contrast media (Fig. 3).

Although isolated occlusion of the splenic vein

has been considered a rare lesion,^ its occurrence

is more common than generally appreciated in pa-

Figure 3. Venous phase of a selective splenic arterio-

gram showing gastric varices (V) and nonvisualization

of the occluded splenic vein. The portal vein (p.V.)

fills through the coronary (C.V.) and gastroepiploic
(g.e.v.) veins.

tients with pancreatitis with or without a pseudo-

cyst and in patients with pancreatic carcinoma.^-^

It has also been reported in association with

retroperitoneal fibrosis, tumor, trauma, polycy-

themia, retroperitoneal bleeding, enlarged lymph

nodes and splenic artery aneurysms.^’^’® The pa-

tient briefly presented here was found to have

carcinoma of the pancreas as the cause of the

splenic vein occlusion.

This case demonstrates that the appearance of

gastric varices without esophageal varices indicate

splenic vein occlusion. Gastric varices with esoph-

ageal varices are usually the result of portal

hypertension. The distinction between these two

conditions is important, since the diagnostic

evaluation and treatment of these conditions is

different.

Al^SWER: Splenic vein thrombosis. r P
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monitis in laboratory animals was of no benefit.

When symptoms are very severe a patient may
require ventilatory support. He should be treated

aggressively, as acute radiation pneumonitis is

self-limited and will resolve spontaneously, usually

in less than two months.

Conclusion
As early or exudative radiation injury is a

clinical entity which is self-limited and treatable,

all efforts to support these patients should be

made, including ventilatory support if necessary,

for the process will resolve. Radiation pneumo-
nitis is one of the diseases that should be treated

aggressively in patients with malignancy, as

proper management can lead to prolongation and
improved quality of life. r P
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Mental Health Report

A Five-Year Plan Projection:

Mental Health Services for the Elderly

The growing number of elderly people in

Tennessee is very much a part of a national trend.

Improved medical care is enabling people to live

longer so that by 1990, the Tennessee State Plan-

ning OflBce estimates that 15.5% of the popula-

tion of this state will be age 65 and older.

These demographic changes mean the Depart-

ment of Mental Health and Mental Retardation

(DMHMR) will face a challenge to provide many
needed services. Already the existing caseload of

geriatric clientele in Tennessee’s mental health

centers is 10.5%.

Future emphasis on mental health care delivery

in Tennessee will center around deinstitutionali-

zation. Mental health institute patient census re-

duction should focus on the concept of providing

the most effective treatment possible, the most

appropriate discharge planning, and a full range

of comprehensive follow-up and aftercare services

for the elderly patient.

In the management of deinstitutionalization

and census reduction, the DMHMR does not wish

to oversimplify the process by placing undue em-

phasis on mental health institute budget cuts and

direct care staffing cuts as correlates of patient

census reduction. Proper staffing and quality ser-

vices will ensure that patient census in our five

mental health institutes declines as individual

treatment goals are reached and patients are dis-

charged.

DMHMR must concern itself with the quantity

and quality of resources available in the commu-
nity for the discharged geriatric patient. The
Geriatric Services Section of the Department is

currently considering several steps as part of a

projected five-year plan.

• It is possible DMHMR should own and op-

erate a fixed-bed facility to serve the long-term

chronic patient. Placement in private nursing

homes of mental health institute patients with no

immediate physical disability is often difficult,

even if an occasional vacant bed can be identified.

From the Tennessee Department of Mental Health and
Mental Retardation, Nashville, TN 37219.
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The behavior and mental functioning of these pa-

tients may not justify their retention in a mental

health institute. However, should DMHMR find

the necessary support to operate such a facility,

it should in no way replace the specialized geri-

atric acute care units within the mental health

institutes.

• The relationship that our community mental

health centers and DMHMR now have with our

boarding home and foster home operators should

be explored in depth. Boarding homes have been

a significant placement source for geriatric mental

health institute patients. DMHMR should clearly

specify what the optimal working relationship

should be involving DMHMR, the community

mental health centers, boarding home operators,

the residents, other departments, including human
services and public health, and other agencies

concerned with providing services to the elderly.

• In its five-year plan, DMHMR should con-

sider the establishment of a state and federally

financed third level of care for mentally impaired

geriatric patients. Geriatric patients have even

fewer community support system resources than

other client groups. The possibility of a third level

of care to fill the gaps between the mental health

institute inpatient program and the community

mental health center outpatient service should be

thoroughly explored.

Certainly, consideration should be given to de-

veloping a more coordinated and comprehensive

array of follow-up and aftercare services for the

geriatric patient. The follow-up and aftercare sys-

tem of services should be expanded and substan-

tiated in the following areas: (1) increased

emphasis on the mutual responsibility of the men-

tal health institute and community mental health

center in patient discharge planning based on ap-

propriate needs and resource assessments; (2) in-

creased emphasis on the importance of community

mental health center interaction with the medical

community; (3) adequate provision for monitor-

ing the client’s medication needs; (4) increased

(Continued on page 288)
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 73 -year-old man who had known for 22 years he

had a heart murmur was admitted to St. Thomas Hos-

pital for evaluation. One year earher he had the onset of

exertional “pressing” substernal pain which although it

had increased in frequency and severity throughout the

year never persisted for more than five or six minutes

and was relieved by rest. Two months before admission

he became acutely short of breath and was hospitalized

elsewhere with a diagnosis of pulmonary edema. His

symptoms improved with diuretic therapy. He denied

syncope or near syncope. On examination the blood

pressure was 126/76 mm Hg. The arterial pulses were
slow rising and somewhat sustained, and there was a

prominent thrill at the right second intercostal space. On
auscultation a grade V late peaking systolic murmur was
heard, associated with an apical Si gallop. No diastolic

murmurs were present. An electrocardiogram was ob-

tained (Fig. 1).

Discussion

The electrocardiogram shows sinus rhythm at

a rate of 96/min. The PR interval is normal at

0,17 seconds. The tracing is half standardized in

the precordial leads Vi through Ve. P waves are

inverted in Vi, The QRS is prolonged at 0.11 sec-

onds. The intrinsicoid deflection is delayed at .07

seconds, best seen in leads I or aVL. The axis is

From the Department of Cardiology, St. Thomas Hos-
pital, Box 380, Nashville, TN 37202.

leftward, resulting in a prominent S wave in stan-

dard lead II with an R wave in aVL which is taUer

than the R wave in standard lead I. The voltage is

markedly increased, with an R wave in aVL of

over 30 mm. In the precordial leads (which are

half standardized) the S wave in Vi is in excess

of 26 mm and the R wave in Ve is in excess of

34 mm. There is prominent asymmetrical T inver-

sion in I, aVL and in lateral precordial leads V4

through Ve. Dilatation of the left ventricular

chamber or hypertrophy of left ventricular mus-

culature wiU result in increased QRS voltage,

increased left ventricular conduction times (a

widened QRS), rotation of the QRS forces left-

ward and posteriorly, and the appearance of

repolarization changes with the T forces being

directed to the right. In addition, the left ventri-

cular end-diastolic pressures which commonly
accompany these conditions will be reflected in

increased left atrial pressures. This will cause

prolongation of conduction through the left atrium

with rotation of the P forces posteriorly (inverted

P waves in Vi).

The electrocardiogram cannot distinguish be-

tween hypertrophy or dilatation of the left ven-

Rgure 1
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trick, and the term left ventricular enlargement is

commonly used to suggest that either process may
be present. In a tracing of the type shown it is not

difficult to diagnose left ventricular enlargement,

as all the usual features of left ventricular en-

largement are present.

Several criteria for the diagnosis of left ventri-

TABLE 1

ROMHILT-ESTES POINT SCORE SYSTEM '

Points

1.

Amplitude of the QRS complex positive if any

one of the following is present:

A. Largest R or S in limb leads greater

than 20 mm.
B. SVi or SV2 greater than 30 mm.
C. RVs or RVo greater than 30 mm. 3

2. ST-T segment positive if the left ventricular

strain pattern with an ST-T vector opposite

to the mean QRS vector is present:

Without digitalis 3

With digitalis 1

3. Left atrial enlargement positive if terminal P

force in lead Vi is abnormal. 3

4. Abnormal left axis deviation positive if the

left axis of the QRS complex is leftward and

superior at 330°. 2

5. QRS duration greater or equal to 0.09 sec-

onds. (QRS duration must be less than 0.12

seconds in order to exclude bundle branch

block.) 1

6. Intrinsicoid deflection positive if the intrinsi-

coid deflecton in lead V5 or Vc is greater or

equal to 0.05 seconds. 1

Mental Health Report . . .

(Continued from page 286)

provision and coordination of transportation ser-

vices for the geriatric client; (5) the creation of

an information system capable of monitoring the

client’s movement through the follow-up and

aftercare system, with an emphasis on periodic

evaluations and assessments of the client’s status

and progress.

Older people should not be an underserved seg-

ment of the population. For this reason, consid-

eration will be given to future development of the

community mental health center geriatric program

so that the geriatric caseload will more accurately

reflect the representation by the elderly in the

total population.

Community mental health centers will be en-

couraged to design a full range of mental health

services especially for the elderly. These are to

288

cular enlargement have been published, and the

difficulty is in selection of criteria that are sensi-

tive enough to diagnose all cases. Yet the criteria

must be specific enough that false-positives are

not misdiagnosed. Obviously criteria which are

overly specific will lack sensitivity and those which

are overly sensitive will lack specificity. The best

set of criteria in balancing sensitivity and spe-

cificity in the diagnosis of left ventricular enlarge-

ment appear to be those of Romhilt and Estes ^

(Table 1).

“Probable” left ventricular enlargement is pres-

ent if four points are present, and left ventricular

enlargement is diagnosed if five or more points

are present. In addition to the above criteria, an

R wave in aVL of 12 mm or more is a highly spe-

cific (although insensitive) criterion for left ven-

tricular enlargement.^

This patient at cardiac catheterization was

found to have severe calcific aortic stenosis, with

a peak systolic gradient of 96 mm Hg and a calcu-

lated aortic valve area of 0.6 sq cm. He success-

fully underwent aortic valve replacement.

CONCLUSION: Left ventricular enlargement,

with ST-T wave changes and left axis devia-

tion. r .p

REFERENCES
1. Romhilt PW, Estes EH Jr: Point score system for the ECG

diagnosis of left ventricular hypertrophy. Am Heart J 75:752,
1968.

2. Mazzoleni A, Wolff R, Wolff L, et al: Correlation between
component cardiac weights and electrocardiographic patterns in

185 cases. Circulation 30:808, 1964.

include group and individual therapy, day care/

day treatment, medication monitoring, family

therapy, etc., with special emphasis on outreach

activities, including visiting, transportation, etc.

DMHMR should consider expanding its knowl-

edge base through increased support of applied

research activities in the areas of geriatrics and

gerontology. These research projects should be

linked with those of educational institutions in

order to maximize funding.

A comprehensive package of community men-

tal health center services should be developed to

serve special segments of the geriatric population,

including emphasis on the unique needs of the

minority elderly population and the preventive

and educational needs of the middle class older

population.
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Diabetes Clinical Care Conference

Diabetic Neuropathic Joint Destruction

(Diabetic Osteopathy)

This 39-year-old man with insulin-dependent

diabetes for 15 years is presented because of his

chronic discomfort and deformity in the right

foot. Numerous complications of diabetes re-

sulted in his retirement on disability five years

ago. Chronic and recurrent ulcerative lesions

overlying the dorsum of the right foot began at

the site of an infected callous just lateral to the

base of the right great toe three years ago. Four

skin grafts had not resulted in healing, and in

July, 1978, osteomyelitis was noted in the right

second metatarsal head. Resection of the distal

second metatarsal and antibiotic treatment re-

sulted in resolution of this infection, and subse-

quently skin graft overlying this area healed with-

out recurrence of ulceration. In April, 1979, sore-

ness and swelling of the right foot were treated

with antibiotics for presumed cellulitis, but the

symptoms did not improve over the next month.

Physical examination showed swelling and de-

formity about the ankle, but there were no areas

of inflammation, cellulitis or ulceration, and the

peripheral pulses were intact in both feet. Neu-

rological examination revealed absence of pin-

prick and touch sensation in both feet in a stock-

ing distribution to the mid-calf, consistent with

diabetic peripheral neuropathy. The deep tendon

reflexes were absent. An x-ray of the right foot

showed the old amputation of the distal second

metatarsal, and the surprising finding of fragmen-

tation of the medial aspect of the tarsal scaphoid

(navicular) bone and the first cuneiform bone

(Fig. 1). The metatarsal bones were subluxed

laterally with respect to the tarsal bones, findings

consistent with a neuropathic joint.

By wearing a padded, double-depth shoe the

patient has been able to be up and around, but

with persistent aching in the foot.

The Diabetes Clinical Care Conferences at St. Thomas
Hospital, Nashville, Tenn., a collaborative educational

program of the St. Thomas Department of Hospital
Education and the Vanderbilt Diabetes Research and
Training Center, are coordinated by Joy Woodard, R.N.,

and Virginia Manley, R.N., and edited by Alan L.

Graber, M.D.

Figure 1. X-rays of the right foot in 1978 showed only

the amputation of the distal part of the second meta-
tarsal (left). In 1979, the same foot shows fragmen-
tation of the medial aspect of the tarsal scaphoid and
first cuneiform bones, and subluxation of the meta-
tarsal bones laterally, consistent with neuropathic joint

destruction.

Past history included an episode of osteomye-

litis of the great toe of the left foot in 1974,

which resolved after debridement and resection of

the interphalangeal joint. The left foot has subse-

quently remained stable. The patient has had

other manifestations of diabetic neuropathy, in-

cluding pelvic girdle amyotrophy and weakness

and recurrent vomiting due to disturbance in gas-

tric motility. Erectile dysfunction was treated by

surgical insertion of a penile prosthesis in 1977.

Richard Arendale, M.D. (radiologist, St.

Thomas Hospital): The x-ray findings are char-

acteristic of neuropathic joint destruction. X-rays

the preceding year showed only the old amputa-

tion of the distal second metatarsal (Fig. 1).
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Within the brief period of ten months there was

striking fragmentation of the tarsal bones and

subluxation of the metatarsals, which accounts

for the deformity noted on physical examination.

You will note that there is not much radiolucency

or any evidence of osteomyelitis. This type of

lesion was formerly seen in syphilis or syringo-

myelia, but is most commonly seen nowadays in

diabetes.

Dewey Thomas, M.D. (orthopedic surgeon):

During development of this deformity the patient

had no pain in his foot and therefore did not stop

walking, even with gross changes in the bones.

There is no good surgical procedure to correct

this type of deformity. The double-depth shoe,

which is padded and custom-fitted to his foot,

relieves pressure on the weight-bearing surfaces

and reduces discomfort. Its cost is approximately

$150. It is less expensive than space shoes, which

cost about $375.

John Liljenquist, M.D. (endocrinologist, Van-

derbilt Diabetes Research and Training Center):

In view of the frequency of diabetic neuropathy,

this is a rare complication. Since most patients

with diabetic neuropathy don’t develop bony

destruction, why did it occur in this patient?

Alan L. Graber, M.D. (endocrinologist): We
might speculate that after the osteomyelitis healed

there was some weakening of the ligaments and

other supporting structures of the foot, which

might have resulted in pain if the patient had had

normal appreciation of pain when he walked.

Since he didn’t, progressive dislocation and ab-

normal pressures occurred in the bones of the

foot until they became grossly deformed and frag-

mented.

Barbara Christman, R.N. (Vanderbilt Diabetes

Research and Training Center): How should pa-

tients with insensitive feet be protected from such

an event?

Dr. Thomas: A reliable brace shop can ar-

range for construction of a padded, double-depth

shoe to protect the patient from progressive pres-

sure and deformity. This needs to be done in

close consultation with an orthopedic surgeon

who understands the mechanics of the foot.

A visiting nurse: What routine instructions

should we give patients with diabetes regarding

care of their feet?

Dr. Graber: Cleanliness is most important,

along with wearing properly fitted shoes. I ad-

vise patients to ask for the shoe store manager or

an experienced shoe-fitter when they go to buy

shoes. Any corns, callouses, or other skin lesions

should be treated to avoid cracking and ulcera-

tion, which serve as a portal of entry for infec-

tion, as in this patient. If skin ulceration or

infection develop, they should be managed
promptly by medical personnel, and not with

home remedies. Deformities such as bunions,

hammertoes, flatfeet, etc., need correction if they

lead to recurrent blisters, callouses or rubbing

which could predispose to skin breakdown. The
toenails should be trimmed straight across, even

with the end of the toe. Callouses can be reduced

by rubbing with a pumice stone, emery board, or

fine sandpaper. Finally, many diabetic individuals

cannot see well enough or lack the manual dex-

terity to properly care for their feet by them-

selves, and therefore the help of a family member
is often necessary. The physician or nurse who
sees the patient at regular intervals should make
frequent inspections of the feet, as many foot

lesions, including those which result in amputa-

tions, are preventable. r ^

SUGGESTED READING

1. Levin ME. O’Neal LW (eds) : The Diabetic Foot. CV Mosby
Co, St. Louis, 1973.
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Final Thoughts

Unless I have miscalculated, I think this is to be my last formal communi-

cation with the general membership of the Tennessee Medical Association

through the President’s Page. This past year has been rather full and quite

busy in a pleasant sort of way. I will make no attempt to relate all activities

or summarize what may or may not have been accomplished, but merely

comment on a few areas I feel pertinent. Last year a need for closer contact

between the TMA leadership and county medical societies (particularly

rural) was expressed. An attempt to remedy this by personal visits of the

leadership to the component medical societies was carried out by invitation.

The only problem was that several societies either did not care or did not feel

the need for such a visit. In spite of this, well over 50% of the societies were

visited. I was upset on several occasions to find it was the first visit of the

TMA President in the history of the society! The sharing of information and

understanding was invaluable. This program must continue and hopefully

next year we can reach 100% of the societies.

It has become obvious that organized medicine must take an even more

active part in the direction of health needs and health planning in our state.

We have been on the defensive long enough. Only if there is a fault or deficit

in the system can undesirable encroachment upon medicine’s control of its destiny occur. As I have

stated before, the only way we can survive and be allowed to continue to practice medicine as we feel

it should be practiced is to continue to work together. This requires considerable communication,

understanding, and some willingness to compromise; for each of us, as doctors, tend to be strong-

willed. The primary care legislation, if passed, should allow us considerably more input into resolving

the problems concerning access to health care, maldistribution of physicians, and abuse of the federal

and state assistance that is available for the above. We must however take advantage of the oppor-

tunity.

Medicaid has been a constant topic of discussion. The budget for this year is $378 million—an in-

crease of approximately $340 million since 1970. Physician expenses make up less than 10% of the

budget, but we catch 100% of the blame for the problems. We are sponsoring a legislative resolution

to completely restudy the entire Medicaid program. If we are successful, all physicians will get an op-

portunity to help the Legislative Committee understand the myriad of problems involved with the cur-

rent program.

The malpractice crisis is not over and we cannot quit trying to improve the situation. The SVMIC

had a record 738 claims reported in 1979 compared with 552 the year before. Too many of these

claims unfortunately do reflect poor medicine upon review by the Claims Review Committee. Local

hospital staff peer review is becoming more and more an absolute necessity. We can no longer turn

our head, look the other way, and expect these problem physicians to go away.

I can go on and on, but will not do so. I appreciate the opportunity you have given me this past year

and pledge my support to George Zirkle for his endeavors for the coming year.

Sincerely,

James W. Hays

pfc/kicfilV

PRESIDENT



GEORGE A. ZIRKLE, JR., M.D.
KNOXVILLE
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92nd President—Tennessee Medical Association

lodestone to success in any field of endeavor is optimism. Undoubtedly, Tennessee’s path during

1980-81 will be replete with challenges from every conceivable direction. We in the Tennessee Medi-

cal Association believe our state will meet those challenges successfully. Our pride is justified in the

abilities and high professional standards of our 92nd President, George A. Zirkle, Jr., M.D.
The Tennessee Medical Association has just celebrated its 150th anniversary in Nashville, where we

realized our past accomplishments and gained an enthusiasm for the next 50 years. Dr. Zirkle’s leader-

ship will combine the knowledge and experience of the just concluded sesquicentennial with the pro-

gressive forethought organized medicine must have to continue the aims and purposes set forth by

the original organizers of the TMA in 1830. There is no more optimistic way to advance toward our

151st year than under the direction of George Zirkle.

Born in 1919 in Charlottesville, Virginia, Dr. Zirkle received his bachelor of science degree in biol-

ogy from Virginia Polytechnic Institute in 1942, and in 1945 he received his doctor of medicine de-

gree from the Medical College of Virginia. He served his internship at Baroness Erlanger Hospital and

completed his residency in pediatrics at Duke University Hospital in Durham, North Carolina. He is

licensed to practice medicine in Virginia and Tennessee, and he has been in the private practice of pedi-

atrics in Knoxville since 1950.

Dr. Zirkle has served his local county medical society and his pediatric specialty society in several

leadership roles. In 1967 he was president of the Knoxville Academy of Medicine, and in 1967-68 he

was president of the Tennessee State Pediatric Society. He is a pediatric consultant to the American

Academy of Pediatrics’ Head-Start Program and served as associate chairman of the Academy during

1976-79. In 1979 he was the state chairman for the Tennessee Chapter of the American Academy of

Pediatrics. Dr. Zirkle also holds membership in the American Board of Pediatrics, the Southern Peri-

natal Society, the Knox Area Pediatric Society, and the American College of Allergists.

Throughout his 30 years as a member of the Tennessee Medical Association, he has been deeply

involved in Association activities. He first became a member of the TMA Board of Trustees in 1972,

and he has been a member of several committees, including the Liaison Committee to Medical Schools,

the Interprofessional Liaison Committee, the Committee on Medicine and Religion, and the Commit-

tee on Governmental Medical Services. He also served as the coordinator for the Division of Commu-
nication and Public Service and was chairman of the AMA-ERF Committee. In 1973-74 he was

president and chairman of the Board of Directors of the Tennessee Foundation for Medical Care.

While maintaining a busy private practice and serving his local, state and national specialty so-

cieties, Dr. Zirkle has also served the State of Tennessee as a member of the Governor’s Advisory

Council for the Epilepsy Foundation. Further, he served as a member of the Tennessee Public Health

Council during 1971-75, and was its secretary in 1973-75. He was also a member of the Regional Ad-
visory Group and the Tennessee Mid-South Regional Medical Program in 1971-74.

In addition to his roles in medical organizations, he continues to be one of the most respected com-

munity leaders in Knoxville. Some of his activities include being an active member of the Church Street

United Methodist Church, serving as chairman of its Board of Stewards and chairman of its Finance

Committee. He was a medical advisor and director of the Planned Parenthood Association in 1969-73,

a member of the Knoxville Rotary Club and its director in 1972-73, and one of the directors of the

Knoxville Chamber of Commerce in 1975-78.

George is not the only Zirkle who has been active in the Tennessee Medical Association. His lovely

wife, the former Louise Hall of Roanoke, Virginia, served the TMA Auxiliary as president in 1976-77,

and she continues to be one of the most active supporters of the TMA through the Auxiliary. George

and Louise are the proud parents of three married children: Joyce Ann Tapscott, a buyer for a de-

partment store in Knoxville; Marilyn Panella, a first grade teacher in Knoxville; and Andy, a pharma-

ceutical representative in Charlotte, North Carolina.

The TMA is fortunate to have an individual with the knowledge, experience and foresight of George

Zirkle to continue the excellent leadership exhibited in the past year by Dr. Jim Hays.
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Best

There’s no Heiden it

—

Eric is best!

Banner at Lake Placid

If you ain’t got no dis-sip'-lin

You ain’t go no army.

U.S. Army Sergeant, WW II

Pandemonium broke loose in the quiet little

town of Lake Placid, New York early of a Sunday

afternoon in late February as a group of college

boys wrapped up the Olympic gold with a 4-2

300

victory over Finland’s hockey team, after having

two days earlier defeated the world’s best. This

young team was put together only six months ago,

and after a tour of 62 games took on all comers,

defeating among others the teams from the Soviet

Union and Czechoslovakia—teams which have

been playing together since the Innsbruck Games
four years ago. Jim McKay, the old pro of Olym-

pic sportscasting, called the winning of that gold

the greatest moment of his 32-year career, liken-

ing it to a defeat of the Pittsburgh Steelers by a

bunch of young Canadian college football players.

Lynn Swann, star end of those Steelers, who
cheered hysterically in the stands as he watched

the defeat of the Soviet team, called it a greater

thrill for him than when the Steelers won the

Superbowl.

Coach Herb Brooks of the University of Min-

nesota told his group of 18- to 25-year-olds they

did not have the talent to win in that environ-

ment. If they were going to win, he said, it would

take work, it would take cohesiveness. Cohesive-

ness. Groups of individual stars do not win in

team efforts. Teams do. So they had to become

a team. Become a team they did. “U-S-A, U-S-A,

U-S-A!” the crowd chanted. It had all the fervor

of an old time revival camp meeting. “It wasn’t a

victory. It was a miracle,” said one observer.

And what can you say about Eric Heiden, the

22-year-old premedical student from Madison,

Wisconsin? The banner quoted above said it all.

Before the games ended he had done what no

other athlete had ever done. He had won four

individual gold medals. After having done that,

he went on to win a fifth. In the process he set five

Olympic and two world speed skating records.

Eric Heiden is best.

So what?

A much quoted observation by the preacher in

Ecclesiastes, which in a sense belabors the ob-

vious, is that the battle is not always to the strong

nor the race to the swift. Only 16 gold medals

were available in these Thirteenth Winter Olympic

Games, which means that, counting teams, only a

hundred or so of the 2,000 champions there could

win a medal of any sort. Champions they were,

every one of them, or they would not even be

there. Who wins? And what about all those

losers?

Along with the others, Eric Heiden has spent

years filled with countless painful, lonely hours

on and off the ice, preparing for a few brief min-

utes of competition. Many times, he said, he felt

like sleeping for a few more minutes, only to re-
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lent and slog along after his little sister Beth, her-

self a bronze medal winner. Discipline.

Nineteen-year-old Linda Fratianne, from Los

Angeles, California, is the world’s finest female

free figure skater. She has twice won the world

championship. She was a skinny kid skating in the

Innsbruck Games four years ago. She had prom-

ise. This year she entered the free skating pro-

gram in third place after a relatively poor showing

in those incredibly duU compulsory figures

—

tracing with skates those intricate figures in the

ice—slow, deliberate, repetitive movements. Mo-
notony. The only skater with higher marks than

Linda in the free skating, Denise Bielmann, of

Zurich, was even weaker in the compulsories.

What is the Olympic gold worth? Monotony?

Drudgery? Linda had to settle for a silver medal.

Denise got none. Annett Poetzsch won it with

discipline.

Three of the five skaters paired with Eric

Heiden won silver medals. It became known as

the “Heiden effect.” But although he gave credit

to his competitors, saying he was fortunate to be

paired with his most formidable challengers, he

was in every case disciplined not to watch his

competitor, but to run his own race. The athletes

were competing with others, but each was com-

peting more importantly with the best within him-

self.

The “preacher” goes on to say that the battle

is not always to the strong nor the race to the

swift, but time and chance happen to them all.

The battle of the ice was shaping up between the

world champion figure skating pair, Tai Babilonia

and Randy Gardner, and the previous Olympic

gold medal winners, the Soviet pair Rodnina and

Zaitchev. The showdown never happened. Randy
and Tai had to withdraw after Randy injured

himself in practice. Through no breach in tech-

nique a slalom skier fell when one of the gates

came loose and fell in front of her skis. Such

things were repeated again and again. Years of

work for nothing—if an Olympic medal was the

only object.

Two women, a South Korean and a Lebanese,

who came in near last in the women’s giant slalom

knew they had no chance of winning. They just

had to compete, they said. Another who lost said

it was an honor just to be there at all. A marvel-

ous ice dancing pair was the entire Hungarian

winter Olympic team. Fifteen-year-old Stevie Col-

lins, an Ojibway Indian on the Canadian team,

finished fourth in the 70-meter ski jump. The only

U.S. medal off the ice was won in the men’s slalom

by Phil Mahre, who a year ago shattered an ankle

on this same slope. With an ankle full of steel

screws it was doubtful he would ever compete

again. Not the best—but his best! This, too, was a

familiar story.

“And what shall I say more? for time would

fail me to tell of . . . those who through faith sub-

dued kingdoms, wrought righteousness, obtained

promises . . . and others had trial of mockery and

scourging . . . they were stoned, were tempted,

were slain with the sword (of whom the world

was not worthy) . . .” (Hebrews 11)

The danger is that sports can become an end

in itself. The function of sports is to prepare the

players for the real world—for a life of work,

individually and as a part of the team; the ability

in some instances to spread a little talent a long

way; the ability to keep on keeping on; the abihty

to sacrifice. And finally, the joy of the work, aside

from the outcome—one’s best, even for a losing

cause.

Every mother’s son and daughter has to make
the decision as to what, if anything, is worth his

best effort. Only a few can be “best” in the world,

and it is thrilling to watch those who are. But it

is more thrilling to see a humble young man like

Eric Heiden, who understands he has been given

a gift through no merit of his own, develop it to

its utmost. Most thrilling of all is to see all those

young people develop to the utmost whatever

gifts they have, knowing they will never be “best.”

It is all any of us can be asked to do.

J.B.T.

The Sinking of Leviathan

Canst thou draw out leviathan with an hook?

Canst thou fill his skin with barbed irons? . . .

Lay thine hand upon him; remember the battle.

Do no more.

Job 41

The word Patagonia has a sort of musical, un-

real sound, and its connotation when I was grow-

ing up was more or less that of “no place.” One
was “banished to Patagonia.” It was, in fact, a

long time before I realized that the name actually

appeared on the map, and some time longer be-

fore I recognized it as being the southernmost

province of Argentina. Having done so, I equated

it not with “no place” but with the end of the

world, which in a sense it is.

It is, though, something else. It is the place

where about one-third of the remaining 2,000-odd
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right whales go to deliver their young after a

gestation period of nearly two years. The right

whale, so called because it was the “right” whale

to kill, being very large, very gentle, very trusting,

and very rich in blubber, and because it floats

when killed, is not only the most endangered

whale, but one of the world’s most endangered

species. Although killing of the right whale is now
forbidden by international law, poachers continue

to reduce populations in the world’s herds.

The Argentine government has set up an insti-

tute in Patagonia for study of this largest of all

mammals. The purpose of the institute is to edu-

cate the public about this leviathan, and to per-

petuate the species by preventing its slaughter and

promoting its proliferation through improving its

environment.

Many of the workers in the institute are Ameri-

can college students. When asked why she was

expending so much time, energy, and funds in

this effort, one of the students said she would hate

to have to tell her grandchildren that she watched

these wonderful animals die out and did nothing.

As the line between warfare against the whale,

baby seals, the passenger pigeon (now extinct,

thanks to man’s predation), the snail darter, and

one’s fellow human beings is extremely fine, one

hopes she will have grandchildren.

Viewing the current world situation overall, I

should say the odds for survival of the right whale

as opposed to homo sapiens are perhaps slightly

in favor of the whale. This does not, however,

relieve us of our obligation to the whale.

J.B.T.

John S. Cayce, age 87. Died February 20, 1980.

Graduate of Vanderbilt University School of Medi-

cine. Member of Nashville Academy of Medicine.

Eugene C. Crafton, age 59. Died January 23, 1980.

Graduate of University of Tennessee School of Medi-

cine. Member of Consolidated Medical Assembly of

West Tennessee.

Nathan Sugarman, age 71. Died March 3, 1980.

Graduate of University of Louisville School of Medi-
cine. Member of Roane-Anderson County Medical

Society.

302

new membcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

CAMPBELL COUNTY MEDICAL SOCIETY
Mary Ann Woodring, M.D., Jellico

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
John D. Cranwell, M.D., Chattanooga

CONSOLIDATED MEDICAL ASSEMBLY
OF WEST TENNESSEE
Eugene P. Reese, M.D., Jackson

Clyde E. Smith, M.D., Jackson

Robert T. Souder, M.D., Jackson

HAWKINS COUNTY MEDICAL SOCIETY
Alan R. Cole, M.D., Rogersville

KNOXVILLE ACADEMY OF MEDICINE
Jack Donald King, M.D., Knoxville

Nagendra Rao Thotakura, M.D., Knoxville

Milton G. Yoder, M.D., Knoxville

MAURY COUNTY MEDICAL SOCIETY
Ronald C. Cate, M.D., Columbia
James W. Leach, M.D., Columbia

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
William R. Bond, Jr., M.D., Memphis
Robert S. Crumrine, M.D., Memphis
Wyndham Montgomery Frye, M.D., Memphis
Arthur Elliott Jacobs, M.D., Memphis
Gerald Ray Jerkins, M.D., Memphis
Richard McQuiston Pearson, M.D., Memphis
Thomas Guy Peters, M.D., Memphis
Samuel Gwin Robbins, Jr., M.D., Memphis
Bhupendra N. Shah, M.D., Memphis
Edward Grant Vick, Sr., M.D., Memphis
William Hoath West, M.D., Memphis
Raymond H. Wexler, M.D., Memphis
John Zanella, Jr., M.D., Memphis

MONTGOMERY COUNTY MEDICAL SOCIETY
Vernon M. Carrigan, M.D., Clarksville

NASHVILLE ACADEMY OF MEDICINE
Donald R. Barnett, M.D., Nashville

Walter U. Brown, Jr., M.D., Nashville

Barry C. Corke, M.D., Nashville

Randall W. Crenshaw, M.D., Nashville

Mark L. Donnell, M.D., Madison
James P. Fields, M.D., Nashville

Robert E. Handte, M.D., Nashville

Lloyd E. King, Jr., M.D., Nashville

James M. Laborde, M.D., Nashville

Michael E. Miller, M.D., Nashville

Riley S. Rees, M.D., Nashville

Rudolph V. Smith, M.D., Nashville

Charles H. Wallas, M.D., Nashville

Gary T. Whitesell, M.D., Nashville
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NORTHWEST TENNESSEE ACADEMY
OF MEDICINE
John D. Howard, M.D., Martin

WILLIAMSON COUNTY MEDICAL SOCIETY
Phillip G. Miller, M.D., Franklin

pei/OAol ncui/

Frank H. Boehm, M.D., Nashville, associate pro-

fessor of obstetrics and gynecology, co-director of

the maternal/ fetal medicine division, and director of

the fetal intensive care unit at Vanderbilt University

Medical Center, has been named president-elect of

the Southern Perinatal Association for 1980-1981.

George E. Cox, M.D., has been named chief of staff

of Memorial Hospital in Chattanooga, and also

serves as the hospital’s executive committee chair-

man. Clifton R. Cleaveland, M.D., assumes the posi-

tion of vice chairman and Robert E. Bowers, M.D.,

will serve as secretary.

Richard Lasky, M.D., Chattanooga, has been elected

to serve as chief of staff for 1980 at Tri-County

Hospital.

John L. Montgomery, M.D., has been elected chief

of staff at the University of Tennessee Memorial
Hospital in the UT Center for Health Sciences in

Knoxville. Other officers elected include Fred A.

Killeffer, M.D., chief of staff-elect; and John W.
Lacey, M.D., secretary.

Wade H. Nowlin, M.D., has been elected president

of the medical staff of Bristol Memorial Hospital.

Other officers elected include Jack E. Butterworth,

M.D., vice president; and Ronald Caldwell, M.D.,
secretary-treasurer.

John A. Oates, Jr., M.D., Nashville, a Joe and
Morris Werthan professor of investigative medicine,

director of the division of clinical pharmacology and
director of the research center for pharmacology and
drug toxicology at Vanderbilt University Medical
Center, has been selected to receive the American
Society for Clinical Pharmacology and Therapeutics’

Oscar B. Hunter Award. The award recognizes meri-

torious drug research, excellence in patient care, and
a distinguished teaching career.

Joel Q. Peavyhouse, Jr., M.D., Kingsport, has been
inducted as a Fellow of the American Academy of

Orthopedic Surgeons.

J. O. Williams, M.D., Mt. Pleasant, has been ap-

pointed to the Commission on Legislation and Gov-
ernmental Affairs of the American Academy of

Family Physicians.

TMA Members Receive

AMA Physician's Recognition Award

Forty-five TMA members qualified for the

AMA Physician’s Recognition Award during

the period of January 17 to February 29, 1980.

To qualify for the PRA, a minimum of 150
hours of continuing medical education must be
earned over a three-year period; 60 of these

hours must be Category 1.

This list does not include members who re-

side in other states. Names of additional PRA
recipients will be published as they are re-

ceived from the AMA.

George Ivan Balas, Memphis
Edwin Eugene Blalack, Fayetteville

James H. Boles, Kingsport

William Eugene Bost, Knoxville

William Arthur Bryant, Woodbury
E. Kent Carter, Kingsport

Joseph James Dodds, Chattanooga
John Lee Farringer, Nashville

Stephen Sosin Feman, Nashville

William Jonas Fidler, Memphis
Khushru H. Frenchman, Madison
Jack Richard Halford, Memphis
Michael Stanley Hall, Clarksville

Alfred C. Hanscom, Johnson City

Thomas Wayne Higginbotham, Memphis
Marc Leroy Holbrook, Knoxville

Gerald Isom Jones, Hixson
Colin Lee Kamperman, Alcoa
Patrick Alan Kelley, Chattanooga
Ethem Yildirim Kuzucu, Chattanooga
Robert Dale Lange, Knoxville

Ling Hong Lee, Memphis
Boonlua Lucktong, Newport
Oaklus Samuel Luton, Clarksville

Charles Colette Mauldin, Knoxville

Michael Allen McAdoo, McMinnville
Thurman Dwight McKinney, Nashville

Jayantilal B. Mehta, Johnson City

Louis John Michaelos, Chattanooga
Thomas Paul Miller, Chattanooga
William Joel Moss, Chattanooga
Salwa Moustafa, Memphis
James B. Nichols, Kingsport

Paul Vernon Nolan, Chattanooga
C. Gordon Peerman, Nashville

Marvin Dean Peterson, Maryville

Edward Bullock Rhea, Old Hickory
Mary L. Pullig Schultz, Nashville

Dowen Ervin Snyder, Memphis
Alan Solomon, Knoxville

Clarence S. Thomas, Nashville

Doris Krull Thomson, Concord
Frank Louis White, Memphis
John Aaron Wilson, Kingsport

Katherine G. Wolfe, Monterey
Dana John Wright, Memphis
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From the AMA’s Office in Washington, D.C.

FTC Strikes Snag, But Still Afloat

The Senate has adopted legislation constraining

the Federal Trade Commission’s authority and by
only two votes failed to approve an amendment spe-

cifically blocking the agency from further activities

against the medical, legal, dental, veterinary and

other health professions as well as their respective

nonprofit associations.

On the same day, the U.S. Court of Appeals in

Washington, D.C. sent back to the agency its pro-

posal to prohibit all state restrictions on the adver-

tising of eyeglasses and services, suggesting that the

FTC may have gone too far in preempting states’

powers.

Apparently mindful of the hostility building up in

Congress, the FTC on the eve of the Senate vote re-

fused to take any immediate action on staff proposals

to limit physicians’ membership on the boards of

Blue Shield plans. The matter was made a proposal

for public comment on what course the agency

should take, including the option of no action at all.

The amendment, defeated 45 to 47 on the Senate

floor, would have prohibited the FTC for two years

from overriding state laws and preempting state regu-

lations covering the legal and health professions. It

would not have affected current FTC cases, includ-

ing the decision to act against the American Medical

Association’s ethical strictures against improper ad-

vertising.

Sen. Wendell Ford (D-Ky.), floor manager of the

$enate bill, argued against the amendment on
grounds that it might jeopardize the entire measure.

But he said he was sympathetic and “vigorous” hear-

ings on the issue would be scheduled soon. Ford also

said he had talked with the FTC and it had “agreed

to hold off.”

Sen. James McClure (R-Idaho), sponsor of the

amendment, told the Senate that since 1976 the FTC
has sought “questionable statutory jurisdiction over

nonprofit professional associations by pursuing com-
plaints against the American Dental Association, the

AMA and various state and local nonprofit profes-

sional associations regarding ethical restrictions on
advertising of professional services.” He said the FTC
proceedings have continued despite the fact that the

associations have conformed their ethical codes with

the Supreme Court decisions in the field.

The senator noted that 17 state attorneys general

had joined the optometric and medical professions

in protesting the “eyeglass” FTC ruling.

“We believe it is time for Congress ... to call a

temporary halt to this uncontrolled misallocation of

public funds, and to begin to rectify these unneces-

sary and unauthorized acts of the FTC by which it

is attempting to substitute its ‘legislation’ judgment

for that of the respective states and Congress.”

Under a Senate amendment, approved 87 to 10,

the House and Senate Commerce Committees would
have 20 days to review an FTC rule before it could

take effect. If either committee objected, both House
and Senate would have to agree within 60 days with

the President concurring for the rule to be invali-

dated.

The House FTC bill would allow either House or

Senate to reject an FTC trade rule within 60 days,

the so-called one-house vote.

AMA Executive Vice President James H. Sam-
mons, M.D., has sent a letter to the senators who
supported the McClure amendment commending
them for their stand.

Schweiker Trims Student, School Aid

Sen. Richard Schweiker (R-Pa.) has introduced a

comprehensive health manpower bill that would elim-

inate capitation aid to medical schools and sharply

scale down the size of the National Health Service

Corps.

Aid would be provided students, but the bill

“while recognizing the high cost of training, signals

an end to the free ride,” Schweiker said. “I believe

we should continue student aid because otherwise

the health professions would be only for the very

rich.”

Schweiker, top Republican on the Senate Human
Resources Subcommittee on Health, said his bill

aims at fiscal constraint and use of inducement

rather than regulation.

The bill would establish a new student loan pro-

gram, utilizing existing private loan markets, which
would provide modest interest subsidies while the

student is in school, but would go to a market-rate

loan once the student was in practice. Also provided

would be increased availability of loan forgiveness

inducements for health professionals who practice in

medically underserved areas.

Expanded special projects grants would assist

schools in carrying out programs designed to im-

prove the geographic and specialty distribution of

health professionals and to strengthen curriculum

offerings in key areas.

A new program of grants would be established to

allow states to provide service scholarship programs,

“thus involving states in solving geographic distri-

bution problems.”

A new financial distress grant program would be

keyed to state and local support for schools with

long-term financial problems.

Schweiker said capitation grants “have served

useful purposes in the past, but do not now ade-

quately assure that institutions receiving the grants

act in the national interest and thus deserve support.

We are in a time in which all Americans must re-

strain the demands they place upon the federal

budget. In these circumstances, capitation is a

luxury we cannot afford.”

Another policy change in the proposed legislation

would phase down, over a two-year period, the Na-
tional Health Service Corps scholarship program to

about one-third of its fiscal year 1980 level. “This
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program has, rather unfortunately I think, been ex-

panded because of the demand for scholarship money
for health professions students, rather than by a

responsible assessment of the actual need for health

professionals in nonmilitary service in 1985 and

beyond,” Schweiker said.

New NHI Plan Proposed

Top House Republicans are now backing a new
catastrophic national health insurance plan. House
Minority Leader John Rhodes (Ariz.) and Rep.

James Martin (N.C.), chairman of the House Re-

publican Task Force on Health Policy, say their

Medical Expense Protection Act of 1980 is a two-

pronged approach designed to improve health cover-

age under voluntary private plans and to provide

catastrophic protection for all people not covered by
a plan or by a public program.
A formula in the bill provides that once medical

bills reach a certain percentage of income, all fur-

ther expenses are automatically assumed by the pro-

gram.

“Our goal is to encourage employers and the

health insurance industry to provide proper coverage

at reasonable costs so that the federal government
can concentrate on providing coverage for those un-

able to obtain their own, at a minimum total cost to

the taxpayer,” Martin said.

Estimated first year cost of the bill was set at $7
billion, compared to $24 billion for President Car-
ter’s health plan, and $50 billion for Sen. Edward
Kennedy’s approach.

Under the bill, private health insurance plans

would be required to meet certain standards or lose

their tax deductibility. The standards include mini-
mum levels of catastrophic coverage, minimum em-
ployer premium contributions and certain types of

coverage requirements.

“This approach, involving federal funds only when
protection otherwise is not available, and only when
expenses for a family are heavy relative to income,
will entail less government intrusion and provide
more benefits at lower costs than plans relying more
heavily on government participation,” Martin said.

Seventeen other House members have joined
Rhodes and Martin in sponsoring the bill. A some-
what similar catastrophic plan is being considered by
the Senate Finance Committee.

Laetrile Loses in Court

A Federal Appeals Court has written a conclud-

ing chapter on laetrile, holding that terminally ill

patients have no constitutional right to the drug re-

gardless of federal law.

The Supreme Court ruled last summer that dying

patients are not entitled to an exemption from the

government’s laetrile ban, but sent the case back to

the 10th Circuit Court of Appeals in Denver, Colo.,

to consider constitutional and statutory questions.

“If the government had lost this case, the entire

drug approval system of the government would have

gone right out of the window,” a Food and Drug
Administration spokesman said.

The Appeals Court said “the decision by the pa-

tient whether to have a treatment or not is a pro-

tected right, but his selection of a particular treat-

ment, or at least a medication, is within the area of

governmental interest in protecting public health.”

Congress has the right to “limit the patient’s

choice of medication” through the Food and Drug
laws, said the court.

AHA Pushes Regulation

Of Physician Extenders

The American Hospital Association has approved

a policy statement that hospital medical staffs should

set up standards for people who perform health

services but are neither hospital employees nor mem-
bers of the medical staff.

“It is essential that the appropriateness of their

service or scope of activities within the institution

as well as the qualifications of these individuals be

evaluated by the hospital,” said the AHA during its

annual meeting in Washington, D.C.

The AHA said medical staff bylaws should estab-

lish procedures for ( 1 ) determination of the general

qualifications to be required of the nonstaff employee

practitioners and level of medical supervisions

needed; (2) recommendations regarding the scope

of activities for each practitioner, determined on the

basis of an assessment of qualifications such as edu-

cational background, licensure, certification, experi-

ence, and demonstrated current competence; (3)

recommendations regarding categories for appoint-

ment, performance review procedure, reappoint-

ments, disciplinary actions, and appeals procedure.

The AHA said hospital procedures should specify

that the activities of the practitioners in question are

to be performed in consultation with the medical

staff and that they (procedures) will not be under-

taken unless either ( 1 ) requested or approved by ad-

mitting or attending physicians, or (2) indicated in

a protocol developed or approved by the medical

staffs, and consented to by the patients.

DHEW Studies Health Care Financing

The Department of Health, Education, and Wel-

fare has announced a national study of the use, costs

and financing of health care services in the United

States. A joint project of the National Center for

Health Statistics and the Health Care Financing Ad-
ministration, the study will involve 10,000 house-

holds across the country. It will produce detailed in-

formation on the amounts and types of health care

received during 1980, the costs of the services and

the sources which helped to pay the bills. The in-

formation will be used to measure and monitor the

effects of existing health care financing programs on

health status and costs.

APRIL. 1980 305



Physician Directory Published

A telephone-book size directory of northern Vir-

ginia physicians, the most detailed directory of its

type in the nation, has been published by the health

systems agency of the area. About half the practicing

physicians submitted information for the directory

which has a cover picture of a physician holding a

stethoscope to a youngster’s chest.

Five thousanci copies of the 441 -page directory

were printed at a cost of $25,000 to the Health
Systems Agency of Northern Virginia. They will be
furnished at no cost to the public. Several other

health systems agencies (HSAs) have also produced
directories. About 36 directories of physicians have
been published by various groups, including medical
societies, in recent years.

The Virginia directory includes information on
physicians’ policies on accepting Medicaid and
Medicare patients, fees for standard office visits and
tests, policies on billing and insurance, office accessi-

bility for the handicapped, and prescribing by ge-

neric name.
Information is also listed on education, certifica-

tion, hospital affiliations, office hours, usual advance
notice required for appointments, types of laboratory
tests available in the office, foreign languages and
sign language spoken by the doctor or staff, and
mechanisms for handling patient inquiries and com-
plaints about billing.

The directory presents information about the

health maintenance organizations providing health
care services in northern Virginia, and a summary of
the services provided by area public health depart-
ments.

The medical societies in Arlington, Fairfax and
Prince William counties helped participate in the
project.

Publication of the directory was halted in order
to challenge the constitutionality of the Virginia
Medical Practices Act that had prohibited physicians
from furnishing information for the directory. The
statute was found to be unconstitutional in Novem-
ber, 1976.

onnouncemeni/

CALENDAR OF MEETINGS

NATIONAL

May 2-4 American Society for Adolescent Psy-

chiatry—San Francisco

May 3 American College of Psychoanalysts

—

San Francisco

May 3-7 American Fracture Association

—

Royal Orleans, New Orleans
May 3-9 American Psychiatric Association

—

Hilton Hotel, San Francisco
May 5-8 American College of Obstetricians and

Gynecologists—New Orleans

May 7-10

May 7-10

May 8-10

May 8-10

May 8-11

May 10-12

May 11-14

May 11-16

May 12-15

May 12-16

May 14-17

May 15-18

May 16-17

May 17-23

May 18-21

May 18-21

May 18-22

May 21

May 21-26

May 23-28

June 15-17

June 18-21

May 22

American Pediatric Surgical Associa-

tion—Marco Beach Hotel, Marco Is-

land, Fla.

Virginia Society of Ophthalmology
and Otolaryngology, 61st Annual
Meeting—Conference Center, Wil-

liamsburg, Va.

American Society for Clinical Nutri-

tion—Sheraton, Washington, D.C.
Christian Medical Society—Holiday
Inn, Grand Rapids, Mich.
Association of Clinical Scientists—The
Colonnade, Boston
American Federation for Clinical Re-
search—Sheraton Washington, Wash-
ington, D.C.
American Association of Plastic Sur-

geons—Camelback Inn, Scottsdale,

Ariz.

American Society of Colon and Rectal

Surgery—Diplomat Hotel, Hollywood,
Fla.

Aerospace Medical Association—Dis-

neyland Hotel, Anaheim, Calif.

Society of Critical Care Medicine

—

Convention Center, San Antonio, Tex.

American College of Legal Medicine

—Houston Oaks Hotel, San Antonio,

Tex.

American Society of Internal Medi-
cine—Hyatt Regency, Washington,

D.C.
American Association of Clinical

Urologists—Hilton Hotel, San Fran-

cisco

American Gastroenterological Society

—Hotel Utah, Salt Lake City

American Lung Association—Shera-

ton Washington and Shoreham Ameri-

cana, Washington, D.C.

American Thoracic Society—Sheraton

Park and Shoreham Americana,

Washington, D.C.

American Urological Association

—

Hilton Hotel, San Francisco

American Society for Gastrointestinal

Endoscopy—Salt Lake City

American Ophthalmological Society

—

Mauna Kea Beach Hotel, Kamhela,

Hawaii

American Dermatological Association

—Sea Pines Plantation, Hilton Head,

S.C.

American Diabetes Association

—

Sheraton Washington, Washington,

D.C.
International Symposium on Plastic

and Reconstructive Surgery—Wal-
dorf-Astoria, New York

STATE

Middle Tennessee Medical Associa-

tion—Stones River Country Club,

Murfreesboro
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The continuing medical education accreditation

program of the TMA has full approval by the Coun-
cil on Medical Education of the AMA. An accredited

institution or organization may designate for Cate-

gory 1 credit toward the AMA Physician’s Recogni-

tion Award thoseCME activities that meet appropriate

guidelines. If you wish information as to how your

hospital or society may receive accreditation, write:

Director of Continuing Medical Education, Tennes-

see Medical Association, 112 Louise Ave., Nashville,

TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
erhich come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program
For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of die participating department
chairman, can plan an individualized program of one
to four wedcs to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individud pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy tt Immunology .

.

Anesthesiology

Cardiology
Chest Diseases
Clinical Pharmacology . .

.

Dermatology
Diabetes

Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectious Diseases
Medicine
Neurology
Obstetrics A Gynecology .

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, HI, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Sdienker, M.D.
. . .

.

W. Anderson Rickard, M.D.
Sanford B. Krantz, M.D.

ZeU A. McGee, M.D.
Grant W. Liddle, M.D.

Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Oncology
Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology A. Everette
Renal Diseases
Rheumatology
Surgery

Cancer Chemotherapy
General
Neurological
Ophthalmology
Oral
Pediatric

Plastic

Renal Transplantation
Thoracic & Cardiac
Urology

Robert Oldham, NLD.
Paul W. Griffin, M.D.

William H. Hartmann, MJ3.
David T. Karzon, MJ>.

. . . .Marc H. HoUender, M.D.
James, Jr., Scjd., J.D., M.D.

H. Earl Ginn, M.D.
John S. Sergent, M.D.

. . .Vernon H. Reynolds, M.D.
.H. William Scott, Jr., M.D.

. . William F. Meacham, MJ>.

James H. Elliott, M.D.
H. David HaU, D.MJ).
James A. O’Neill, MJ>.
John B. Lynch, M.D.

Robert E. Richie, MJ>.
Harvey W. Bender, M.D.
Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American

Academy of Family Physician’s Continuing Educa-

tion accreditation.

Application: For further information and applica-

tion, contact: Paul B. Slaton, M.D., Director, Con-

tinuing Education, 3200 West End Ave., Suite 306,

NashviUe, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

May 15-16

May 21-22

May 23-24

June 13-14

June 23-28

July 22-25

Sept. 26-27

Oct. 2-4

Oct. 3

Oct. 6-10

Nov. 21-22

Dec. 12-13

Hypertension Update 1980

19th Annual Seminar in Psychiatry

(11 hours)

Scientific Sessions of the Vanderbilt

Medical Alumni Reunion (6 hours)

Bill Wilkerson Hearing & Speech Cen-
ter Workshop

Annual Primary Care Review 1980

(40 hours)

3rd Annual Symposium on Contem-
porary Clinical Neurology—Hilton

Head Island, S.C. (16 hours)

11th Annual Pediatric Symposium

Clinical Orthopedic Society

Symposium on Thrombolytic Therapy
(4 hours)

Recent Advances in Internal Medicine
(38 hours)

Update in Anesthesiology 1980

High Risk Obstetric Seminar and the

Everett M. Clayton Memorial Lecture

For information contact Vanderbilt Continuing

Education, 3200 West End Ave., Suite 306, Nash-
ville, TN 37203, Tel. (615) 322-2716.
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MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified period.

The schedule of activities is individualized in re-

sponse to the pbysician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact with

patients, residents and faculty.

Participating Departments

Anesthesiology Ramon S. Harris, M.D
Family Practice John Arradondo, MJ).
Internal Medicine

Cardiology

Chest Disease

Dermatology

Gastroenterology

General Medicine . .

.

Hematology/Oncology

Neurology

Obstetrics & Gynecology

Ophthalmology

Orthopedics

Pattiology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiova

Urology

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1). American Aca-

demy of Family Physicians Continuing Education

Accreditation and Continuing Education Units by

Meharry Medical College.

Application: For further information contact Frank

A. Perry, Sr., M.D., Director, Continuing Education.

Meharry M^cal College, 1005 18th Ave., North.

Nashville, TN 37208, Tel. (615) 327-6235.

Continuing Education Schedule

May 21-23 Advances in Internal Medicine

—

Kresge Learning Resources Center,

Nashville. Credit: AMA Category 1.

Fee: $100.

For information contact Associate Dean of Con-

tinuing Medical Education, Meharry Medical Col-

lege, Box 28-A, Nashville, TN 37208.

John Thomas. M.D
Kermit R. Brown, M.D
Qamar A. Kahn, M.D

Joseph M. Stinson, M.D
Paul A. Talley, M.D

Edward A. Mays, M.D.

. Thomas W. Johnson, M.D
David Horowitz. M.D.

. .Ludwald O. P. Perry. M.D
Buntwal M. Somayaji. M.D.

Edward A. Mays, M.D
Robert S. Hardy, M.D

Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.

Henry W. Foster, M.D.

Axel C. Hansen. M.D.

....Wallace T. Dooley, M.D.

Louis D. Green, M.D.
John C. Ashhurst, M.D.

E. Perry Crump, M.D

Louis J. Bernard, M.D.

Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

. .Marcelle R. Hamberg, M.D.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

May 9

May 15-16

June 18

July 18

Aug. 12

Sept. 9

Prevention of Mental Retardation*

Obstetrics Update*

Continuing Education in the Health

Sciences*

Basic Science Review II: Anatomy,
Physiology*

OflBce Practice Management*

Infectious Diseases Review*

* Presented at D. P. Culp Center

For information contact OflBce of Continuing

Medical Education, East Tennessee State University,

College of Medicine, Johnson City, TN 37601, Tel.

(615) 928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)

indicate the continuing education unit handling the

arrangements for a particular program.

May 1 (Q Medicine Review: Rheumatol-

ogy

May 3-4 (M) Ultrasound for the Radiologist

May 4-7 (M) Fundamentals of Otolaryngo-

logic Allergy

May 8 (C) Medicine Review: Neurology

May 8-9 (C) Orthopaedics

May 8-10 (K) 9th Annual Meeting of the Ten-

nessee Association of Blood

Banks—Gatlinburg

May 1

5

(C) Medicine Review: Dermatology

May 20 (M) Clinical Diabetes — Jackson,

Tenn.

May 21-23 (M) 4th National Conference on Pa-

tient Education in the Primary

Care Setting

May 21-24 (M) Rhinoplasty Seminar

May 21-24 (K) Human Values

May 22-23 (C) Endocrine Diagnosis «fe Therapy
for the Primary Care Physician

May 24 (C) New Concepts in Diagnosis:

Management of Diabetes

June 2-3 (M) ACP Internal Medicine Review

June 5-8 (C) Family Medicine Review

June 7-8 (M) Ultrasound for the Radiologist

—Heber Springs, Ark.

June 12-14 (K) Practical Otolaryngology for the

Primary Care Physician
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June 16-19 (C) Diagnostic Radiology—Or-

lando, Fla.

June 18-20 (K) Smoky Mountain Pediatric

Course

June 23-26 (C) Emergencies in Obstetrics and

Gynecology—Orlando, Fla.

June 26-27 (K) Advanced Cardiac Life Support

Sept. 5 (K) Exercise and Aerobics

Oct. 6-8 (K) International Blood Symposium

Oct. 12-14 (K) Obstetrics and Gynecology Con-

ference

Oct. 16-18 (K) Cancer Concepts 1980

Oct. 23-25 (K) Office Ultrasound

Community- Based CME

CHATTANOOGA CAMPUS

TRAUMA AND OTHER EMERGENCIES
A 5-month series, meeting from 4:00-8:45 p.m. (4

hours credit for each session)

Sewanee Inn; Sewanee, Tenn.

Jan. 22, Feb. 19, March 18, April 22, and May 20

Bradley County Memorial Hospital; Cleveland,

Tenn.

Jan. 29, Feb. 26, March 25, April 29, May 27

SELECTED TOPICS IN INTERNAL MEDICINE

A 5-month series, meeting from 4:00-8:45 p.m. (4

hours credit for each session)

Athens Community Hospital; Athens, Tenn.

Jan. 21, Feb. 18, March 24, April 21, and May 12

Rhea County Hospital; Dayton, Tenn.

Jan. 28, Feb. 25, March 31, April 28, May 19

KNOXVn.LE CAMPUS
Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,

Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, second Wednesday; 12:00 noon (1 hr.

credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

MEMPHIS CAMPUS
UPDATES IN MEDICINE
Carroll County Hospital, Huntingdon, Tenn.

McKenzie Memorial Hospital, McKenzie, Tenn.

Henry County Hospital, Paris, Tenn.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

If you would like assistance in planning a com-
munity-based CME program, contact Dennis K.

Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of

our three campuses.

For further information about any of these

courses, please call the appropriate individuals be-

low:

(C) Mr. LeRoy J. Pickles, Chattanooga
Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine
800 Madison Ave.
Memphis, TN 38163
Tel. (901) 528-5605

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physidans

an ideal emotional counseling technique that fits

busy office practices. The technique uses a conc^t
of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patirat cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three w^ks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week few

the 1st k 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.

For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical
Education, Dept, of RBT, University of Kentucky,
Lexington, KY 40506.

Continuing Education Schedule

May 5-6 Medical Aspects of Sports Symposium:
Physical Therapy Rehabilitation of

Athletic Injuries*

May 11-16 11th Family Medicine Review, Session

II*

June 8-13 11th Family Medicine Review, Session

III*

•Presented at Hyatt Regency Hotel, Lexington, Ky.
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For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Uni-
versity of Kentucky, Lexington, KY 40536, Tel.

(606) 233-5161.

MEDICAL COLLEGE OF GEORGIA

May 5-10 15th Annual Family Practice Sym-
posium

June 12-14 Internal Medicine—Holiday Inn of

Jekyll Island, Ga.
July 21-25 Taxes and Investments—Holiday Inn

of Jekyll Island, Ga.
July 28-30 Pediatrics—Kiawah Island, S.C.

For information contact Division of Continuing
Education, Medical College of Georgia, Augusta,
GA 30912.

UNIVERSITY OF MISSISSIPPI

May 6-10 Hand Surgery—Gulf Hills, Ocean
Springs, Miss.

July 16-17 Newborn Metabolism—University of

Mississippi Medical Center, Jackson,

Miss.

For information contact Division of Continuing
Health Professional Education, University of Mis-
sissippi Medical Center, 2500 N. State St., Jackson,

MS 39216, Tel. (601) 987-4914.

OF SPECIAL INTEREST

AMERICAN COLLEGE OF PHYSICIANS

Postgraduate Courses

May 18-21 Immunologic Aspects of Disease—Di-

agnosis and Pathogenesis—Pittsburgh

May 26-30 A Review of the Old and New in the

Diagnosis and Therapy of Infectious

Diseases—Houston
June 9-1 1 Critical Care Medicine—Banff, Alberta,

Canada

For information and registration contact Regis-

trar, Postgraduate Courses, ACP, 4200 Pine St.,

Philadelphia, PA 19104.

DUKE UNIVERSITY MEDICAL CENTER

July 28- Pediatric and Adult Diagnostic Ra-

Aug. 2 diology including Nuclear Medicine,

CT and Ultrasound—Atlantic Beach,

N.C. Credit: 30 hours AMA Cate-

gory 1. Fee: physicians $250; in-

training $125.

For information contact Robert McLelland, M.D.,

Radiology-Box 3808, Duke University Medical Cen-

ter, Durham, NC 27710, Tel. (919) 684-4397.

RNs, ARE YOU READY
FOR A NEW LIFE?

The Navy Nurse Corps is where it's happening. We've expanded

the age limits to give nurses between the ages of 20 and 40 the

opportunity to discover the professionalism of the naval ser-

vice's Nurse Corps. A variety of programs are available at a

starting salary of $12,700 to $17,600, with 30 days paid vaca-

tion, choice of work location, free medical and dental care and

opportunities for advanced education. A BSN, MSN or diploma

with 1 2 months' experience is required.

For more information, call 1-901-52 1-3 124 (in Memphis) or toll

free 1-800-532-6665 in Tennessee. Outside Tennessee call

1-800-238-5580. Ask tor the nurse representative.
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OVER $16,000,000 OF COVERAGE IN FORCE
ON TMA MEMBERS AND SPOUSES

IN ONLY SIX MONTHS!

DOCTOR, TAKE TWO MINUTES TO REVIEW
THE NEW GROUP LIFE PLAN—

IT MAY SAVE YOU $$$

COMPARE THESE RATES AND BENEFITS
TO ANY OTHER TERM INSURANCE PLAN

SEMI-ANNUAL PREMIUMS PER $100,000 OF GROUP TERM
LIFE INSURANCE INCLUDING WAIVER OF PREMIUM IN CASE

OF TOTAL AND PERMANENT DISABILITY

Age Male Female
Nearest Premium Premium
Birthday Per $100,000 Per $100,000

Under 30 72 40
30-34 76 48
35-39 112 56
40-44 166 92
45-49 280 148
50-54 474 248
55-59 732 432
60-64 1,168 716
65-69 1,868 1,196
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<r

If you are a member of the Tennessee Medical Association and you are under age 70

and actively at work, you may apply for any amount of coverage from $25,000 to

$250,000—on yourself and/or your spouse. Coverage is also available for your em-

ployees in amounts from $5,000 to $50,000. Great-West Life Assurance Company of

Winnipeg, Canada underwrites the plan and reserves the right to request evidence of

insurability prior to issuing coverage.

To Apply or to obtain additional information

Call the Plan Administrator:

Insurance Planning & Service Company, Inc.

822 McCallie Avenue • P.O. Box 1109
Chattanooga, Tennessee 37401

Non-Tennessee Residents—Call Collect 0-615-756-2850
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Influence of CAT Scanning on Diagnosis

And Mortality Rate ofBrain Abscess

Introduction

In 1974, before the acquisition of computerized

axial tomography in Memphis, we reported on 88

consecutive cases of brain abscess treated from

1946 through 1971.^ There was an average of

fewer than three brain abscesses per year during

this period, when the incidence of brain abscess

did not change significantly in spite of the intro-

duction and widespread use of antibiotics. The

overall mortality rate of that series was 36.4%

and the operative mortaUty was 29.1%. Ven-

triculography appeared slightly superior to

angiography in accurately localizing the site of

the abscess. Lumbar puncture itself was felt to

be a definite threat to the life of the patient with

brain abscess, one of the two points made in

the 1974 paper. Garfield^ and Samson and

Clark ® stressed this also. Shaw and Russell ^

expressed the opinion that analysis of the CSF,

either from the lumbar sac or from the lateral

ventricle, was not helpful in the diagnosis of

intracranial abscess.

We found the use of Thorotrast very helpful in

the surgical management of brain abscess. This

radioactive material is phagocytized and deposited

From the Department of Neurosurgery, University of

Tennessee College of Medicine, Memphis.
Reprint requests to 920 Madison, Suite 201, Memphis,

TN 38103 (Dr. Wood).

MAY, 1979

MATTHEW W. WOOD, M.D.; RAOUL CARDENAS, M.D.;

and CHARISSE MOORE, R.N.

in the abscess wall, so that roentgenograms of the

skull can be used to follow the progress of the

abscess. It was the only method available at that

time of evaluating, over a period of time, the en-

largement or shrinkage of the abscess wall. The
use of Thorotrast, however, was banned because

it caused certain lymphogenous malignant tumors

outside the CNS, in spite of the fact that its use

in the treatment of brain abscess had never been

associated with such malignant change. The plea

for the use of Thorotrast which we made in that

paper became completely unnecessary with the

introduction of computerized axial tomography

(CAT).

We secured our first EMI CAT scanner in

Memphis in 1974. This one instrument drastically

changed our practice of neurosurgery and has also

altered our teaching methods. This revolutionary

diagnostic instrument is immeasurably safer than

air studies and arteriography; more accurate for

mass lesions than any other CNS diagnostic pro-

cedures; and, importantly, proved more economi-

cal by eliminating multiple other studies.

The present study was undertaken to see what
effect, if any, the introduction of the CAT scan

had on the diagnosis, treatment and mortality

rate of brain abscesses in our area. In the few

short years we have had the CAT scan, many
abscesses of all sizes have been diagnosed. As
mentioned previously, in the 1946-1971 pre-CAT
scan report, we were experiencing a little less than
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three abscesses a year; since the advent of the

CAT scan, we have been seeing more than eight

a year, an increase in the frequency of the di-

agnosis of this condition.

Materials and Methods
This present study consists of 33 brain ab-

scesses seen in 9 women and 24 men over a four-

year period, 1975 through 1978. McQelland et

al ® reported a similar preponderance in men. The

youngest patient in our series was 7 weeks and

the oldest was 78 years of age. The frequency was

fairly evenly distributed through the decades 0 to

80. The most common symptoms, in decreasing

frequency, were headache, fever, lethargy, hemi-

paresis, confusion, nausea and vomiting, seizures,

coma, aphasia and visual field defect. Two fol-

lowed gunshot wounds and two followed head

injuries. Only nine had known sources of infec-

tion: sinusitis (2), otitis media (2), pulmonary (3),

orbital cellulitis (1), and meningitis (1).

Results

Of the diagnostic procedures, all had positive

CAT scans. Nine had CSF studies throu^ lum-

bar puncture: all showed an increase in cell count,

predominantly polymorphonuclear white blood

cells; proteins varied from normal to 609 mg/dl;

sugars ranged from 10% to normal. Of the nine

who had spinal punctures, four died. Of the eight

patients who died, four had lumbar spinal fluid

studies performed.

EEGs were abnormal in the 12 patients studied

preoperatively. Of the 16 patients who had tech-

netium brain scans, only one was negative. Ar-

teriography was negative in four cases, positive

in 11 of those studies. Twenty-one of the 24 op-

erated cases had positive abscess aspirate cultures,

the three remaining showed no growth. The most

frequent organism cultured was streptococcus of

some type and second in frequency was staphylo-

coccus. The most common method of surgical

treatment was burr hole drainage with catheter

implacement and subsequent repeated antibiotic

irrigation and installation of the abscess cavity.

The antibiotics most often used were chloram-

phenicol (Chloromycetin), gentamicin sulfate

(Garamycin), and ampicillin.

Of the eight patients who died, the ages ranged

from 12 to 78 years. Only one was alert and

oriented; the rest ranged from lethargic to coma-

tose. The eight deaths in the 33 cases represent an

overall mortality rate of 24.2% for the series.

Of the 24 patients who underwent operative

procedures, six died (a surgical mortality of

25%). Six of the 24 had burr hole drainage and

irrigation; the other 18 initially had the same

procedure, but subsequently underwent crani-

otomy for excision of the abscess.

Five patients developed seizures after the di-

agnosis was established and now are taking anti-

convulsants. Four of them underwent operative

procedures. Three of the 24 operated patients had

significant neurologic deficit, one a hemiplegia

and two hemiparesis. Of the nine patients treated

medically, two died, one survivor is taking pheny-

toin sodium (Dilantin) for seizures, and the re-

maining six are doing well, without evidence of

neurologic sequelae. Those treated medically

were patients with small single abscesses showing

a normal neurological examination.

Discussion

The impact CAT scanning has had on the

mortality rate and the diagnosis of the brain ab-

scess is not news. In the leading article of the

British Medical Journal of 1975, it was suggested

that CAT scanning, if widely available, would
greatly improve the results of brain abscess treat-

ment.® Keough,"^ in 1976, hoped that the regular

use of CAT scanning would lower the mortality

to no more than 10%. Joubert and Stephanov ®

reported 30 consecutive cases of brain abscess

and subdural empyema and they felt that the

CAT scan caused a substantial improvement in

the results of the treatment of brain abscess. In

a contradictory report in 1977 Shaw and Russell ®

published their experience with CAT scanning in

20 patients with brain abscess, and found that

the overall mortality (35%) had not been reduced

since the advent of CAT scanning.

CAT scanning is invaluable in making the

diagnosis of brain abscess, and repeated CAT
studies are indispensable in following the size of

the abscess. Processes which were visualized by
CAT scanning included area of cerebritis associ-

ated with or prior to abscess formation; small

abscess cavities; multiple abscesses; multilocula-

tion of abscesses; evaluation of the abscess

through repeated temporal testing, including size,

thickness of the wall, and continuity of the wall;

relationship of the drain or catheter to the abscess

cavity which also gives the physician an idea when
to pull the drain; relations of the abscess and/or

cerebritis to any attendant pathological processes,

such as edema or infarction; and ventricular size
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and hydrocephalus.

Conclusions
• CAT scan should be the first study per-

formed in a patient suspected of harboring a

brain abscess. In our series, CAT scan proved to

be the most reliable procedure for diagnosing,

treating, and following the patient with intra-

cranial brain abscess. Since the advent of CAT
scanning, we have been diagnosing more than

twice the number of abscesses per year.

• In a patient with brain abscess, a depressed

level of consciousness, especially coma, carries a

much poorer prognosis.

• The most common antibiotics used in sur-

viving cases were chloramphenicol, ampicillin,

and gentamicin.

• There was a preponderance of men over

women in our series (72.7% men). This was

similar in our earlier 1946-1971 series, in which

69.1% were men. We are unable to explain this

sex difference in frequency.

• Our mortality rate dropped from 36.4% in

our pre-CAT series 24.2% in the post-CAT
series. j

-p
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HEALTH PLANNING . . .

“Our medical chefs in Washington specialize in alphabet soup. No sooner do the old crackers

get soggy and sink to the bottom than crisp new ones are added. Floating on top now are the

Department of Health, Education and Welfare’s latest prescriptions for bettering the nation’s

health: Health Systems Agencies (HSAs). We are assured that these fresh tidbits will lower

the cost and improve the taste of our health care system, but experience refutes this hope.

Within memory, the federal government has passed no legislation that has lowered, or the

federal government has passed no legislation that has lowered, or even contained, the upward
spiraling costs of medical care. And, although the quality of medicine has risen steadily, this

improvement has resulted almost entirely from the higher standards of education and training

of professionals providing medical services, and technical and scientific breakthroughs. The
past 15 years have witnessed some strong and expensive governmental health care medicine.

NHCs (Neighborhood Health Centers), RMPs (Regional Medical Programs), CHP (Com-
prehensive Health Planning), HMDs (Health Maintenance Organizations), and PSROs (Pro-

fessional Standards Review Organizations) have been served up by Congress and all have per-

formed dismally.”

—^Alex Gerber, Clinical Professor of Surgery

use School of Medicine

Los Angeles Times (May 22, 1979)

Harry Cain, who quit a $47,500 post in the Department of Health, Education and Welfare

(said): “I decided to resign because I totally lost my tolerance for the bureaucratic swamp.
We were trying to implement a law in which there were high expectations—an act to establish

health planning agencies all over the country. We failed at almost every turn, primarily be-

cause the employees assigned to the task did not have the experience and training appropriate

to the task. It was difficult to get any proposed regulation out on the street in any reasonable

period of time because of the layers of supervisors, the great number of actors who have a
chance to slow things up. I can’t recall any incident of malevolent intent. But there is a general

tendency not to trust the competence of whoever had seen the paper before. That’s under-

standable, because often they are not competent. Also, in an effort to stop abuses there are

rules on top of rules that in their aggregate can crush any potential for swift action.”

—U.S. News & World Report (June 11, 1979)
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Renal Failure Secondary to Spontaneous

Atheromatous Microembolism

ROLLAND F. REGESTER, M.D.

Renal failure secondary to atheromatous em-

bolization caused by aortic surgery ^ and angio-

graphic catheter manipulation has been widely

recognized. Even external cardiac massage has

been reported as a cause of such emboli.^ Spon-

taneous atheromatous microembolization resulting

in renal failure is less well known, as evidenced

by only approximately 20 cases reported in the

medical literature.^

We are reporting three such cases, and will

comment briefly on a fourth suspected case, for

which data are no longer available to us.

Case Reports
Case 1. A 63-year-old white man was seen at the time

of hospitalization for increasing hypertension and pro-

.gressive renal failure accompanied by nausea, vomiting,

and weight loss. There was no past history of renal or

Tirological disease. At the tune of hospitalization for an

acute myocardial infarction four months previously, mul-

tiple normal blood pressures in the range of 140/80 mm
Hg had been recorded; the urinalysis had shown only

trace proteinuria; the BUN was 16 mg/dl, with a creati-

nine of 1.6 mg/dl.

Six weeks before the final admission, he was read-

mitted with congestive heart failure. A question of pul-

monary embolus was raised, but was excluded on toe

Basis of isotope scanning and arterial oxygen studies.

Blood pressure, 170/120 mm Hg at toe time of his

admission, remained elevated above 160/100 mm Hg
even after improvement in his pulmonary congestion.

BUN was 32 mg/dl and creatinine 2.7 mg/dl. The pa-

tient never regained full vigor subsequent to that episode,

although his congestive failure appeared to respond

satisfactorily. He remained on sodium warfarin subse-

quent to his myocardial infarction, and digoxin and

turosemide were added at toe time of his heart failure.

Physical examination at toe time of his last hospit^-

ization revealed a man who appeared chronically ill,

with blood pressure of 190 to 200/120 mm Hg reclining.

There were multiple areas of splotchy, bluish discolora-

tion in toe distal parts of the toes, with tenderness in

rsome of these areas. Femoral, popliteal, and pedal pulses

were palpable.

Laboratory studies included hematocrit 36%, BUN
77 mg/dl, and creatinine 4.1 mg/dl. Urinalysis showed

From the Department of Internal Medicine, University

of Tennessee College of Medicine, Knoxville.

Reprint requests to Department of Internal Medicine,

University of Tennessee College of Medicine, 1928

Alcoa Hwy., Suite 303, Knoxville, TN 37920 (Dr.

Hegester).

Figure 1. Intrarenal artery occluded by amorphous
debris with biconvex clefts representing cholesterol

crystals (case 1).

A+ proteinuria with 2 to 4 RBC/HPF. The 24-hour

protein excretion was 1.8 g. A plasma renin obtained

with the patient reclining, ofl[ diuretics, and on a free

sodium intake, was 19.9 ng/ml/hr, a rather high value

for our laboratory.

In spite of standard antihypertensive therapy and toe

usual conservative measures for renal insufiBciency, the

patient’s course was progressively downhill, with steadily

worsening renal failure despite an adequate urinary out-

put, and he expired 14 days following admission.

Postmortem study revealed severe atherosclerotic

disease of toe aorta, with multiple cholesterol micro-

emboli to toe spleen and both kidneys (Fig. 1).

Case 2. A 69-year-old white man was seen following

a gastrointestinal upset accompanied by pain. He had
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been taking sodium warfarin, digoxin, and furosemide
since hospitalization for acute myocardial infarction one
year previously. A BUN of 25 mg/dl and a creatinine of

2.1 mg/dl had been present at that time.

Admission blood pressure was 150/80 mm Hg, and
femoral, popliteal, and dorsalis pedis pulses were palpa-

ble; the posterior tibials could not be felt. BUN was 55
mg/dl and creatinine 3.7 mg/dl; urinalysis showed 1 +
proteinuria with a few WBCs and granular casts. An in-

fusion urogram showed a small right kidney and de-

creased opacification without evidence of obstruction.

He was rehospitalized six weeks later for increasing

cardiac difficulties. Blood pressiu'e was 208/120 mm Hg,
BUN was 88 mg/dl, serum creatinine 4.4 mg/dl. He was
readmitted one week before death with increasing angina,

having suffered an apparent Stokes-Adams episode imme-
diately before admission. Several episodes of heart block
were documented following admission, for which a pace-
maker was placed, but he became unresponsive and
expired. Final creatinine was 4.5 mg/dl.

Postmortem examination revealed a small abdominal
aortic aneurysm filled with thrombus. Evidence of micro-
embolization with some recanalization of the small
intrarenal arteries was found.

Case 3. A 67-year-old white man had had remote
myocardial infarction, with mild controlled hypertension
for approximately ten years, and mUd renal insufficiency

thought secondary to arteriosclerosis and arteriolar neph-
rosclerosis. Creatinine had been 1.6 mg/dl three years
previously, and 2.1 mg/dl three months before death,
and a small, apparently stable and asymptomatic aortic

aneurysm had been confirmed by sonography approxi-
mately three months before death. Intermittent claudica-

tion had been present two years previously, but had
improved. Four weeks before admission he was hospital-

ized for evaluation of an apparent cerebral ischemic epi-

sode characterized by loss of memory. Examination had
revealed a blood pressure of 140/90 mm Hg, a typical

cholesterol plaque in the right fimdus, a small pulsatile

abdominal mass, and absence of pulses in the right leg
below the femoral artery. BUN was 30 mg/dl with
creatinine of 1.9 mg/dl; urinalysis showed 2+ protein-
uria. He was placed on sodium warfarin and digoxin,
and methyldopa and hydrochlorothiazide were con-
tinued, but he remained very forgetful, quite in contrast
to his previous very bright mental status.

One week before admission, while walking, he experi-
enced sudden extreme fatigue and pain in his lower ex-
tremities, following which blue spots appeared on the
lower extremities and he began having night leg pain.
Nausea and vomiting began one to two days before ad-
mission.

He was a chronically ill man with blood pressure of
170/70 mm Hg. There were extensive cholesterol plaques
in the retinal arteries, and a right carotid bruit was
heard. The pulsatile abdominal aneurysm was again felt,

and there were scattered blue splotches over the lower
posterior trunk and legs. The distal parts of the toes were
bluish.

The initial BUN was 74 mg/dl and creatinine 2.8
mg/dl; urinalysis showed 2+ proteinuria. Sonography
showed no change in the size of the abdominal aneurysm.
Isotope renal scan showed the right kidney smaller than
the left, and there were focal areas of cortical absence
of isotope, especially on the left. Gastroscopy performed
because of gastrointestinal bleeding revealed patchy areas
of gastritis with submucosal hemorrhages.
The course was one of increasing hypertension to the

level of 200/110 mm Hg, and progressive renal failure

despite maintenance of an adequate urine volume. He
expired 18 days following admission, approximately 3 Vi

weeks after the assumed embolic episode. Postmortem
examination was not done.

Case 4. An elderly white man in his 70s, seen before

the other three and prior to our recognition of this syn-

drome, had evidence of extensive generalized athero-

sclerosis with severe ischemic heart disease and mild

early renal insufficiency. During the night after he had
received a cathartic in preparation for an infusion pyelo-

gram, he had a sudden episode of abdominal and leg

pain while straining at stool. The following morning,

multiple blue, painful splotches were found over his but-

tocks and legs and in the distal parts of the toes. His

renal function began to progressively deteriorate, and he

died a few days later of progressive cardiac disease. Al-

though his records were not obtainable for detailed re-

view, in retrospect it seems clear this patient must have
had multiple microembolization. He also had been on
sodium warfarin before the episode.

Discussion

Renal atheromatous microembolization occurs

in patients who have severe ulcerative and erosive

atherosclerosis of the abdominal aorta, often ac-

companied by shaggy, soft, mushy thrombi loosely

attached to the involved areas.® The renal lesion is

characterized by embolic occlusion of multiple

small renal arteries of 50/a to 200/a in diameter,

especially the arcuate, interlobular, and terminal

arteries. Early findings consist chiefly of amor-

phous debris and cholesterol crystals in the small

arterial lumens. Unless special fixatives and stains

are used, however, the cholesterol crystals are

dissolved, and only the characteristic biconvex

clefts persist.

Later, multinucleated giant cells appear in the

lumen, and the intima thickens and connective

tissue forms around the debris. Finally, marked

concentric fibrosis of the intima occurs, with total

occlusion of the lumen except for small areas of

recanalization. Distally there is patchy ischemic

degeneration of the kidney, forming wedge-shaped

zones of tissue atrophy.

Most reported cases have occurred in persons

older than 60, and no case has been recorded in

a patient younger than 47 years of age. Often,

evidence of severe atherosclerosis, such as an

abdominal aortic aneurysm, was known to be

present. In many instances the time of emboliza-

tion has been unknown.

Most commonly, the clinical picture is that of

a relatively rapidly progressing renal failure often

accompanied by severe hypertension, and with

mmimal abnormalities in the urinalysis.

Acute renal failure has occasionally been re-

ported, but progressive, nonoliguric renal failure

terminating within a few weeks or months is the

usual experience. The urine may be entirely
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normal, or there may be a few red or white blood

cells and sHght proteinuria.

Hypertension may be severe, often with dia-

stolic pressures greater than 120 mm Hg, and

occasionally malignant hypertension with papille-

dema may occur. In the few cases investigated,

activation of the renin-angiotensin mechanism

has been thought at least partially responsible for

the hypertension.

The clinical picture often is that of a multi-

system disease. Involvement of the vessels of the

legs may produce multiple cutaneous emboli,

involving especially the toes, which may become

gangrenous. Livedo reticularis or painful muscle

nodules may be found, and biopsy of these areas

or histologic study of amputated toes may lead to

the diagnosis.

Acute pancreatitis and gastrointestinal bleeding

secondary to atheroembolism are common, and

occasionally symptoms are caused by the involve-

ment of other organs. Occasional cases of iso-

lated renal failure without other clinically evident

consequences of spontaneous atheromatous em-

boli have been reported.®

Because of the multisystem involvement, a

diagnosis of polyarteritis or other vasculitis has

sometimes been made, but the minimal findings

on urinalysis and the absence of fever, neuro-

pathy, pulmonary lesions, and joint symptoms

should make such a diagnosis less attractive.

Although isotopic studies may suggest the

diagnosis, we agree with others that this test

should not be considered definitive. Rarely, renal

biopsy may be necessary, and in such instances,

open biopsy rather than needle biopsy has been

recommended so as to obtain a sufficient sampling

of the renal arterial bed. Only if rather extensive

microembolization is found should the renal fail-

ure be attributed to it.

No form of therapy has been shown to improve

or reverse renal failure in these patients. Thera-

peutic attempts have included steroids, anti-

coagulants, low molecular weight dextran, and

intra-arterial vasodilators. The question of

whether anticoagulants may predispose to the de-

velopment of the syndrome remains imdecided;

some have postulated that prevention of clot for-

mation over ulcerated plaques may allow cho-

lesterol debris to be released more easily.

Although renal failure from this etiology does

not necessarily preclude chronic dialysis, the pres-

ence of multiple, diflhise vascular complications

with multiple system involvement may lead pa-

tients, their families, and their physicians to de-

cide against such therapy.

We believe this form of renal failure is more
common than has been generally recognized. It

should be considered in the older individual with

unexplained rapidly progressive, nonoliguric renal

failure accompanied by a near normal urinalysis,

especially if accompanied by evidence of multiple

microemboli to the lower extremities and hy-

pertension of recent onset or increasing

severity. , -p
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Council on Scientific Affairs Report F

Sentinel Deaths

(Appendix I)

A Working Group on Preventable and Manageable Diseases chaired by David

D. Rutstein, M.D., in collaboration with representatives from the National

Center for Health Statistics, the Center for Disease Control and the Veterans

Administration, has developed the new concept of “sentinel” deaths as a negative

measure of the quality of medical care in a given population base. Medical care is

used in its broadest sense and includes ( 1 ) the appUcation of all relevant medical

knowledge; (2) the basic and applied research to enhance that knowledge; (3)

the services of all medical and allied health personnel, institutions, and laboratories;

(4) the resources of governmental, voluntary and social agencies; and (5) the

cooperative responsibihties of the individual himself. Quality is measured by out-

come rather than efficiency of services and is an estimate of diseases, disabilities

and deaths which may be preventable or treatable and are therefore “unnecessary”

or “sentinel” health events. Thus, the statistic for sentinel deaths would include

those deaths which might have been prevented if the patient had observed proper

health habits or received appropriate preventive or therapeutic medicine.

Following the pattern of the maternal mortality and neonatal mortahty statistics

(provided these definitions and collection methods are standardized to produce

comparable data) the number of sentinel deaths would provide per unit of popula-

tion a negative measure of the quahty of health care. The sentinel death rate might

then be compared in different population groups to better measure their relative

health care adequacy and to measure trends over time. It is intended to yield a

crucial negative index that would reflect the total impact of scientific, medical,

social, and personal factors in a city’s, county’s, or nation’s health.

Medical conditions selected for sentinel health events include the infectious

diseases for which there is immunization or antibiotic treatment, neoplasms that

can be attributed to the use of tobacco or to industrial exposure, nutritional de-

ficiencies, organ inflammations for which good surgical treatment exists, iatrogenic

illnesses, maternal mortality, nosocomial diseases, and so forth. They were cate-

gorized into: (A) those conditions which could be used as clear-cut indices of

immediate value in gauging the quality of medical care, because they were pre-

ventable, treatable, or both; (B) those conditions which might be of limited use

because prevention and treatment are less certainly effective; and (C) those

conditions requiring better definition and further study. When only category A
sentinel deaths are considered for 1976, it has been estimated that in the United

States they amount to 12.9% of all deaths. Over half of these sentinel deaths

could be attributed to tobacco-related chronic pulmonary diseases and neoplasms.

The Honorable Joseph Califano, then Secretary of HEW, has utilized this figure

to suggest in HEW’s annual report for 1978 that 13% of deaths in 1976 “might

have been prevented had there been appropriate medical intervention.”

While this is an intriguing concept and deserves serious research study, the

sentinel death rate is not yet ready for apphcation by health planners. The Council

on Scientific Affairs considers that this is a concept which needs further refine-

ment. It has yet to be properly validated as an index. Differences between sentinel

MAY, 1979 331



death rates of two municipalities may be very difficult to interpret and the impli-

cation that such deaths are “unnecessary” can easily be misinterpreted and lead

to unwarranted conclusions.

The Council on Scientific Affairs, while it encourages further research into the

measurement of the quality of medical care, finds that the so-called sentinel death

index is a prehminary theoretic concept of great complexity with ramifications

as yet poorly defined, and advises that any practical applications of this concept in

health planning or regulation is premature at the present time.

The Council recommends the adoption of this report and its dissemination to

federal health planning and regulatory agencies. r ^

AMA 1979 Interim Meeting Report

Coundl on Scientific Affairs Report I

Marijuana Reexamined:

Pulmonary Risks and Therapeutic Potentials

(Appendix J)

Fast House Action: 1-77 : 1 88-193.

Introduction

Two years ago the Council on Scientific Affairs reported on the health aspects of

marijuana use.^ In that report, adopted at the 1977 Clinical Convention, the

Council warned of hazards associated with regular use by groups at high risk,

including children, adolescents and persons with certain illnesses and disorders.

The Council also alluded to possible therapeutic applications of marijuana and its

constituents, and urged expanded research in this area.

At this time the Council reaffirms the findings, conclusions and recommenda-

tions contained in its previous report. Conditions today are basically the same as

in 1977. The Council is aware, however, that since then concerns have been ex-

pressed, and some new data have appeared, regarding serious impairment of lung

function and possible carcinogenic effects of heavy marijuana use. The Council

also recognizes that there have been pressures to accelerate investigation into the

therapeutic possibilities of marijuana, with a growing number of states permitting

physicians to utilize the drug in clinical research contexts to treat patients who
have glaucoma and those who experience nausea from cancer chemotherapy.

These two issues—the risk of pulmonary pathology including carcinogenesis,

and the appropriateness of expanded clinical investigation into therapeutic uses

—

are therefore deserving of additional assessment and commentary by the Council.

There is a third issue, and that is the continuing trend, noted in the Council’s

1977 report, of increased regular use of marijuana by youth. The latest data show

that in 1977 there was a 25% increase from the previous year in the number of

12- to 17-year-olds who had ever used marijuana, and a nearly 30% rise in the

number of current users in that age group.^ Of even greater import is the fact that

there was a similarly marked increase among 8- to 11 -year-old children,^ and that

the cannabis preparations young people are taking today are generally more potent

than those of three years ago.

Although pulmonary and certain other hazards of marijuana use have not been
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precisely determined, the greater likelihood of harm is for those persons who are

in formative periods of physiological and psychological development. Regular

marijuana use by children and adolescents may well result in long-term impair-

ment and in disorders that can persist into adulthood.

Pulmonary and Carcinogenic Considerations

Bronchial and pulmonary irritation and other respiratory reactions to marijuana

use have long been noted and well-documented.^ More recently, interest has been

focused on the possible additional damaging effects from smoking marijuana

contaminated with paraquat, a herbicide sprayed on cannabis plants growing in

Mexico. Toxic and lethal effects previously had been reported among workers

using paraquat to spray weeds and clear land in Texas and California.^ The possi-

bility of chronic pulmonary toxicity certainly exists, but questions remain as to

how frequently and to what degree it may occur. There has been, for example,

no confirmed case of active interstitial fibrosis caused by the use of marijuana

sprayed with paraquat, even though research supported by the National Institute

on Drug Abuse (NIDA) suggests that heavy continuous use of such marijuana

may be hazardous in this regard.®

Extrapolating from hamster studies, NIDA has speculated that smoking five or

more paraquat-sprayed marijuana cigarettes a day for a year is likely to produce

significant lung damage.® Although in these animal studies the paraquat was not

burned before it was inhaled, that fact is not significant at high dose levels because

a small portion of paraquat is typically not destroyed by burning. Moreover, even

though most of the paraquat may be neutralized in the smoking process, by-

pyridine or other by-products of paraquat pyrolysis could have a possible role in

infection of the respiratory tract, cough and hemoptysis.®

Alternative methods of taking marijuana, such as eating brownies, are no safe-

guard against paraquat effects. Paraquat concentrates in the lungs, regardless of

the mode of ingestion.®

More studies are needed, however, particularly ones that can yield clinical data

regarding humans, before definitive conclusions can be reached about long-term

consequences of the use of paraquat-contaminated marijuana. The only adverse

effect documented thus far has been the “paraquat panic” among certain users,

following public announcement of the health hazards of spraying."^

With respect to carcinogenic potential, tobacco and marijuana leaf appear to

be roughly equivalent.

Marijuana, because of its relatively poor combustibility, has up to 50% more
aryl hydrocarbons (AHH) in its smoke than tobacco does.® (High levels of these

hydrocarbon by-products are associated with susceptibility to bronchogenic car-

cinoma,® although it should be kept in mind that there are individual variations

in the enhanceability of AHH in the lungs.)

Cigarette for cigarette, the difference between tobacco and marijuana may be

even more significant because of the way marijuana typically is smoked—down
to a miniscule butt—and because the smoke itself is retained in the lung for a

longer period than tobacco smoke. Offsetting this higher “per cigarette” risk is the

fact that most regular users of marijuana consume far fewer cigarettes than in-

veterate tobacco smokers do.

In one study, mouse skin painted with marijuana smoke particles produced

metaplasia of the sebaceous glands in another study, tobacco tar applied to the

skin of mice proved to be more carcinogenic than marijuana tar.® Although the

implications for humans are not clear, combined use of tobacco and marijuana

can be expected to increase carcinogenic risk. In one of the few human studies

comparing adverse effects of cannabis and tobacco, bronchial biopsies revealed

basal cell hyperplasia and squamous cell metaplasia to the greatest degree in
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subjects who used both tobacco and hashish, to a lesser degree in those who
smoked only tobacco or hashish alone.^^

Neither the prevalence nor the degree of combined tobacco and marijuana use

has been assessed. One study of more than 9,000 high school juniors and seniors

in ten cities, conducted in the spring of 1974, showed that 57% of those who used

marijuana as their only drug smoked at least one tobacco cigarette a day, as did

73% of polydrug users—those who used marijuana and one or more other

drugs.^

It would be advisable to devote additional research efforts to the effects of

heavy and chronic combined use—five or more marijuana plus ten or more tobacco

cigarettes per day—and the extent of such use, especially among children and

adolescents.

Therapeutic Considerations

Some clinical evidence, as well as anecdotal reports stemming from attempts at

self-medication, have ascribed several therapeutic benefits to marijuana and its

constituents.^^ They include bronchodilation for asthma attacks, decongestant

action for symptoms of the flu, antispasmodic effects in paraplegia, reduction of

intraocular pressure in glaucoma, and antiemesis in the treatment of nausea asso-

ciated with cancer chemotherapy. Marijuana also has been variously viewed as a

possible sedative, antianxiety agent, and analgesic.

At present marijuana has no officially accepted medical use, and is classified

in schedule I of the Controlled Substances Act. Some 13 states, however, have

passed laws permitting physicians to prescribe marijuana for certain indications,

principally glaucoma and cancer-related emesis, under broad research proto-

cols. The quality of such research is questionable, however, because physicians

in private practice usually are not in a position to conduct adequate double-blind

cross-sectional investigations. In most cases, they are providing treatment re-

sponsive to users’ self-reports of beneficial effects, under a research guise necessi-

tated by requirements of federal law.

Carefully designed animal and human research should concentrate on the two

most promising medical applications—for emesis and glaucoma. Among important

issues waiting to be addressed are the following:

1. Which of the nearly 300 constituents of marijuana, in addition to delta-9

tetrahydrocannabinol (THC), are of therapeutic value?

2. Can the euphorogenic effects of marijuana be isolated and eliminated in

order to reduce the abuse potential for persons taking the drug for thera-

peutic reasons, and is there a role here for derivatives and synthetics?

3. Can antiemetic effects of marijuana be maximized by combining it with

drugs now in use for this purpose?

4. In the treatment of glaucoma, what is the degree of tolerance to marijuana’s

ocular hypotensive effect, what is the drug’s effectiveness in topical form,

and how does it interact with other antiglaucoma medications?

5. What are specific contraindications for the use of marijuana in therapy

(e.g., persons with ischemic heart disease)?

As research is intensified, and as more states pass laws that facilitate clinical

investigations, the problem of securing marijuana of uniform good quality could

become acute. The government-authorized “marijuana farm,” located in Missis-

sippi, is the only source of unadulterated marijuana of predetermined potency. It

may become necessary to place additional acres under cultivation, so that in-

vestigators are not forced to turn to less desirable sources of supply; marijuana

that has been seized by enforcement agents is one source that has been sanctioned

and is being utilized in at least two states.
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Conclusion

As possible therapeutic agents, marijuana and its derivatives will be subjected

to careful scrutiny for untoward side effects, adverse reactions and contraindica-

tions. The public may then come to realize more fully what pharmacologists have

known all along: that marijuana, as any other drug, has potential for harm as

well as for good, and that the traditional triad of dose size, duration of use, and

makeup of the user is a highly appropriate touchstone for evaluating its risks and

benefits.

The Council submits this report for the information of the House.
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Board of Trustees Report I

Drug Usage Among Amateur Athletes

(Appendix K)

Past House Action: A-79 :277.

Introduction

The use of drugs by athletes in the hope of enhancing athletic performance is

not a new development. During the European six-day bicycle races of 1879, certain

contestants used caffeine-based sugar cubes dipped in ether, alcohol, and nitro-

glycerin to improve their staying power. However, valid scientific studies have not

demonstrated that the administration of any chemical substance can elicit a

greater athletic performance from an individual than he is capable of by virtue

of his own natural resources and natural ability; performance can only be im-

proved through proper conditioning, dedicated training and determined effort.

“Doping” is the generic term for such an attempted increase in achievement

during sporting contests through the use of any of a variety of chemicals. Accord-

ing to the International Olympic Committee, doping is considered to be either the
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use of any substance foreign to the body or of any physiological substance taken

in abnormal quantity or taken by an abnormal route of entry into the body, with

the sole intention of increasing in an artificial and unfair manner the performance

in competition. In addition, certain psychological measures to increase the per-

formance of an athlete in sporting contests are regarded as doping. The treatment

of an illness with medication is not considered doping, although such treatment

must be reported to the committee.

The alleged effects from using these substances in an athletic competition are

an increase in strength, endurance or performance; an intensified mental concen-

tration; a diminished sense of fatigue and exhaustion; a diminished pain perception;

and/or a reduction in anxiety and tremulousness. Because such “doping” does

not enhance athletic performance and because of the dangers of drug abuse, the

AMA has, in the past, actively sought to discourage the use of stimulants, seda-

tives and anabolic steroids by athletes (Resolution 89, A-72). The International

Olympic Committee has also acted to put into practice some rules for monitoring

Olympic events.

Current Use of Drugs in Athletics

It is difficult to determine how widespread is the use of drugs in sports for

obvious reasons. So-called doping agents appear to be used rarely by amateur

athletes. Some writers indicate that doping is extensive in certain professional

sports such as football, while the authorities claim the opposite. In a 1970 study

of 93 National Football League players from 13 teams, 61’% admitted taking

amphetamines regularly. At that time, the drugs were distributed by trainers and

team physicians. Since the use of amphetamines was prohibited by the league in

1971, players may have searched out other sources of drugs. A study conducted

in 1973 indicated that, of 87 professional football players, 48 used amphetamines

regularly, 9 occasionally, and 30 players did not use drugs. Individual writings of

ex-players also indicate a high frequency of use for prohibited drugs. On the other

hand, these claims are denied by the league commissioners and other officials who
generally indicate that a drug problem does not exist in their particular sports.

In Olympic competition, where urine testing is mandatory for selected events,

only 11 of 2,080 tests were positive (0.05%) during the 1976 Montreal Olympic

Games. One of the positive results was due to medication possibly taken in error

by an athlete for an asthmatic condition. Eight positive results were due to the use

of anabolic steroids.

The International Olympic Committee Standards

A very sophisticated, highly accurate, extremely expensive and time-consuming

set of tests has evolved to discourage the Olympic athlete from resorting to the use

of drugs in international athletic events. A random number of finishing positions to

be tested are selected prior to the event by the sport-governing body in that event

without the knowledge of the participants. For example, the finishing positions 1, 2,

3, 5, and 7 might be selected. Test marshals at the finishing line give the athletes

who finish in these positions a card with instructions to report to the dope-testing

station as soon as possible; failure to do so could result in disqualification from the

event. On arrival at the testing area the contestant selects a set of two similarly

numbered bottles and voids a specimen of urine (at least 50 ml) into one of the

bottles (under the constant surveillance of a member of the medical commission)

.

Half of the specimen is decanted into the second bottle and the two bottles are

sealed in the presence of the athlete. One is forwarded immediately for testing; the

second is refrigerated and, in the event of a positive result from the first specimen,

is similarly tested in the presence of the athlete or a member of his team. The

methods of testing include gas chromatography, mass spectrography, and computer
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interfacing.

The following drug substances are considered doping agents in sports and are

sought for in tests by the medical commission of the International Olympic Com-
mittee. The use of these drugs is forbidden in athletic competition. Other sub-

stances may be added: e.g., at the request of the international federations con-

cerned, the alcohol test is included for the fencing and modem pentathlon and

biathlon shooting competition.

A. Psychomotor stimulants—^Amphetamine, Benzphetamine, Cocaine, Diethyl-

propion, Dimethylamphetamine, Ethylamphetamine, Fencamfamine, Methyl-

amphetamine, Methylphenidate, Norseudoephedrine, Phendimetrazine, Phen-

metrazine, Prolintane and other related compounds.

B. Sympathomimetic amines—^Ephedrine, Methylephedrine, Methoxyphena-

mine, and other related compounds.

C. Miscellaneous central nervous system stimulants—^Amiphenazole, Beme-

gride. Nikethamide, Pentylenetetrazol, Strychnine and other related com-

pounds.

D. Narcotic analgesics—Dextromoramide, Dipipanone, Heroin, Morphine,

Methadone, Pethidine and other related compounds.

E. Anabolic steroids—Methandienone, Nandrolone decanoate, Nandrolone

phenpropionate, Oxymetholone, Stanozolol and other related compounds.

The following matters would have to be considered if the American Medical

Association or any other body were to attempt to establish policy guidelines for

prescribing dmgs to amateur athletes in conformance with the standards established

by the United States Olympic Committee.

1. A reliable and scientific checking system for dmg use in athletics is most

expensive and time-consuming. The drug surveillance program for the 1976

Olympic Games involved an expenditure of over $2 million for the per-

formance of only 2,080 tests, even though this program included the volun-

teer services of 300 physicians and medical students.

2. Where urine is the biological fluid of choice for monitoring, facilities and

staff must be available to collect duplicate samples and to label, seal and

code these samples properly. One sample should be retained for possible

retesting, and absolute security must be maintained over the study sample

until tested in a laboratory capable of determining minute amounts of the

various drugs.

3. Most laboratories are equipped only for determination of fairly large amounts

of drugs, such as in poisonings and suicides. Thus, a separate laboratory

capability would have to be developed. Gas chromatography, electrophore-

sis, crystallography, and radioimmunoassay can be used for analyses of the

various compounds, but these procedures require specialized and well-

controlled laboratory equipment.

4. If positive results for drug usage are found in any athlete, the person whose

urine tested positive must be informed so that he can take his half of the

specimen to a laboratory of his choice.

5. Serious medicolegal problems may arise in any drug detection program for

amateur athletes, based upon the legal arguments surrounding invasion of

privacy for the individual.

6. Whenever drug testing is to be considered for athletic competition, it should

be done on random participants in the game or event. When only winners

are tested for drug abuse, the implication arises that there may be favorable

relationship between winning and drug use. The opposite has been found to

be true in practice.

In view of the above requirements for scientific adequacy, sample security, legal

liability and fairness to contestants, the estimated expenditure of funds for even a
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limited program of testing a few of the 5.7 million amateur athletes for drug use

would be truly staggering. It is extremely doubtful whether adequate funding could

be found for this purpose through any athletic program organized for amateurs.

The AMA will continue to support all educational efforts to curb any drug abuse

in amateur and professional athletics and to cooperate fully with those amateur

sports governing bodies which have already outlawed the secret use of stimulatory

drugs. These groups are the International Olympic Committee, the United States

Olympic Committee, the International Athletic Federation, the National Collegiate

Athletic Association, and the National Federation of State High School Associa-

tions.

In its communications with the public and the profession, the AMA will stress

that:

1. There is no valid scientific evidence that any drug has ever resulted in im-

proved athletic performance.

2. Drugs of any type should be used only under strict medical supervision for

the treatment of disease, deficiency or injury.

3. An athlete under medical treatment for an acute illness should not compete

until restored to full health.

4. In instances where a medical condition permits competition, any drug taken

chronically under medical supervision for medical reasons should not dis-

qualify an amateur athlete, provided the athlete documents the fact in

advance of the contest.

5. No injured athlete should be treated with a local anesthetic or narcotic/

analgesic drug, with the object of continued competition, when the athlete

might risk serious and permanent disabling injury after return to play.

The Board of Trustees recommends the adoption of this report in lieu of Reso-

lution 97 (A-79). r ^

AMA 1979 Interim Meeting Report

Council on Scientific Affairs Report C

Evaluation of Community Mental Health Centers

(Appendix L)

Vast House Action: 1-78:143-145; 1-77:216.

Introduction

In the Council’s Report D (1-78), it was reported that an evaluation project

would cost from $75,000 to $175,000 and would not be financially realistic. The

Council noted, however, that there already exist in the scientific literature an ade-

quate number of studies upon which a panel of experts could formulate recom-

mendations. The Council subsequently appointed an advisory panel to undertake

such a review and make an assessment.

Summary of Findings and Recommendations

Most community mental health centers, as well as other human service agencies,

have not provided the quality of medical care needed by mentally ill persons who
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live outside of state mental institutions. Centers have failed to meet fully the man-

date set out for them in federal legislation—to accept as their primary responsibility

the treatment of patients who are psychiatrically ill.

The primary goal of any community mental health center or system should he to

treat persons who are sick. Scarce dollars and scarce manpower should not be

diverted to those persons with social maladjustment problems at the expense of

persons with demonstrable mental illness who may go untreated because services

are being directed elsewhere. The basic purpose of the mental health centers law is

to transfer the locus of treatment of seriously ill patients—^not to ignore them.

Centers should be related to health-based institutions such as community hos-

pitals and should be closely associated with them. The tendency to separate centers

from general hospitals and other community health care providers has contributed

to many of the problems that centers have been facing. Mental health centers need

to have a hospital linkage in the community because many of their patients have

organic problems associated with their emotional illnesses, and others often require

hospitalization for either psychological or physical disorders.

A center or any other facility that purports to be a mental health service should

not be called—or funded as—a mental health center or service if it wishes to offer

“nonmedical” and “nonhealth” services to “clients” at the expense of therapeutic

medical care to patients. It is the lack of emphasis on medical treatment that has

caused community mental health centers to be criticized. These centers must

address professionally diagnosed psychiatric illness as their major responsibility.

Community mental health centers, or other community entities that may super-

sede them under any future federal program, should adhere to the following

principles of mental health care delivery and patient management if optimal treat-

ment is to be available to those persons who need it most and are underserved at

the present time—the chronically mentally ill, children, the aged, and members of

minority groups.

1 . Centers should be oriented toward a broad medical model that encompasses

a range of biopsychosocial concerns and dimensions. At a minimum, this

includes a careful clinical assessment of the patient and his problem, and an

individually planned treatment program to address the patient’s disability.

This model can assure a continuum and a comprehensiveness of care for

each mentally ill patient from entrance into the center until discharge.

2. Centers should be integrally involved with community and teaching hospitals,

and linked with other community health services and state mental hospitals,

to achieve effective referral and follow-up, especially for the discharged

chronically iU.

3. In keeping with the needs of patients for comprehensive treatment, the

clinical director of each center should be a physician, preferably a psychia-

trist.

4. Even though optimal treatment of mental illness most often involves multi-

disciplinary staff, a physician should have overall responsibility for directing

and supervising evaluation and diagnosis, as weU as total treatment planning,

for each patient.

5. Community mental health centers should be accredited on the basis of the

same standards that any other health care facility offering comparable

medical services must meet.

6. Primary care and psychiatric residency programs should be encouraged to

affiliate with those centers that are well run and committed to high-quality

treatment of the mentally ill and to comprehensive teaching of residents.

These principles are minimal fundamental features that should be incorporated

into any legislation to modify the community mental health centers program.

CZIP’
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Council on Scientific Affairs Report J

The Chronic Mental Patient

(Appendix M]

Past House Action: A-19:96-91, 293; 1-78:141-142; A-78:318.

INTRODUCTION
At its 1978 Annual Meeting, the House of Delegates adopted a resolution

directing the AMA to explore ways of developing educational and publicity pro-

grams to stress “the importance of increased physician awareness and participation

in resolving the medical problems of the chronically mentally ill” in the com-

munity.

To assess alternative approaches and to determine what the appropriate content

of such programs might be, the Department of Mental Health convened a two-day

workshop in May 1979, assembling some 100 persons from various primary care

medical specialties, psychiatry and allied health professions, in both the public

and private sectors, who had experience and concern in this problem area.

Five members of a steering committee which assisted the staff of the Depart-

ment in planning and organizing the workshop met following the workshop to

evaluate the findings and proposals coming out of the various plenary sessions and

discussion groups. This report is based on their evaluation.

The Council on Scientific Affairs recommends adoption of this report, and

referral of the individual suggestions and recommendations to appropriate units

of the AMA for implementation.

FINDINGS
The workshop dealt chiefly with identifying opportunities in undergraduate,

graduate and continuing medical education that could enhance both the under-

standing of physicians about the problems of chronic mental patients, and the

skills of physicians in providing these patients with adequate continuing care.

The chronic patient population was defined as persons suffering from long-term

and severe mental illnesses that interfere with their ability to function. Included

among these illnesses are the major affective disorders, such as depression, manic-

depressive illness and serious neuroses; organic brain syndrome; schizophrenia;

and autism. Although patients discharged from state mental institutions comprise

a large portion of this population, other persons of all ages can be chronically

mentally ill in the community.

Chronic mental illness is not unlike chronic physical illness. Both, in fact,

should be viewed in a social and medical context that is relevant to chronicity:

the patient is one who must learn to live with a long-term, often lifetime, disorder;

the realistic goal of treatment is more often control than cure; and the physician

must call upon resources and supports in the patient’s social environment to im-

prove treatment outcome.

Important implications derive from these concepts.

1 . If illness is long-term, care, insofar as possible, should be ambulatory rather

than inpatient, both for economic reasons and for quality-of-life considera-

tions.
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2. If patients need to adapt to a chronic illness that is by definition a handi-

capping condition, they should be involved from the outset in the planning

of their own treatment, and they should be aware of the importance of ad-

hering to the prescriptions and proscriptions of their physician.

3. If treatment is to succeed, the patient’s family and friends need to under-

stand the nature of the illness and of the treatment plan, and help the patient

carry out that plan.

4. If chronically ill patients in general are to function adequately in the com-

munity, appropriate nonmedical health services and nonhealth social services

need to be called into play.

These implications are becoming more significant with the continuing shift

away from acute care to chronic care. In the case of organic disease, this shift,

initiated by the introduction of antibiotics, has been accelerated by new surgical

and other technological procedures. In psychiatry, the neuroleptic drugs, de-

veloped to deal effectively with acute episodes, have made care in the community

a reality for most of the chronically mentally ill.

In light of the growing emphasis on chronic care, the concern that has been

shown by some medical schools for chronic illness and its treatment is to be

applauded. Other medical schools should be encouraged to follow their example,

even though it may be difficult to do so because most modem hospitals are geared

to the treatment of the acutely ill and most of medical education is still oriented

to the hospital setting.

The physician in practice, especially the primary care physician, may frequently

be called upon to treat the physical problems—often chronic themselves—of the

chronic mental patient. In so doing, he needs to know how to work effectively

with other persons in the patient’s life. For example, relatives or neighbors often

are helpful in seeing to it that the patient takes his medication. (Not taking medi-

cation is the most frequent reason for rehospitalization.) It follows then that the

physician has to be aware of the nature of the patient’s family and of the inter-

personal relationships that the patient has developed. Residency training and

continuing education programs can be instmctive in this regard.

Finally, the physician, seeing that his community lacks the services that his

chronic patients need to help them lead reasonably healthy and productive lives,

may feel a responsibility for the development of these services. In behalf of such

physicians and their patients, medical societies at all levels should provide

mechanisms for interacting with key lay organizations and community leaders, and

for stimulating positive changes in public policy.

SUGGESTIONS AND RECOMMENDATIONS
Emphasized throughout the workshop deliberations was the need for educa-

tional opportunities for physicians that would facilitate (1) understanding the

nature of chronic mental illness and the interrelationship among biological, psy-

chological and sociological factors; (2) precision in diagnosis; (3) the proper

use of psychoactive drugs; (4) understanding of family dynamics and develop-

mental influences throughout the life cycle; (5) ability to collaborate at the com-

munity level with other members of the health care team to provide comprehensive

care; and (6) attitudinal changes toward the chronically mentally ill.

Proposals emanating from the workshop relate not only to suggestions for

priorities in medical education but also to recommendations for public education

activities and strategies for implementing these suggestions.

All Levels of Medical Education

(Suggestions in this section apply to undergraduate, graduate and continuing

medical education as well.)

MAY, 1979 345



Medical education programs should be designed in such a way that physicians

will acquire appropriate knowledge, skills and attitudes to provide long-term

effective care for patients who suffer from chronic mental disability. Toward this

end, physicians should be prepared to recognize the specifics of a patient’s handi-

capping deficits, and the influence of the patient’s social environment. To assure

comprehensive care, training programs should emphasize psychosocial as well as

biomedical aspects of human functioning.

The following suggestions pertain to all levels of medical education:

1, AMA should maintain its involvement and interest in improving medical

education on the comprehensive care of the chronically mentally ill,

2, Physicians should be prepared to apply the skills and knowledge needed for

evaluating patients and their families through:

a. Physical examination,

b. Comprehensive determination of developmental landmarks,

c. Assessment of the competence and lack of competence in family structure,

d. Assessment of self-concept as well as behavior in the areas of school,

peer and work relationships.

These factors should be considered in the context of the patient’s social and

economic milieu,

3, Physicians should be trained in methods of consultation, liaison and other

communication with relevant specialists, both medical and nonmedical.

Physicians should be exposed to the concept and practice of treatment teams,

both of the type in which the physician functions as team leader and of the

type where his role is adjunctive or consultative,

4, Material on professional ethics, the history of medicine, the social and

political responsibilities of physicians, and the structure of the health care

system should be introduced early in the curriculum and periodically re-

peated throughout training,

5, Academicians should have exposure to short courses that deal with the com-

prehensive treatment of the chronically mentally ill,

6, Students and physicians alike should be alerted to their own psychiatric

vulnerabilities when treating patients with psychiatric disorders and be en-

couraged to participate in impaired physician and physician well-being pro-

grams in medical schools, hospitals and state and county medical societies,

7, Educational programs should include material on drug compliance and non-

compliance and special pharmacological issues, such as side effects and

crossovers or interactions with other medications, including alcohol and

street drugs. The irreversible side effects vs, the need for maintenance medi-

cation should also be stressed.

Undergraduate Medical Education

In addition to the suggestions outlined in the section “All Levels of Medical

Education,” the following apply specifically to undergraduate medical education,

1, Behavioral sciences should include both theoretical perspectives and prac-

tical material illustrating the usefulness of psychosocial concepts in patient

care, particularly for the student who will eventually become a primary

care physician,

2, Specific emphasis should be given to providing students with experiences in

ambulatory models of treatment for the chronic mental patient in the com-

munity, Although clinical rotations are usually of short duration, medical

schools should be encouraged to consider programs that will permit students

to engage in longitudinal follow-up of patients,

3, Human development courses should cover the entire life span. Content

should incorporate new knowledge on various stages of life, normal vs, ab-
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normal aging processes, and the special developmental problems of each

age group,

4. Courses in diagnosis and history-taking should be considered as key places

in the curriculum for introducing material on chronic mental patients in the

context of a life-cycle model. This approach not only should furnish didactic

material, but should facilitate medical student contact with teacher-clinicians

who incorporate the life-cycle approach in their practices.

Graduate Medical Education

Because the practical application of knowledge occurs during the residency

years, workshop participants believed that many of the principles outlined in the

previous sections should be reinforced and translated into practical terms during

specialty training. Increased emphasis should be given to the team approach in all

specialty areas, for the purpose of enhancing physician relationships with other

professionals and with community resources.

The following suggestions pertain to graduate medical education:

1. Both psychiatric and primary care residency programs should embrace the

following features:

a. Following throughout training a family with a member who has chronic

mental illness. The resident can learn the biopsychosocial approach by

seeing how the illness affects the whole family, how the system responds

to changes in the ill person, etc. With careful supervision, the resident

can learn important family psychodynamics useful for effective care of

any chronically ill person,

b. Rotating through ambulatory and extended care settings, including transi-

tional and nursing home facilities. In these settings, both the family prac-

tice and the psychiatric resident can learn about deahng with morbidity,

copiug with these patients longitudinally and, in addition, working with

support staff.

2. Because long-term mental patients are appearing in increasing numbers in

hospital emergency departments, teaching institutions should give greater

consideration to emergency room psychiatric rotations.

Continuing Medical Education

In addition to the suggestions under “AU Levels of Medical Education,” the

following pertain to continuing medical education:

1. For CME programs presented at AMA regional meetings, courses should

be designed for both psychiatrists and primary care physicians. Specific

suggestions for course content include:

a. How to conduct a complete mental status exam.

b. Learning interviewing skills. The physician should have exposure to

educational programs that will enhance their ability to communicate with

patients. The chronic mental patient often experiences difficulty in un-

derstanding and explaining his/her symptoms,

c. Initial assessment and evaluation of the patient, with emphasis on the

physician’s responsibility. It is only the physician who can integrate

emotional and physical symptoms and signs with the patient’s history

and social environment to arrive at a comprehensive evaluation of the

patient’s condition. During this process, the physician should be aware

that the chronically mentally iU patient is especially vulnerable to

physical iUness, and that the chronically physically iU patient is vulner-

able to mental illness.

d. Realistic assessment of the goals of treatment for the chronic mental

patient. Although it is true that most chronic patients are not likely to



be cured, it has been clearly demonstrated that they can benefit from

rehabilitation efforts. This means that the physician must delineate his

opportunities as well as carefully define his limitations in treating these

patients, and be aware of the contributions other professionals can make.

e. How to manage and participate in treatment planning, including adequate

discharge plans.

f. The latest developments in psychopharmacology.

g. How to use psychiatric consultation effectively. Appropriate consultation

with a psychiatrist can be helpful when difficult problems rooted in

psychodynamic issues or family interactions occur with the chronic men-

tal patient.

2. Educational programs concerned with the chronic mental patient should be

incorporated in general programs that deal with the full spectrum of chronic

illnesses or in programs concerned with the general office management of

psychiatric problems. These programs should emphasize the practical as-

pects of using case materials, interviews and videotapes of simulated

situations.

3. Medical staff of mental institutions who continue to monitor patients in

the community should be exposed to educational programs that have an

interdisciplinary focus and are based on an ambulatory setting rather than

an institutional setting.

Methods for Promoting Educational Programs

The suggestions outlined in the preceding sections are concerned principally

with content of educational programs. The following recommendations pertain to

process issues

:

1. The AMA should ask primary care specialty societies to consider joint

sponsorship of continuing education programs devoted to the chronically

mentally ill. If financially feasible, the AMA and the American Psychiatric

Association should collaborate in developing a coordinated package of

educational programs suitable for key specialties.

2. The AMA should recommend to professional organizations, medical

schools and other sponsors of CME programs that they plan more pro-

grams of their own concerning chronic mental patients.

3. The AMA should urge medical schools and curriculum committees to

assess the adequacy of instruction of students about the special problems

of the chronically mentally ill.

4. The AMA should explore possibilities of using television for the purpose

of encouraging increased and accurate coverage of the special problems

of long-term mental patients residing in the community.

5. A summary of the AMA Workshop on Chronic Mental Patients should be

published and widely distributed to medical specialty societies, state and

county medical associations, medical schools, appropriate health agencies

and interested physicians.

6. The AMA should work cooperatively with other national organizations,

including, but not limited to, the Mental Health Association, the National

Council of Community Mental Health Centers, the National Institutes of

Mental Health and the National Association of State Mental Health Pro-

gram Directors, in an effort to improve the delivery of services to the

chronically mentally ill, and facilitate realistic funding of these services.

7. State medical societies should be encouraged to establish a definable com-

mittee that will be concerned with developing physician education pro-

grams regarding the chronically mentally ill.

8. State medical societies should be urged to review the content and format
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of AMA’s workshop in an effort either to replicate this workshop or to

develop similar educational programs at the state level.
9.

The National Institute of Mental Health Training Branch should be urged

to continue its emphasis on undergraduate and graduate education about

the chronically mentally ill—both on training psychiatrists to function

effectively in areas of general medicine, and on educating primary care

physicians about the psychiatric aspects of medical care.

10. Appropriate mechanisms should be investigated for the purpose of in-

creasing the number of child and adolescent psychiatrists who give edu-

cational and consultative services to primary care physicians.

11. The American Medical Student Association and AMA’s Resident Physi-

cians Section should be encouraged to adopt the chronically mentally ill

as a subject for educational activity.

12. Questions concerning the chronically mentally ill should be included on

National Board and specialty examinations.

13. Research should be encouraged in the area of chronic mental illness, in-

cluding epidemiology, etiology, therapy, outcome and effective service

delivery, and the conduct of this research should hopefully stimulate more
effective education. r ^

AMA 1979 Interim Meeting Report

Council on Scientific Affairs Report D

Guidelines for Hypoglycemic Treatment in the

Maturity-Onset Type Diabetic

(Appendix N)

Background

The continuing controversy over the last ten years surrounding the findings of

the University Group Diabetes Program (UGDP) has resulted in a morass of

analyses, reevaluations, rebuttals, statistical logistics, and confusion on the part of

interested observers. The latter unfortunately include physicians who must make
therapeutic decisions concerning management of maturity-onset (nonketotic or

non-insulin-dependent) diabetic patients and particularly the appropriate use of

oral antidiabetic agents (i.e., sulfonylureas in the United States) in these indi-

viduals.

The UGDP study was designed to evaluate the effectiveness of blood glucose

control in prevention or mitigation of the chronic vascular complications in non-

ketotic diabetes. Conclusions of the study: (1) Diet therapy and tolbutamide was

no more effective than diet alone in prolonging life. (2) The incidence of cardio-

vascular deaths was higher in the tolbutamide-plus-diet group than in the groups

treated with diet alone, or diet plus insulin. Overall death rates from all causes

were not statistically different among the treatment groups. The results have been
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widely challenged. Certain aspects of the study were discontinued prior to the

scheduled endpoint because of the emerging pattern of cardiovascular deaths in

the groups treated with oral agents. In the decade subsequent to the first publica-

tion of the UGDP results, lively debate over many aspects of the study has

ensued. Major points of contention include study design (e.g., baseline data,

assignment to experimental groups, inherent biases) and the inappropriateness and

irrelevance of certain treatment patterns when judged by 1979 therapeutic stan-

dards. The continuing controversy maintains the present-day dilemma. It must

be concluded that the issue of potential cardiotoxicity of sulfonylurea drugs re-

mains unresolved. Large expenditure of scientific effort has yielded neither un-

equivocal support nor refutation of the cardiotoxicity issue, although views have

been offered on both sides by highly respected scientists.^ ® The American Diabetes

Association (ADA) has also published a reassessment of its position on this issue.^

It was within this context of controversy that the AMA Council on Scientific

Affairs appointed an Advisory Panel on Oral Hypoglycemic Drugs to develop

guidelines for the use of these agents by the practicing physician. The guidelines

here presented are subject to debate and possibly rejection by some practitioners.

They show areas of agreement and disagreement within this distinguished panel

of consultants, and they are intended to provide a basis for judgment, to be

modified by the flexible interpretations of characteristics as appropriate in in-

dividualized patient care. Factors such as age, weight, presence and severity of

symptoms and physical disabilities, socioeconomic circumstances, lifestyle, and

(after discussion with the patient) his preference and anticipated compliance also

are clearly important considerations in management. While the panel is essentially

in agreement with the conclusions of the above-mentioned ADA statement, the

following guidelines were developed independently and offer additional recom-

mendations.

Guidelines

The Council on Scientific Affairs recommends the following guidelines in the

treatment of non-insulin-dependent (maturity-onset type of nonketotic) diabetes:

1. The Obese Diabetic

Weight reduction is the treatment of choice in the obese nonketotic

diabetic. A trial of weight reduction and exercise is usually appropriate

before initiating any form of hypoglycemic therapy. Weight reduction not

only controls, but reverses the diabetic state. Beta cell function is usually

improved and sensitivity to insulin is increased. A simple dietary trial is

generally employed for a few weeks to several months, but certain factors

may modify this goal. The physician may choose to extend the trial if the

patient is asymptomatic, has mild hyperglycemia, is greatly obese or elderly.

The trial of diet therapy alone may be shortened or even eliminated if the

patient is lean or near ideal body weight, if hyperglycemia is moderate to

severe, or if the patient is bothered by any of a variety of symptoms:

polyuria, polydipsia, refractive errors, distal neuropathy, or recurrent in-

fections. Continued efforts at dietary management always accompany use of

any blood sugar-lowering agent.

2. The Symptomatic Diabetic

Lowering hyperglycemia is unquestionably effective in reducing complica-

tions caused by hyperosmolarity (e.g., polyuria, polydipsia, lens swelling,

hyperosmolar coma) and is generally thought to reduce the risk of certain

infections, neuropathy, microvascular disease and hyperlipoproteinuria.

However, there remains considerable debate about the original question
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posed by the UGDP, the influence of close control of blood glucose in

prevention of long-term cardiovascular complications of diabetes. Evidence

is encouraging for prevention or delay of microvascular complications of

nephropathy and retinopathy, but no conclusive evidence (positive or nega-

tive) is available concerning the effects of blood glucose control on macro-

vascular disease, where multifactorial etiologies are more likely. The degree

of control of hyperglycemia to be sought by diet and drug therapy is, there-

fore, dependent upon several contingencies and the uncertain assessment

of long-term gains.

3. Asymptomatic Diabetics

Additional therapy in asymptomatic patients is generally appropriate when

diet therapy alone has failed to control hyperglycemia, and the fasting

blood glucose remains above 200 mg/dl. However, with the younger and

leaner patient, drug therapy (insulin or oral agent) is appropriately initiated

with a milder hyperglycemia, and the goal of therapy is likely to be more

stringent. In older or obese patients the opposite is true.

Patients who demonstrate abnormal glucose tolerance but are euglycemic

in the fasting state are not treated with a blood glucose-lowering agent, but

are generally managed by diet and exercise alone.

If a trial of diet therapy alone has failed to control hyperglycemia and

the patient is symptomatic (e.g., polyuria, polydipsia, refractive errors,

neuropathy, recurrent infections), treatment with a blood glucose-lowering

agent is usually added to the dietary regimen.

In the absence of deflnitive evidence to the contrary, it is reasonable to

attempt to approach homeostasis and consider euglycemia the ideal goal.

In practical terms, this means that therapy is directed toward providing the

maximum margin of protection compatible with safety from hypoglycemia.

A satisfactory degree of control may be difficult to attain in patients who
are uncooperative with the regimen of dietary control and exercise or who
are relatively unresponsive to drug therapy. The goal of euglycemia might

appropriately be relaxed in patients burdened with cardiovascular disease,

wherein hypoglycemia might be more dangerous, and in those of advanced

age, who would not be expected to derive great benefit from long-term

advantages of strict control of hyperglycemia.

4. Selection of Blood Glucose-Lowering Agent

Both insulin and sulfonylureas should remain options in the treatment

of non-insulin-dependent diabetes when a blood glucose-lowering agent is

deemed necessary. Insulin is considered the most effective hypoglycemic

agent, but an oral drug may be preferred in a given patient depending on

several factors. For instance, insulin is used more often in lean, less often in

obese patients. In the presence of cardiovascular risk factors, some experts

would modify the therapeutic decision in favor of insulin, because of po-

tential cardiotoxicity of oral agents. The likelihood of noncompliance with

an insulin injection regimen would favor choice of an oral agent. It should

be recognized that maturity-onset type diabetes also occurs in younger

people and such patients may respond to oral agents.

When oral agents are utilized and found to be ineffective, either initially

or secondarily (i.e., presence of substantial fasting hyperglycemia), insulin

is substituted. Oral agents in general should not be used in pregnant patients

because the drugs cross the placental barrier freely; in ketosis-prone dia-

betics; in ketosis-resistant diabetics with impaired renal or hepatic function;

or in the presence of complications such as infection, shock or surgery. Oral



hypoglycemic drugs should not be administered in combination with insulin.

Patients taking either insulin or oral agents are reevaluated on a regular

basis : if blood glucose is within acceptable limits, a trial period without drug

therapy is attempted at intervals.

This report is not intended to serve as a standard of medical care: standards of

medical care which are determined locally and are constantly subject to change

are established on the basis of all the several facts of the individual case.
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Medical Grand Rounds

Use of Corticosteroids in Obstructive Airway Disease

CHARLES E. KOSSMANN, M.D., Editor

WALTER A. BELL, III, M.D.
A 60-year-old white man with intrinsic bronchial

asthma since 1955 was referred by his private physician.

He had medicated himself with 20 mg of prednisone per

day since 1960, and in the two or three months before

referral on March 19, 1979, on the urging of his physi-

cian he had been trying to reduce the dose. He took

none on April 7, 1979, and the next day awoke dizzy,

diaphoretic and so weak he could not walk. He later

developed a dull retrosternal pain not increased by
exertion and not associated with palpitation, and after

one or two hours went to his community hospital, where
the blood pressure was found to be 60/0 mm Hg; it re-

sponded to methylprednisolone and fluids. No electro-

cardiographic abnormalities, cardiac arrhythmia, or

elevation of serum enzymes were noted during his three-

day stay at the hospital. At discharge his daily oral medi-
cations were digoxin 0.25 mg, hydrochlorothiazide 50
mg, prednisone 30 mg, allopurinol 100 mg, anhydrous
theophylline 250 mg every six hours and terbutaline sul-

phate 2.5 mg three times a day.

On the initial referral examination the blood pressure

was 150/85 mm Hg, pulse was 84 beats per minute, oral

temperature 93°F and respirations 12/min, regular. He
was well developed and nourished and showed no
Cushingoid signs. There were bilateral cataracts. The
lungs were free of wheezes or rales; the heart was not
enlarged, but an S* was audible.

The hematocrit was 40%, WBC 14,800/cu mm with

4% bands, 91% segmented forms, 3% lymphocytes and
1% monocytes. The BUN was 30 mg/dl, glucose 200
mg/dl and creatinine 2.5 mg/dl. The electrocardiogram

showed normal sinus rhythm with nondiagnostic ab-

normalities of the final ventricular deflections. A Holter

monitor showed 27 beats of symptomless ventricular

tachycardia.

In the hospital the prednisone was slowly reduced to

7.5 mg/day. Medications added or substituted included

sustained action anhydrous theophylline, terbutaline

(Brethine) and beclomethasone dipropionate (Vanceril).

As prednisone was decreased, the patient became normo-
tensive, and the serum glucose levels returned to normal.

Although there was no recurrence of hypotension, be-

cause of the brief run of ventricular tachycardia quini-

dine was begun. He was scheduled for another
ambulatory Holter monitoring and further reduction of

prednisone as an outpatient.

The discharge diagnoses were (1) intrinsic asthma
with steroid dependence; (2) normal sinus rhythm with
paroxysmal ventricular tachycardia, cardiac class IB; (3)
hypotensive episode due to iatrogenic addisonian crisis.

From the Department of Medicine, University of Ten-
nessee, 951 Court Ave., Memphis, TN 38163.

Veterans Administration Hospital Case No. 22-3006.

Presented June 6, 1979.

PHILLIP L. LIEBERMAN, M.D.;

Glucocorticosteroids are the most potent ther-

apeutic agents available for the treatment of

asthma/ affording total relief in all but the most

severe cases. Unfortunately their side effects are

of equal magnitude ^ and preclude indiscriminate

use, but judicious employment has been a life-

saving boon to many asthmatics.^

General Actions of Steroids

Corticosteroids are synthesized from choles-

terol in the adrenal cortex. The baseline output

of hydrocortisone is 10 to 25 mg daily. This in-

creases severalfold during stress. Synthesis is

diurnal and blood levels reflect the circadian pat-

tern of production, being highest in the early

morning hours, which is of clinical importance

since persistently depressed early morning values

in a patient being withdrawn from glucocorticoids

suggest suppression of the hypothalamic-pituitary-

adrenal axis (HPA). Exogenously administered

corticosteroids suppress production of cortico-

tropin-releasing factor by the hypothalamus, and

hence of adrenocorticotropic hormones (ACTH)

by negative feedback.

Glucocorticoids are transported from the

adrenal gland mainly by transcortin, an an-globu-

lin. Bound in this fashion they are not diffusible

and are metabolically inactive. Metabolically ac-

tive, free glucocorticoids represent only 5% to

10% of the total circulating pool. Transcortin,

therefore, exerts a profound effect on the activity

of corticoids. It does not bind synthetic steroids

as avidly as it binds hydrocortisone, a character-

istic which accounts, in part, for the greater bio-

logic activity of the synthetically produced

compounds.

Steroids are catabolized by microsomal en-

zymes in the liver. This catabolism can be accel-

erated by drugs which induce microsomal activity.

Barbiturates and phenytoin shorten the half-time

of corticosteroids in this fashion. Other drugs can

affect plasma half-time by different mechanisms.
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Salicylates displace corticosteroids from albumin

and produce a larger proportion of free steroids,

while macrolide antibiotics (erythromycin) have

been reported to enhance activity via an unknown

mechanism.

Other factors can affect activity. Hyperthyroid-

ism may increase clearance of corticosteroids

while hypothyroidism may decrease it. Hepatic

disease retards degradation. Hypoalbuminemia

results in a relatively increased level of free (bio-

logically active) corticoid.

There is a profound relationship between the

structure and the biological activity of glucocorti-

costeroids. Synthetic alterations can affect the

plasma half-time, tissue half-time, topical activity,

relative anti-inflammatory activity, and mineralo-

corticoid activity. The basic structure of gluco-

corticosteroids, 3 Vi benzene rings joined to-

gether, is shown in Figure 1. The natural struc-

tures of hydrocortisone and cortisone can be

modified to enhance therapeutic efficacy while

minimizing untoward effects. Prednisone has been

formed by the addition of a double bond between

C-1 and C-2 of cortisone, a change which lowers

its sodium retaining properties while enhancing

its anti-inflammatory activity.

Prednisone is inactive biologically until it is

converted to prednisolone in the liver by 11^-

hydroxylation. Cortisone is also inactive until it

is converted in the same fashion to hydrocorti-

sone. Methylprednisolone is produced by 6a-

methylation of prednisolone; addition of the

methyl group further reduces mineralocorticoid

activity. The presence of a fluorine or chlorine

atom with a hydroxyl group (triamcinolone) or

a methyl group (dexamethasone) at C-1 6 vir-

tually eliminates mineralocorticoid activity while

increasing glucocorticoid activity severalfold. This

alteration is of clinical significance, as it greatly

prolongs plasma and tissue half-time, making

these drugs unsuitable for alternate-day therapy.

The esterification with propionate groups at C-1

7

and C-21 has resulted in a drug, beclomethasone,

which has been highly beneficial to many asth-

matics. The propionate groups enhance the topi-

cal activity of the compound.

HYDROCORTISONE

TRIAMCINOLONE DEXAMETHASONE
CHgOH

C«0

BECLOMETHASONE

Figure 1. Structure of commonly employed corticosteroids.
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Thus it is seen that relatively small molecular

changes can exert important pharmacologic

effects. Table 1 compares the clinical importance

of the pharmacologic properties of some of the

commonly used corticosteroids.

Specific Action of Corticosteroids

In Asthma
The mechanism of the action of corticosteroids

in the alleviation of asthma has not been clearly

elucidated. However, there are a number of well

known anti-inflammatory and autonomic effects

of these drugs, listed in Table 2, which could

explain their therapeutic efficacy in asthma. The
most important of these probably relates to the

enhancement of the effect of catecholamines. Cor-

ticosteroids seem to restore sensitivity of the

bronchi to catecholamine stimulation. This is

probably a result of cell surface changes charac-

terized by an increase in the number of ;8-adren-

ergic cell surface receptors. A concomitant re-

duction of a-adrenergic and cholinergic activity

might also be of benefit. The clear-cut reduction

of inflammatory exudate and sputum probably

also play a role in the relief of symptoms.

The cellular basis for the action of cortico-

steroids is not fully understood. It is known that

steroids diffuse through the membrane into the

cell where they are bound by a cytoplasmic recep-

tor for transport to the nucleus. There the steroid-

receptor complex binds to DNA and causes the

synthesis of messenger RNA which initiates the

production of new proteins. The new proteins

mediate the cellular events that ultimately pro-

duce clinical results. These cellular processes

occur very rapidly in vitro; they can be demon-

TABLE 1

COMPARISON OF PHARMACOLOGIC PROPERTIES OF
ANTI-INFLAMMATORY GLUCOCORTICOIDS

Relative Relative Equivalent Tissue Half-

Anti-Inflammatory

Activity

Sodium Retain-

ing Activity

Dose (mg) Time in Days

Hydrocortisone 1 20 1 Approx, yz
Prednisone* 3.5 1 5 yz to 11/2

Prednisolone* 4 1 5 yz to 11/2

Methylprednisolone* 5 0 to ^/z 4 1/2 to 11/2

Triamcinolone 5 0 4 1 to 2
Dexamethasone 30 to 40 0 .75 1V2 to 21/2

*Suitable for alternate-day therapy

TABLE 2
ANTI-INFLAMMATORY ACTIVITY OF GLUCOCORTICOSTEROIDS

WITH POSTULATED CLINICAL EFFECTS

Biologic or Pharmacologic Effect

Enchance or restore tissue response to

catecholamines

Interference with extraneuronal uptake of

catecholamines

Increase antiphosphodiesterase activity

Decreased ATPase and guanylate cyclase activity

Stabilize microvasculature, produce vasoconstriction

Decrease macrophage migration and kill function

Inhibition of formation and release of inflammatory

mediators

Reduction of sputum production

Therapeutic Relevance

Potentiate adrenergic drugs in therapy of asthma

Potentiate adrenergic drugs in therapy of asthma

Elevation of cyclic AMP with resultant bronchodilatation

and decrease in mediator release

Reduce alpha adrenergic and cholinergic stimulation

with resultant trend toward bronchodilatation

Decrease inflammatory exudate and capillary

permeability

Decrease granuloma and infiltrate in contact dermatitis

Reduce smooth muscle spasm and capillary

permeability

Clearance of airway
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strated within 30 minutes, correlating well with

the clinical effect of corticosteroids in asthma.

It is well known that improvement in pulmonary

function can occur within two hours.

Side Effects

Unfortunately the therapeutic effects of these

drugs cannot be divorced from the undesirable

side effects. Even though ingenious structural

alterations have reduced their number and inten-

sity, corticosteroids are still notorious for the pro-

duction of unwanted changes (Table 3). Side

effects are related to both dose and duration of

therapy, more frequently to the former. In adults

they are minimal with a dose of 7.5 mg daily or

less; with a daily dose of 15 mg or more, side

effects increase dramatically.

Although all side effects cannot be eliminated,

they can be reduced by employing the measures

listed in Table 4.

TABLE 3

SIDE EFFECTS OF GLUCOCORTICOSTEROID THERAPY

Effect

Increased appetite and weight gain

Glucose intolerance and diabetes

Osteoporosis

Linear growth retardation

Posterior subcapsular cataracts

Decreases resistance to infection

Suppression of hypothalamic-pituitary-adrenal axis

Aseptic necrosis of hip

Gastrointestinal problems

Edema

Hypertension

Delayed puberty

Pseudotumor cerebri

Hypokalemia

Comment

Common, can be controlled with diet.

Uncommon in doses less than 15 mg prednisone daily

except in true diabetics. Usually can be controlled

with diet unless patient is true diabetic.

Usually not a problem except in elderly when it can be

a major side effect, especially in postmenopausal
women.

Use of calcium, anabolic steroids, and vitamin D to

alleviate is controversial.

One of most significant side effects in children.

Alternate-day and topical therapy can often prevent.

Occurs frequently on subclinical basis. Infrequent as

clinically noticeable effect (reduction in vision), but is

not reversible and therefore is of great importance.

Alternate-day therapy does not seem to lessen inci-

dence; in fact large doses given on alternate days may
increase incidence.

Probably not clinically significant in doses usually

given for treatment of allergic disease.

Probably inevitable on daily therapy. Is clinically im-

portant during times of stress, especially when with-

drawing from drug.

Rare in therapy of allergic disease but is disabling

when it does occur. Probably increases in incidence

with age.

Dyspepsia frequent. Peptic ulceration and bleeding,

although publicized as side effects, are very rare. In

fact association between corticosteroids and peptic

ulcer is questionable.

Frequently bothersome to patient. Salt reduction

helps.

Not uncommon, especially prominent In previously

hypertensive patients.

May be important emotional problem.

Rare.

Usually no problem unless patient is taking diuretic.
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TABLE 4
MEASURES TO MINIMIZE SIDE EFFECTS OF

SYSTEMIC GLUCOCORTICOID ADMINISTRATION

IN ASTHMA

1. Take maximal advantage of nonsteroidal bron-

chodilators (cromolyn and others).

2. Utilize immunotherapy and allergic avoidance

procedures when applicable.

3. Minimal dose over shortest time.

4. Alternate-day therapy whenever possible.

5. If daily dose required, give full dose in morning.

6. Employ beclomethasone when patient is cortico-

steroid-dependent.

7. Review dose regularly, attempt to decrease.

8. Reduce caloric and sodium intake when appli-

cable.

9. Increase potassium intake when applicable.

10. Monitor patient repeatedly, instruct thoroughly.

11. Be alert to drug abuses, no refillable prescrip-

tions.

Long-Term Therapy
Long-term treatment of asthma dictates that

nonsteroidal drugs be used in maximum amounts

to reduce the requirement for corticosteroids.

Control of allergy is essential when the patient

demonstrates obvious allergic exacerbations. Re-

fillable prescriptions should not be given because

the relief afforded by corticosteroids is dramatic

and some patients will tend to abuse their use.

The timing of administration is extremely im-

portant. During acute exacerbations of asthma it

is necessary to give corticosteroids at frequent

intervals, usually every four to six hours. When

the acute flare-up has ended, the fuU daily dose

should be given in the morning with breakfast.

If chronic corticosteroid administration is un-

avoidable, alternate-day therapy should be insti-

tuted using a short-acting drug such as predni-

sone, prednisolone, or methylprednisolone. This

reduces adrenal suppression significantly and les-

sens the incidence of other side effects. The total

weekly amount given on alternate days can

greatly exceed that given with daily doses without

increasing undesirable side effects. It has been

estimated that four times the daily dose can be

administered in this manner with less production

of untoward effects than daily administration.

Beclomethasone should be started when it has

been determined that the patient is going to be

dependent on corticosteroids for a long period of

time (often a lifetime).

Dietary control, especially salt and caloric re-

striction, may be necessary. Potassium supple-

ments are indicated if concurrent thiazide di-

uretics are being administered. There may be an

increase in dyspeptic symptoms and gastric irri-

tation, although there is no incontrovertible evi-

dence documenting the production of peptic

ulceration by corticosteroids. Therefore, bland

diets and antacids are not routinely needed. Gas-

trointestinal symptoms should be treated, if they

arise, in the same manner as in patients not tak-

ing steroids.

For chronic corticosteroid therapy prednisone

or prednisolone are the drugs of choice. They are

inexpensive and can be used in an alternate-day

fashion since they are short acting. Occasionally

fluid retention is a problem. In such patients

methylprednisolone may be substituted. Unfortu-

nately this drug is considerably more expensive.

Topical Corticosteroid Therapy of

Asthma
Perhaps the most dramatic change in the past

decade in the treatment of asthma has been pro-

duced by the introduction of steroids that are

highly active topically. At the present time beclo-

methasone (Vanceril, Beclovent) is the only drug

available in this country for clinical use as an

inhaled topical steroid with a weak systemic

effect.

Although systemic absorption does occur dur-

ing the inhaled appHcation of beclomethasone,

such absorption is minimal, and since the drug is

rapidly metabolized by the liver, side effects are

minor. The beclomethasone metered aerosol de-

livers approximately 50 ftg per spray. Most stud-

ies indicate that adrenal suppression usually does

not occur in a dose of 800 /xg (16 inhalations) or

less a day. In addition Cushingoid changes do not

usually occur unless a dose of over 1 mg (20

inhalations) is administered per day. For these

reasons beclomethasone is superior to oral corti-

costeroids in the management of the chronic

asthmatic.

Before the institution of beclomethasone the

patient should be relatively free of symptoms,

and have been previously cleared with systemic

corticosteroids. In addition beclomethasone

should not be employed for the treatment of the

asthma attack and probably should not be used at

all unless the patient has been shown to be corti-

costeroid-dependent. In most instances eight in-

halations are roughly equivalent in therapeutic

effect to 5.0 to 7.5 mg of prednisone. For exam-
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pie, many patients requiring 10 to 15 mg of

prednisone a day can be managed on 16 inhala-

tions of beclomethasone daily.

Beclomethasone should be temporarily discon-

tinued during acute exacerbations. As noted, it

cannot be used in acute asthma, as it does not

penetrate secretions well and seems to have an

irritative effect during periods of increased bron-

chial reactivity.

The most common side effects of beclometha-

sone are oropharyngeal candidiasis, hoarseness

and cough. To date there is no indication that it

can cause mucosal atrophy, but it is known that

topical corticosteroids can cause cutaneous atro-

phy, and the possibility that long-term beclo-

methasone therapy could result in a similar effect

on the respiratory tract is worrisome. For this

reason the drug cannot be considered innocuous

and should only be used in the patient in whom
corticosteroids will be necessary on a long-term

basis. Finally, it should not replace the standard

management of asthmatics with other nonste-

roidal drugs and antiallergic treatment.

The incidence of oropharyngeal candidiasis

can probably be lessened by instructing the pa-

tient to gargle with water after each use. If candi-

diasis does occur it can usually be controlled

with nystatin (Mycostatin) suspension gargle.

The dose is one teaspoon gargled four times a

day for a full minute then swallowed. Therapy is

usually needed for a 7- to 10-day period. In

most instances the beclomethasone need not be

discontinued while the nystatin is employed. Oc-
casionally a diflScult problem of differential diag-

nosis arises when patients taking beclomethasone

develop sore throats. If there is any question that

the pharyngitis could be due to a ^S-hemolytic

streptococcus, a throat culture should be made.

One of the most frequent problems with the

institution of beclomethasone is related to the

withdrawal of systemic corticosteroids. For exam-
ple, patients with chronic sinusitis, rhinitis, or

nasal polyps may develop marked upper respira-

tory tract symptoms even though their asthma is

controlled with beclomethasone. On occasion

these problems may require the reinstitution of

prednisone for brief periods. Beclomethasone can

be used intranasally but it is not approved for

such use in this country.

Finally, the patient withdrawn from cortico-

steroids may develop symptoms ascribable to hy-

pocortisolism. Steroid withdrawal symptoms can

also occur as manifestations of a poorly defined

syndrome characterized by myalgias, arthralgias,
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lassitude, depression, and easy fatigability, which

are unrelated to adrenal function. Its cause is un-

known, and it must be distinguished from true

hypocortisolism.

Great care must be taken in the withdrawal of

systemic corticosteroids when beclomethasone is

instituted. Too rapid withdrawal can result in

adrenal collapse, and death has been reported in

the change from systemic corticosteroids to beclo-

methasone. The patient should be alerted to this

problem.

Asthmatic exacerbations in the patient taking

beclomethasone will require intermittent cortico-

steroid therapy. During these periods the beclo-

methasone should be discontinued.

Status Asthmaticus
In addition to their benefit in chronic asthma,

corticosteroids are essential in most cases of

status asthmaticus. Review of a large series of

patients with status asthmaticus made it clear that

death is often related to the failure to start corti-

costeroids quickly and to a reluctance to employ

sufficiently large doses.

It has long been assumed that the effect of

corticosteroids is delayed for eight or more hours,

but this is not the case. As noted previously, the

in vitro effects can be demonstrated within 30

minutes, and measurable improvements in pul-

monary function can occur within two hours.

Therefore, the rapid institution of corticosteroids

in status asthmaticus is essential. In many in-

stances such treatment can prevent the patient

from presenting with intractable bronchospasm.

The dose of corticosteroids recommended for

status asthmaticus varies from a minimum of 300

mg of hydrocortisone daily to a maximum of 10

g of methylprednisolone daily in extremely criti-

cal cases. There are very little objective, defini-

tive data to guide the physician in the choice of

the dose between these widely divergent ranges.

It has been our practice to initiate therapy with a

dose of 3.0 g of hydrocortisone (Solu-Cortef) or

0.75 g of methylprednisolone (Solu-Medrol)

every 24 hours divided into three or four doses

each administered intravenously as a bolus. In

addition we usually start oral prednisone at once

in a dose of 60 mg daily so that there is no inter-

ruption in therapy after the intravenous injection.

It is usually possible to taper the dose of corti-

costeroids rapidly so that the patient is dis-

charged on a dose of 15 to 20 mg of prednisone

daily.

(Continued on page 362)
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 17-year-old male high school student was seen in the St. Thomas
Hospital Emergency Room 16 hours following a stab wound of the

chest, complaining of slight shortness of breath. He had no history of

antecedent illness. Examination revealed a healthy appearing young
black man in minimal distress. A 1.5 cm wound was present in the left

anterior third intercostal space. There was symmetrical chest expansion

and no evidence of subcutaneous emphysema. Slight dullness and
diminished breath sounds were present at the left base. A grade II

early systolic murmur was audible, but no rub or gallop was heard.

Chest film disclosed a “globular” cardiac configuration without cardio-

megaly. A left pleural effusion was present. After a left anterior chest

tube was inserted, with evacuation of 700 cc of blood, an electro-

cardiogram was obtained (Fig. 1).

A

Figure 1

Discussion
This electrocardiogram shows sinus rhythm

with a rate of 92/min. The PR interval is pro-

longed at 0.24 seconds, and the P wave mor-

phology is normal. The QRS morphology and

From the Department of Cardiology, St. Thomas
Hospital, Box 380, NashviUe, TN 37202.

duration are normal. Although QRS voltages are

slightly prominent in the anterior precordial leads,

prominent voltages are not unusual in athletic

young men. A U wave is noted in leads Vi
through V5. There is ST segment elevation most
prominently displayed in leads I, aVL and V2

through V4. ST segment elevation is best dis-

cerned in comparison with the PR segment, but
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occasionally, the PR segment may be lowered due

to atrial repolarization, in which case comparison

with the TP segment will show that the ST seg-

ment is not truly elevated. (In this tracing, both

PR segment and TP segment are considerably

below the J point in leads I, aVL and precordial

leads.)

ST segment variation may be seen from time

to time in normal patients. Sometimes this may
be due to atrial repolarization (atrial T waves)

which fall beyond the QRS complex causing

elevation of the J point. At times a portion of

the myocardium may undergo early repolariza-

tion. The ST deviation in normal subjects is

rarely more than 1 or 2 mm. ST elevation is com-

monly associated with pericarditis or epicardial

injury. In the above case ST elevation is 3 mm
in V2 and the possibility of anterolateral injury

or pericarditis secondary to the stab wound is

suggested. The electrocardiogram alone is insuf-

Medical Grand Rounds . .

.

{Continued from page 360)

Acute exacerbations of asthma not requiring

hospitalization can usually be managed on a dose

of 40 to 60 mg of prednisone daily, which is con-

tinued for two to three days and tapered rapidly

over a ten-day period.

Determination of Duration of Therapy
It is often difficult to relegate a patient to long-

term steroid therapy. To aid in the decision to

switch a patient to chronic daily or alternate-day

therapy, we usually ask him to keep a record of

his intermittent corticosteroid consumption. This

is often done in the form of a graph, with one

axis representing the number of pills taken per

day and the other axis the days of the month.

One sheet of graph paper is used for each month.

After reviewing three to six months of treatment,

a rational decision can be made regarding the

necessity for prolonged administration. If deemed

necessary, attempts are made to switch the pa-

tient to beclomethasone.

Most patients receiving chronic corticosteroid

therapy can be managed on beclomethasone

alone, although occasional patients require both

prednisolone and beclomethasone. On rare occa-

sions some patients may not be able to tolerate

the topical preparation because of the effect of

ficient to establish a diagnosis, as ST-T changes

are invariably nonspecific and inferences as to

their clinical significance must be made from the

clinical situation in which they occur. ^

This patient had a CPK of 354 units (upper

hmits of normal 120 units). An M-mode echo-

cardiogram showed normal left ventricular wall

motion and no evidence of pericardial effusion.

The systolic murmur was unchanged throughout

his hospitalization. The patient had no complica-

tions and four days following admission, after the

chest tube was removed, he was discharged.

ELECTROCARDIOGRAPHIC DIAGNOSIS:
(1) First degree AV block. (2) Nonspecific ST
elevation in leads I, aVL and anterior precordial

leads. /-'
jp?
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beclomethasone on the bronchial mucosa. Pa-

tients receiving chronic corticosteroid administra-

tion are seen approximately once each month,

and regular attempts are made to reduce the cor-

ticosteroid dose.

The goals of maintenance should be to keep

the patient functional on as low a dose of cortico-

steroids as possible. Ideally the patient should be

able to fulfill his daily responsibilities and main-

tain his chosen role in life, such as uninterrupted

attendance at work, the physical capability to

care for children, and the like.

In summary, the appropriate use of cortico-

steroids in the management of asthma can be of

inestimable benefit to the patient, but it requires

a knowledge of the basic pharmacologic proper-

ties of the drug employed and close patient

follow-up. r ^
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Radiology Case of the Month

STEPHEN P. HUMPHREY, M.D. and RANDALL L. SCOTT, M.D.

A 50-year-old woman complained of mild, intermittent, low back
pain. A radiograph of the lumbar spine was obtained (Fig. 1). Perti-

nent laboratory findings included normal values for serum calcium and
phosphorus with markedly elevated serum alkaline phosphatase. What
is your diagnosis?

(1) Hodgkin’s disease

(2) Hemangioma

(3) Paget’s disease

(4) Osteoblastic metastasis

(5) Osteomyelitis

Figure 1. AP and lateral lumbar spine.

From the Department of Diagnostic Radiology, Col-
lege of Medicine, University of Tennessee Center for the

Health Sciences, 865 Jefferson Ave., Memphis, TN
38163.
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Radiographic Findings

The third lumbar vertebral body is enlarged

and shows dense sclerosis, particularly about the

edges. There is squaring of the margins of the

vertebral body which, combined with the edge

sclerosis, gives a “picture frame” appearance.

Also noted is a coarsened trabecular pattern in a

vertically striated orientation. This constellation

of findings, in conjunction with an elevated serum

alkaline phosphatase, is quite typical of the

sclerotic phase of Paget’s disease. Hodgkin’s

disease can cause a sclerotic (ivory) vertebra but

is usually associated with scalloping of the an-

terior aspect of the vertebral body due to erosion

by enlarged lymph nodes. Hemangiomas can

cause a striated appearance of the vertebral body

but do not cause cortical thickening or enlarge-

ment of the involved bone.^ Osteoblastic metas-

tases, although a primary consideration in any

adult with osteosclerosis, would not cause en-

largement of the vertebral body or squaring of

the margins. In addition, metastatic disease tends

to destroy trabecular architecture rather than

accentuate it. Osteomyelitis of the spinal column

may cause vertebral sclerosis but is generally as-

sociated with intervertebral disc space narrowing.

If tuberculous in origin, a calcified paraspinous

mass might be expected.

Discussion

Paget’s disease (osteitis deformans) is of un-

known etiology and occurs primarily in middle

life. It is estimated that 3% of all persons over

40 years of age are affected by some form of

Paget’s disease, although they are usually without

symptoms. Men are affected twice as commonly
as women.2’^

As Paget’s disease is a local, asymptomatic phe-

nomenon, pain is not a prominent feature.

Approximately 20% of the patients are asympto-

matic and the disease is often discovered inci-

dentally. The principal clinical symptoms are

often secondary to bone deformity. Weight bear-

ing bones are commonly involved, as are the

spine and the skull. Less involvement is seen in

the shoulder girdle, upper extremities, and ribs.

Laboratory studies usually reveal normal levels

of serum calcium and phosphorus but markedly

elevated serum alkaline phosphatase.

There are four stages of Paget’s disease: the

Figure 2. Notice bowing of right femur and transverse pseudofracture.
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destructive phase, the combined phase, the

sclerotic phase, and the malignant change phase.

The disease begins as a destructive process which

usually goes unnoticed but may be perceived

radiographically as a lytic area in the involved

bone."* Reparative processes follow with prolifera-

tion of the cortex and sclerosis. The combined

form of both destruction and repair is most com-

monly encountered. Mahgnant change to osteo-

genic sarcoma or fibrosarcoma occurs in 10%
to 14% of patients, and in fact, osteosarcoma in

adults over age 40 suggests mahgnant transfor-

mation of underlying Paget’s disease.

The destructive phase of Paget’s disease in the

skull causes large lytic areas called osteoporosis

circumscripta, while the thickened diploic space

in the reparative stage causes fuzzy, sclerotic

lesions—the “cotton wool” appearance. Softening

of the bone at the base of the skull may lead to

basilar invagination or platybasia. Involvement of

the spine may lead eventually to vertebral body

collapse and dislocation. An encroachment of

neural foramina due to bony proliferation may
lead to serious neurologic sequelae.

Involvement of the pelvis and long bones

characteristically shows coarse, thickened tra-

beculae and cortical thickening with areas of

rarifaction and sclerosis. Bone softening may
lead to protrusion of the acetabulum and deform-

ing curvatures such as the “shepherd’s crook”

deformity of the proximal femur (Fig. 2). Patho-

logic fractures are common and resemble the

transverse pseudofractures of osteomalacia.

ANSWER: Paget’s disease. r ^
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THE LITIGOUS SOCIETY . . .

And (Jesus) said Woe unto you lawyers also, for ye load men with burdens

grievous to be borne, and ye yourselves touch not the burdens with one of your

fingers.—^Luke 11:46.

“Undaunted even by that judgment, lawyers have overburdened more than a few societies be-

fore and since. Gibbon wrote that, after five years of legal education, law students in the

Roman Empire ‘dispersed themselves through the provinces in search of fortune and honors;

nor could they want an inexhaustible supply of business in a great empire already corrupted

by a multiplicity of laws.’ When Gulliver traveled, he explained to one of his exotic hosts

that, in England, ‘those who made a profession of (law) were exceedingly multiplied, being

almost equal to the caterpillars in number.’ ”

“Yet the United States now has three times as many lawyers per capita as England and 20
times as many as Japan. Law has never flourished in more fertile soil. In this century, the

number of American lawyers has grown twice as fast as the population as a whole, and the

profession is expanding more rapidly than ever. Over 126,000 students enrolled in law school

in 1978—^more than twice the enrollment 15 years ago. In the same brief period, the number of

lawyers has increased by more than 50% from 300,000 to 460,000. Multiplying even more
quickly than lawyers are laws and lawsuits.”

“In 1977, the legislative bodies at the federal, state and local levels enacted approximately

150,000 new laws, and each of these new laws, on the average, required the issuance of ten

new regulations. Between 1969 and 1972, the caseload of the federal courts (corrected for the

increase in population) rose by half. If the federal appellate caseload, which accounts for

only 10% of all federal cases, continues to grow as it has in the past decade, over 1 million

federal appellate cases a year will flood the courts by the year 2010. And four times as many
suits are filed each year in the state of California alone as in the entire federal system.”

—^Laurence H. Tribe, Professor of Law
Harvard University

The Atlantic (July, 1979)
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Diabetes Clinical Care Conference

Symptoms Unrelated to Diabetes in a Diabetic Patient

A 57-year-old married woman, presented to the

conference because of a four-month history of

episodes of nausea and weakness, had enjoyed

good health all her life until six months previ-

ously, when she developed dental problems and

had a root canal procedure. This was followed by

pain and infection, requiring antibiotics, and then

antibiotic-induced diarrhea. She was admitted to

another hospital in April, 1979, where hypergly-

cemia was found during an extensive gastroin-

testinal workup. The diarrhea resolved.

She was beginning instruction on diabetes and

insulin treatment when she developed complete

heart block and ventricular fibrillation; she was

transferred to St. Thomas Hospital in an ambu-

lance, where cardiopulmonary resuscitation by

countershock defibrillation was administered sev-

eral times. A temporary transvenous pacemaker

and subsequently a permanent cardiac pacemaker

were installed, and she improved. Though the

plasma glucose ranged between 200-250 mg/ 100

ml, hyperglycemia was asymptomatic and was

not a prominent clinical factor at that time. After

return to her local hospital, she was started on 10

units of lente insulin daily. She stated that she

had experienced nausea and weakness ever since

starting insulin, particularly shortly after break-

fast, although the symptoms might occur at al-

most any time of the day. She did not vomit and

had not lost weight. She had virtually withdrawn

from most of her social and other activities and

rarely drove a car. In addition to these stresses,

her home had been damaged during a recent

flood, and she and her husband had sold that

home and moved into a condominium.

Her father, a physician, had had mild non-

insulin-dependent diabetes from age 65 to 88,

which apparently caused him no trouble whatso-

ever, and he only took his diabetes pill “when he

was going to have a big meal.”

She was readmitted to St. Thomas Hospital in

June, 1979, for evaluation. Physical examination

The Diabetes Clinical Care Conferences at St. Thomas
Hospital, Nashville, Tenn., a collaborative educational

program of the St. Thomas Department of Hospital

Education and the Vanderbilt Diabetes Research and
Training Center, are coordinated by Joy Woodard, R.N.,

and Virginia Manley, R.N., and edited by Alan L.

Graber, M.D.

revealed no abnormalities. The pulse was regular

at 60 beats per minute. Numerous plasma glucose

measurements during typical symptomatic epi-

sodes were normal or elevated, excluding hypo-

glycemia, despite the fact that she stated the

spells were relieved by a cola drink. Abdominal
ultrasound, upper GI series, barium enema, chole-

cystogram, and IVP were completely normal.

Minimal gastroduodenitis was noted on esopha-

gogastroduodenoscopy. Symptoms did not im-

prove on cimetadine (Tagamet), betanechol chlo-

ride (Urecholine), chlorpromazine (Thora2dne),

promethazine (Phenergan) or other antiemetics.

During the conference, while describing her

symptoms and the emergency ambulance trip, she

developed a typical spell of nausea and weakness

and asked for a cola drink. A stat plasma glucose

was 221 mg/dl. She felt better after leaving the

conference room and lying down.

Alan L. Graber, M.D. (endocrinologist): The
physicians continued to be concerned about the

possibility that some of her symptoms of /?-

adrenergic hyperactivity were due to hypoglyce-

mia, or at least to a falling blood sugar, as it has

been reported that symptoms of catecholamine

release can, on some occasions, be caused by a

rapidly falling blood sugar without the attainment

of hypoglycemic levels.^ Diabetes was mild, how-
ever, and metabolic control was quite stable.

There was no evidence of hypoglycemia or exces-

sive fluctuation of plasma glucose levels.

Kay Hooper, R.N. (St. Thomas Hospital): Since

many patients have anxiety and personality

changes after a cardiac event or cardiac surgery,

I wonder if her spells represent a reaction to that

stress rather than diabetes.

Barton Campbell, M.D. (cardiologist): It is

well known that patients develop cardiac neurosis

after heart attacks and cardiac surgery. We did

24-hour Holter monitoring to assure ourselves

and the patient that no further arrhythmia was
occurring, and these tests were normal. The pace-

maker is functioning properly.

Linda Redding (social worker, St. Thomas
Hospital): How has her illness affected the hus-

band’s life?

Patient’s husband: Our social activities have

virtually ceased, and I have to call her several
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times daily when I am at work. She has never

been ill before and is not coping well. She seems

depressed. We can’t seem to find the trouble with

her. The cardiac surgeon who implanted the pace-

maker told us that the diabetes was not a major

problem at that time, yet diabetes is the only

disease which is known to be present.

Dr. Graber: Patients with diabetes can develop

“diabetes neuroses,” similar to cardiac neuroses,

in which they attribute all symptoms to diabetes.

This was reinforced during hospitalizations in

that, whenever she had symptoms, a stat blood

TABLE 1

THE STRESS OF ADJUSTING TO CHANGE*

Events Scale of Impact

Death of spouse 100
Divorce 73
Marital separation 65
Jail term 63
Death of close family member 63
Personal injury or Illness 53
Marriage 50
Fired at work 47
Marital reconciliation 45
Retirement 45
Change in health of family member 44
Pregnancy 40
Sex difficulties 39
Gain of new family member 39
Business readjustment 39
Change in financial state 38
Death of close friend 37
Change to different line of work 36
Change In number of arguments with spouse 35
Mortgage over $10,000 31
Foreclosure of mortgage or loan 30
Change in responsibilities at work 29
Son or daughter leaving home 29
Trouble with in-laws 29
Outstanding personal achievement 28
Wife begins or stops work 26
Begin or end school 26
Change in living conditions 25
Revision of personal habits 24
Trouble with boss 23
Change in work hours or conditions 20
Change in residence 20
Change in schools 20
Change in recreation 19
Change in church activities 19
Change in social activities 18
Mortgage or loan less than $10,000 17
Change in sleeping habits 16
Change in number of family get-togethers 15
Change in eating habits 15
Vacation 13
Christmas 12
Minor violations of the law 11

•From Holmes and Rake.^

sugar was obtained. In addition, at the same time

that she was experiencing the symptoms, she re-

ceived extensive instruction about diabetes man-

agement, diet therapy, and insulin administration,

which emphasized to her the importance of dia-

betes.

Dietitian: She asked for repeated diet instruc-

tion even though she understood the principles

well. She wanted detailed instructions on what to

eat for every meal and snack.

Barham Christman, R.N. (Vanderbilt Diabetes

Research and Training Center): The fact that the

symptoms often occurred after her husband left

for work in the morning suggests that she is

afraid to be at home alone.

Randee Shenkel, Ph.D. (psychologist, Vander-

bilt Diabetes Research and Training Center):

This type of patient might do well in psycho-

therapy if she were willing to acknowledge the

role that emotions play in her symptoms. It is

important to consider both the symptoms and

her underlying life stresses in treatment. It would

be helpful if she would talk about the stressful

factors in her life. According to the life stress

table of Holmes and Rake,^ she has experienced

numerous life change units in the past year, and

the accumulation of over 200 life-change units

(LCU) in a year is associated with a high inci-

dence of illness and/or symptoms. The stress of

adjusting to change is illustrated in Table 1.

Dr. Campbell: Since many of her symptoms

are those of hyperactivity of the ^-adrenergic

nervous system, including weakness, palpitation,

and sweating, a trial on ^-blockers, such as

propranolol (Inderol), might be considered.

Dr. Shenkel: The patients who do well on p~

adrenergic blockade often are the same patients

who respond well to psychotherapy, further em-
phasizing the combination of both physical and

psychological factors in the illness.^

Dr. Graber: In summary, this patient was vir-

tually incapacitated by symptoms which she and
her physicians attributed, or misattributed, to

hypoglycemia, whereas in reality they were mostly

due to the emotional reactions expected after

excessive recent life stress. The intermingling of

physical and psychological factors in her illness

have been emphasized. / • ^
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Mental Health Report

Prevention—A Goal for the '80s

The most cost effective way to deal with the

problems of mental illness and alcohol and other

drug addiction is prevention, which the Depart-

ment of Mental Health and Mental Retardation

(DMHMR) views as a positive process of pro-

moting human growth to its fullest. A primary

goal of DMHMR is to reduce or prevent the

physical, mental, social, and emotional debility

which results in the abuse of alcohol and other

drugs and often leads to psychiatric disorders.

To influence behavior before the onset of

problems requires careful planning and manage-

ment. Shortly after this administration began,

James S. Brown, M.D., commissioner of

DMHMR, appointed a task force to develop

specific prevention programs for people with an

increased likelihood of acquiring some emotional,

mental or developmental disability. DMHMR is

assuming the role of facilitator for the program,

as Tennessee has a number of programs on the

community level, where the actual implementa-

tion will ultimately take place. Individuals in the

Department’s Divisions of Mental Health Services

and Alcohol and Drug Abuse have been assigned

to coordinate prevention services across the state.

These divisions have specific goals for pre-

vention. By July 1, 1983, to coordinate the de-

velopment of effective consultation and education

services and primary prevention on the com-
munity level. Mental Health Services plans to de-

velop and implement a community-based

education and information program to foster

public awareness of the needs and resources avail-

able to the mentally ill. Community mental health

decision-makers must accept the concept that

these centers have a dual obligation with equal

concern for treatment and for prevention. Con-
sultation and education programs in the centers

will be upgraded, since they are the focal point

for prevention planning and implementation.

Mental Health Services is presently investigat-

ing availability of funding sources to finance or

supplement primary prevention program develop-

ment. The section will also create a clearinghouse

of information for continuing primary prevention

From the Tennessee Department of Mental Health
and Mental Retardation, Nashville, TN 37219.
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research and projects.

The primary goal of the Division of Alcohol

and Drug Abuse Services is to remove any

sociological and cultural barriers to the delivery

of its services, and in the next three years to iden-

tify areas of critical need. It also hopes to develop

means for delivery to the general public of

needed information concerning substance abuse.

Present information indicates alcohol abuse as

a major problem among teenagers and women,

and other groups, including the elderly and

minorities, may also benefit from specialized

services. Increasing attention is being given to

“fetal alcohol syndrome,” and the division is

planning a regional effort to decrease alcohol

and drug-related risks during pregnancy.

Another goal of the division is to increase the

quality and scope of formal programs for children

and youth enrolled in public and private educa-

tional institutions. Tennessee has nearly 1.5 mil-

lion youngsters under the age of 18, among whom
it is important to promote and coordinate pri-

mary prevention programs on substance abuse.

Already some school systems are studying these

special needs, and DMHMR plans to assist in

this effort and to develop a mechanism for

evaluating the outcome.

The Division of Alcohol and Drug Abuse

Services is currently cooperating with the Depart-

ment of Education in review and development

of curriculum guides for alcohol and drug abuse

prevention. It is not the policy of DMHMR to

label children and youth as alcoholics. We recog-

nize that experimentation with substances is often

a developmental phenomenon; but many young

people are treated in Tennessee’s community

mental health centers, and because Tennessee’s

young people are its future, we cannot ignore the

growing problem of substance abuse and other

emotional disturbances among them.

The Office of Education/Information of the Depart-

ment of Mental Health and Mental Retardation has a

directory listing available mental health/alcohol and

drug/mental retardation/developmental disabilities re-

sources. This is a county by county listing, eopies of

which are available to care providers. Write—Office of

Education/Information, Department of Mental Health

and Mental Retardation, 501 Union Building, Nashville,

TN 37219, or call 615-741-2166. r
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Medicine in the '80s

The medical profession wUl be in for a number of pleasant surprises in

the next decade.

We will see the increased use of the laser in neurosurgery, ophthalmology,

and other specialties. Our research laboratories will further improve the

available vaccines, which we are now using with almost 100% effectiveness.

More emphasis will be placed on preventive medicine as one of the most

cost effective ways to save our patients both time and money. We also need

to educate the patient to accept more responsibility for his own health.

In this new decade we will see some slowdown in the rate of growth of

health-care spending. New and expensive computers and scanners will prove

cost effective similar to the CT scanner’s being cost effective and efficient

during the ’70s.

Our friends in business and finance say that rooting out at least some of

the unnecessary growth will not be easy, but it can be done. American

corporations, which currently pay 27% of the nation’s medical bills, will

begin using their formidable buying power to encourage the development of

the so-called less costly health maintenance organizations.

Dr. Paul Ellewood, Jr., a physician who runs a medical think tank outside

Minneapolis, already sees signs that businesses are responding to the pinch of higher insurance

premiums.

Pressure from purchasers has also encouraged some insurers, such as Prudential, to go into the

business of providing lower cost medical services. Conceivably such developments portend the grad-

ual transformation of American medicine from a “fee for service system” into one dominated by large

conglomerates of doctors and affiliated hospitals, which compete as economic units. Dr. Ellewood be-

lieves such a transformation is in the works. He predicts that a quarter of the American people will

receive their medical care from such groups by 1990, and “the new phenomenon of the ’80s will be

the emergence of price competition in the health care sector.”

With 92% of the American people under the umbrella of public or private insurance, steps can be

taken to meet the genuine needs of the other 8% (perhaps through some form of catastrophic in-

surance and a change in Medicaid benefits, short of a drastic and costly overhaul).

Barring any major new expansion on the demand, it is predicted by one of our leading financial

magazines, i.e.. Fortune, that the combined efforts of government, business and the health-care pro-

viders themselves will succeed in holding health’s share of the gross national product to under 11%
in the ’80s (the figure for 1979 was 9.2% of the GNP). If the projected level of 10.6% for the ’80s

is reached it will be a monumental accomplishment by the medical profession and by far the smallest

percentage increase in any ten-year period. In the ’60s and ’70s there was approximately 2% to 2.1%
increase.

John B. Thomison, M.D., our competent and brilliant editor, recently wrote an editorial about the

media attaching great importance to decades—the ’60s and ’70s etc.: “hogwash” says J.B.T., so he did

not make a big fuss in the January issue about the new decade.

I cannot close this epistle without congratulating Jim Hays on a job well done. His leadership ability

has been unsurpassed and his guidance and direction on the Legislative Committee has reaped many
rewards for all of the members of the Tennessee Medical Association.

Peggy Hays deserves a bouquet for doing without Jim many days and weekends and for her help

during the year.

Sincerely,

George A. Zirkle, Jr.

pfC/ideiilV
pcige

PRESIDENT



JoufiMiloflhc

lenne//ee
fflcdkol ci/zockilioA

PUBUSHED MONTHLY

DEVOTED TO THE INTERESTS OF THE MEDICAL
PROFESSION OF TENNESSEE

OFFICE OF PUBLICATION, 112 LOUISE AVENUE.
NASHVILLE, TN 37203

JOHN B. THOMISON, M.D., EDITOR

ADDISON B. SCOVILLE. JR.. M.D., ASSOCIATE EDITOR

JEAN WISHNICK, MANABING EDITOR

Acceptance for mailing at special rate of postage

provided for in Section 1103, Act of October 3, 1917,

authorized July 15, 1932.

Copyright for protection against republication. Journals

of the American Medical Association and of other

state medical associations may feel free to quote
from this Journal whenever they desire

merely giving credit to this publication.

Address papers, discussions and scientific matter to

John B. Thomison, M.D., Editor, P.O. Box 70,

Nashville, TN 37202

Address organizational matters to L. Hadley Williams,

Executive Dir., 112 Louise Avenue, Nashville, TN 37203

COMMITTEE ON SCIENTIFIC AFFAIRS

OSCAR M. McCALLUM, M.D., Chairman, Henderson
WINSTON P. CAINE. JR.. M.D., Chattanooga
GEORGE W. SHANNON, M.D., Jackson
DILLARD M. SHOLES, JR.. M.D., Johnson City

W. A. SPICKARD, M.D., Nashville

JOHN B. THOMISON, M.D., Nashville. Ex-Officio

MAY, 1980

cdiloiiQl/

"We"

Unlike a commercial publication, whose circu-

lation and continued existence are sure indicators

of its status, a publication such as this one has a

captive audience, which may or may not listen.

We really have no way of being assured which,

as even readership surveys can provide only a

very rough estimate. Although the Journal con-

tains information of vital importance to every

one of our members, I am not naive enough to

think anywhere near that number pay any atten-

tion to it at all. Early in my tenure as editor I was

disabused of any such notion when ^ friend and

'.-1^ Ay

colleague said, “Your journal isn’t big enough to

make it to the top of my stack.” My journal, yet!

Any indication whatever that we serve a useful

function, or that someone notices, is therefore

gratifying, and so it was with pride and some

sense of accomplishment that we received notifi-

cation that the Journal of the Tennessee Medical

Association had been awarded Honorable Men-

tion, behind only Georgia, Maryland, and Con-

necticut in the category of state journals in the

fifth annual medical journalism competition spon-

sored by Sandoz, Inc. When I became editor of

the Journal I was virtually its sole proprietor, and

very green. The only person at TMA who knew

anything about journalism and publication was

Hadley Williams, who squeezed the Journal in

with all his other jobs, and was largely responsi-

ble for a respectable looking publication coming

out each month. Proofreading duties were farmed

out to whoever of the rest of the staff would

spend a few moments with it. About a year later

I attended the first workshop in medical journal-

ism sponsored by Sandoz and conducted at the

University of Missouri School of Journalism. This

was the beginning of our “new look.”

Three years ago, as our printer took to doing

less for us in the way of layout and staff time was

filled more and more with other things, we hired

an honest to goodness journalist, and since then

the look of the Journal has evolved as her fresh

ideas have been infused into it, along with glean-

ings from the workshops which Dr. Paul Fisher

from the University of Missouri now conducts,

with critiques of each journal, at each annual

meeting of the State Journal Group.

This year for the first time, editorial content

and scientific merit figured into the judging, and

we scored high in those areas. Insofar as jour-

nalistic appeal is concerned, subject only to my
limited advice and virtually unexercised veto that

is the department of our very valuable and

capable managing editor, Jean Wishnick. Our
change from letterpress to offset printing in a

month or so will allow her originality more lati-

tude, and we expect to compete even more
strongly in the future.

Two sorts of individuals use the first person

plural, and in theory at least its use is neither

capricious nor whimsical. Rulers supposedly use

it as spokesmen for their country, and editors for

their publication. Used any other way it is sheer

affectation, and it is not used much anymore by

either. But there are times when the editorial

“we” is appropriate, and this is one of them.
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“We” is not only the editor and the managing

editor. It includes all of the staff who pitch in

around deadline and help. It includes our con-

tributors, without whom we would have no

journal at all. It includes the Board of Trustees,

at whose sufferance and by whose leave the As-

sociation continues to publish a journal and the

editor to hold his job. And certainly, and not

least, it includes whatever readers we have. We
hope it is every doctor in the state, but our in-

tuition—and even some, or at least one, of our

“friends”—tell us otherwise.

We are proud of our Journal and our award.

I hope that “we” includes every one of you, its

indispensable parts.

J.B.T.

Simmering in the Sun

One of my all-time favorite movies is The

African Queen, starring that incomparable—no,

irreplaceable—pair, Katharine Hepburn and

Humphrey Bogart. In one of the many memo-
rable scenes, Hepburn, as the missionary lady,

shows up for the river cruise inland attired in an

ankle length, long sleeved white taffeta dress,

broad brimmed hat, and parasol. Hardly an out-

doorsy outfit. But smart.

Although over the long haul Hepburn’s costume

proved to be a trifle unmanageable, it was an ef-

fective sunscreen. Since such attire does not fit in

with our modem conception of ourselves as

rugged, vigorous youths—even if the calendar says

we are 80—^we need other sunscreens. But we do

need sunscreens. The sun does bad things to

skin. It makes the skin fall down in saggy wrin-

kles, mottled with unsightly blemishes, which is

bad for our juvenile egos. Tme, it does help feed

the plastic surgeons among us, and if this were

all the sun did, as it used to be, perhaps we could

live with it. But now we can die with it.

Nothing in the practice of pathology has been

more startling than the sharp rise in the incidence

of malignant melanoma. When I was a house

officer we would see a couple of cases a year of

the nodular sort. Nobody ever heard of the super-

ficial spreading melanomas. There were simply

melanomas, and mighty few of those. Now there

is seldom a week without one or two. Whereas
books had at the most a short chapter on the

whole topic, now there are half-day courses on
their diagnosis and week-long seminars on then-

management. It is big business, but it is run in a

minefield.

Epidemiologic studies are now sufficient to

prove the superficial spreading and lentigo ma-

ligna types, by far the most common, to be re-

lated to sun exposure, even though this is not the

whole answer. Fortunately, we now have chemical

sunscreens almost as effective as Hepburn’s togs,

and they are much more convenient.

As summer comes on, remember to caution

your patients to take their sun with that ounce of

prevention. And don’t forget your own skin is as

vulnerable as theirs.

J.B.T.

Just for a Moment
Don’t let it be forgot

That once there was a spot

For one brief shining moment . . .

Alan Jay ILemer—Camelot

The human mind is so constituted that there is

nothing harder for it to cope with than some-

thing without bounds. When a ball goes “out of

bounds” it is still somewhere. Out past the most

distant star we can see, there are still others we

cannot. But then what? On the other side of the

coin, cell biology grows more complex with every

new discovery. We find each cell a universe unto

itself, with submicroscopic structures going all

the way back to the atoms which make them up,

each one of those in its turn a miniature solar

system. And then, what about the particles, if

any, that make up the nucleus of the atom? We
say the parts of the atom, the protons, neutrons,

and electrons, are the ultimate, but how do we

know? What lies out beyond the farthest star?

What was out there before there was anything

—

before time began? And what will there be after

none of it remains? We call that infinity, its sign

a figure 8 lying on its side. It is useful to mathe-

maticians, but otherwise has no real meaning.

It turns out all those things we are so familiar

with, our own bodies included, are, just like the

universe itself, mostly empty space—a bunch of

tiny particles held apart— far apart—^by opposite

electric charges. Properly phased, you could put

a lot of different structures in the same place

without their touching. But I digress!

The human body is a marvelously complex

organism; not only that, but each of its biUions

of individual cells is in itself a complex organism

—all of them interdependent. They can perform

only in a carefully controlled environment of just

the proper pH, temperature, oxygen saturation,

and the like. A myriad of elegant homeostatic
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mechanisms serve to maintain just the proper bal-

ance, one of the most critical functions being

temperature control, as the body temperature

must stay within a narrow range of 5 or 6 degrees

Celsius. Above that, your proteins coagulate. Be-

low it, they jell. Even within that range, only at

precisely 37.5°C do things really work properly.

Rumor has it that before the universe was

here, “something”—whatever it was that was

here instead—blew up, scattering debris all over

space—or that part of space now occupied by the

universe. It was mostly hot, radioactive gas which

by nuclear fusion condensed to form stars which

in turn exploded to throw off solid particles

—

they say. (If this is only an approximation of the

hypotheses, so are those hypotheses only approxi-

mations, if that, of reality.) Around 4.5 billion

years ago our sun exploded and threw one little

ball just far enough for it to cool down just the

right amount, and with just the right amount of

help from the sun, a function of distance and

time (night and day), to maintain a temperature

range of less than a hundred degrees Celsius at

just the right point between absolute zero, where
all molecular activity stops, and the millions of

degrees of the sun. Just the right temperature,

that is, to permit our homeostatic mechanisms
to keep us alive. Things were just right, but for

only a few seconds on the clock of the universe.

Our sun, a minor star in the Milky Way,
started dying when it exploded—or perhaps it

started dying by exploding—but either way it is

cooling down. Ultimately—millions of years

hence—barring unforeseen events it will be re-

duced to a cold cinder, in which case earth will,

too; the alternative is that the sun will form a

nova and go up in a blaze of glory, taking its

solar system with it. Not to worry! It will be of

no moment. And in any case, we may ourselves

make a cinder of it long before its time.

Isn’t it uncanny—the timing, the precision, the

intricacy? Isn’t it incredible that some say it was
all an accident?

Isn’t it remarkable that anything at all should

exist, instead of nothing?

J.B.T.

The Ostrich in the Sandpile

It has been clearly stated, even if not clearly

followed, that there are no national “teams” in

the Olympics—only athletes. The Olympic games
were conceived as a means of fostering interna-

tional understanding through sports, and as far
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as the individual athletes are concerned, they

have been rather successful at it. I was as happy

to see Ingmar Stenmark and Anne Moser-Proell,

tops in the slalom but never Olympic gold medal

winners, get their recognition as I would have

been if they had been our own. Although the

Soviet team entered the arena to silence on

opening day, the crowd, even though disappointed

over the loss of Tai Babilonia and Randy Gard-

ner, acknowledged the superb skating of the

Russian pair, Irena Rodnina and Alexander

Zaitchev, with uproarious applause. Neverthe-

less, one has to be naive in the extreme to be-

lieve being the home team counts for nothing.

That extra push from the crowd was a big factor

in our young hockey team’s success. It is there-

fore impossible to remove politics from inter-

national competition, as in any contest there is

always “them and us.” For Nashvillians it is

Tracey Caulkins against the world, because she

is “ours.” The chant in Lake Placid of “U-S-A,

U-S-A, U-S-A!” when our hockev team won
should have been clearly audible all the way to

Canada, or at least to the IOC. That’s in the first

place.

In the second place, the notion that nations

do not field teams is pure fiction. As he waited

for a nonexistent bus to take him to an event, one

observer commented that the only amateurs at

the games were the people running it. For years

our athletes have been competing at a severe dis-

advantage against teams from the communist

bloc, where the athletes receive total support

from and special treatment by their governments.

Various nongovernmental subsidies in this coun-

try have presently partially closed the gap, but

the phenomenon exemplified by what has been

referred to as our group of “pond-hockey players”

still exists in the free world.

It is unfortunate that our athletes have been

trapped in a power move not of their making,

and over which they exercise little or no control.

Many of them are confused over the issues, as

they can see no sense in it. Although it probably

would be of little comfort to them, they need to

know that, to use a well-worn comment, things

are tough all over. Doctors were drafted spe-

cifically as a group into the armed services, and

in the early ’70s wage-price controls were lifted

from us a year later than they were from every-

one else. It is a hard thing for all of us to learn

that that is just the way things work in the real

world.

The mistake was made, as Alexander
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Solzhenitsyn or Alexander Sakharov could have

told you—did tell you—in assigning the Olympic

games in the first place to a nation which has no

regard for human rights, or for the individual at

all, Soviet aggression, with docile concurrence by

the West, is consistent with long-established cus-

tom. Only President Carter’s reaction is out of

character. The free world will be disgraced be-

yond repair if it fails to support him in this

gesture—it is only a gesture, even though a

necessary one—this belated gesture of defiance

toward a system the stated purpose of which is

to overrun the world.

Our athletes have been largely sheltered from
the workings of the world around them, as for

the most part they live and work in a vacuum.
Concentration on their sport almost requires it.

They remind me of those of our colleagues who
disclaim interest in politics and refuse to join

organized medicine because all they want to do
is “practice medicine (or their sport) and be left

alone.” Unfortunately, in the real world this is no
longer possible, if indeed it ever was. Like the

ostrich, their backside is exposed.

The Soviet Union is simply being true to its

goals and following its stated policy. We need to

do the same.

J.B.T.

Troy Bagwell, age 77. Died March 11, 1980. Gradu-
ate of University of Tennessee School of Medicine.
Member of Knoxville Academy of Medicine.

Kenneth Payne Brown, age 71. Died March 10,
1980. Graduate of University of Tennessee School
of Medicine. Member of Marshall County Medical
Society.

James Andrew Clark, Jr., age 68. Died March 10,
1980. Graduate of University of Tennessee School
of Medicine. Member of Memphis-Shelby County
Medical Society.

ncul membef/

The Journal takes this opportunity to welcome these
new members to the Tennessee Medical Association.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Paul A. Broadstone, M.D., Chattanooga
G. Michael Schmits, M.D., Chattanooga
Luther F. Young, M.D., Hixson

COCKE COUNTY MEDICAL SOCIETY
Boonlua Lucktong, M.D., Newport

CONSOLIDATED MEDICAL ASSEMBLY OF
WEST TENNESSEE
Christopher J. Grainger, M.D., Jackson

LAWRENCE COUNTY MEDICAL SOCIETY
Ronald E. Buckalew, M.D., Lawrenceburg
James D. Rucker, M.D., Lawrenceburg

NASHVILLE ACADEMY OF MEDICINE
Robert T. Dodd, M.D., Nashville

Andrew S. Edgar, Sr., M.D., Nashville

Lawrence D. Lubow, M.D., Nashville

Alejandro A. Rivas, M.D., Old Hickory

SEVIER COUNTY MEDICAL SOCIETY
Samuel W. McGaha, M.D., Sevierville

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
David W. Jones, M.D., Johnson City

pcf/oncil new/

At the TMA 145th Annual Meeting . . .

Mr. Jay Gump, Johnson City, president of Gump
Finance Corporation and board chairman of Smith-

Higgins Company, was presented with the TMA
Community Service Award at the TMA’s Annual
Meeting in Nashville. Mr. Gump was recognized for

the extensive work he has done for charitable or-

ganizations in the area, and for being instrumental

in the development of the Dawn of Hope Develop-

ment Center for retarded children and adults.

Robert Smith Sanders, M.D., director of the Ruther-

ford Countv Health Department, was presented with

the TMA Distinguished Service Award at the TMA’s
Annual Meeting in Nashville. Dr. Sanders was recog-

nized for pioneering efforts to enact a child passenger

restraint law in Tennessee, the first state in the

nation to pass such a law. He is currently president-

elect of the Tennessee Pediatric Society.

Hal Henard, M.D., Greeneville, was elected the 1980
TMA Outstanding Physician of the Year by the

TMA House of Delegates in its opening session at

the Opryland Hotel. Dr. Henard, 71, a native of

Greene County, was chosen for the prestigious award
in recognition of his many civic and professional

contributions over the years.

John J. KVleffer, M.D., Chattanooga, was the lucky

winner of the exhibit attendance prize (a 19-inch

color television set) at the TMA Annual Meeting.

To become eligible for the prize drawing, a TMA
member must visit the majority of the exhibits.

George A. Zirkle, Jr., M.D., Knoxville, was installed
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as President of the Tennessee Medical Association
during the Annual Meeting. Allen S. Edmonson,
M.D., Memphis, was elected president-elect. Elected
to serve three-year terms on the TMA Board of
Trustees were James T. Galyon, M.D., Memphis;
John L. Sawyers, M.D., Nashville; James R. Royal,
M.D., Chattanooga; and George H. Wood, M.D.,
Knoxville. Elected as speaker of the House of Dele-
gates was Charles E. Allen, M.D., Johnson City; and
elected as vice speaker was Malcolm R. Lewis, M.D.,
Nashville. Elected to serve the Association as re-

gional vice presidents were Jack E. Butterworth,
M.D., Bristol-East Tennessee; B. J. Smith, M.D.,
Dickson-Middle Tennessee; and J. Howard Ragsdale,
M.D., Union City-West Tennessee. Elected to serve
the Association as regional councilors were Nat E.
Hyder, M.D., Johnson City-First District; William
C. Patton, M.D., Chattanooga-Third District; Wil-
liam M. Young, M.D., Fayetteville-Fifth District;

Kenneth J. Phelps, Sr., M.D., Lewisburg-Seventh
District; and Hobart H. Beale, M.D., Martin-Ninth
District. Elected as delegates from Tennessee to the
American Medical Association House of Delegates
for two-year terms beginning Jan. 1, 1981, were
David H. Turner, M.D., Chattanooga; and Thomas
K. Ballard, M.D., Jackson; elected to serve as alter-

nate delegates to the AMA for two-year terms begin-
ning Jan. 1, 1981, were William O. Miller, M.D.,
Knoxville; and E. Kent Carter, M.D., Kingsport.

iMilioiKil neui/

From the AMA’s Office in Washington, D.C.

Long Presses for NHI Vote

The Senate Finance Committee continues to forge
ahead with its consideration of a catastrophic na-
tional health insurance proposal with Chairman Rus-
sell Long (D-La.) determined to secure a favorable
vote.

However, the shadow of the budget-balancing im-
perative has made committee members cautious
about actions that would increase federal spending
next year. As a consequence, committee approval
of an NHI bill, while a giant step forward, would
leave NHI still a long way from adoption by
Congress, the formidable hurdles of Senate approval
and action by the so-far disinterested House standing
in the way.

A majority of witnesses appearing before the
Senate Finance Subcommittee on Health has en-
dorsed the spurring of competition in the health care
field, but most expressed some reservations about the
so-called pro-competition measure before the panel.

Lowell Steen, M.D., Board chairman of the
American Medical Association, said the AMA sup-

ports the principle of increased competition through
multiple insurance options for employees. However,
Dr. Steen cautioned that “any legislation embodying
such principles must also carry sufficient safeguards

to protect the purchaser . . . also we must never let

quality be sacrified to cost considerations.”

The pro-competition proposals bring new con-

siderations to the debate over national health in-

surance, Dr. Steen noted. “The goal of this legisla-

tion is to lower national expenditure for health care

by assuring options of coverage to employees under
employer health plans. . .

.” The current tax deduc-

tion for premium purchase and for individual medi-
cal expense cost would be sharply curtailed under
these proposals in an effort to force employers and
individuals to seek lower cost plans, including health

maintenance organizations.

Dr. Steen said the vast majority is protected by
health insurance, but there are some who through no
fault of their own cannot obtain the coverage they

need. “These new proposals (pro-competition) are

not designed to deal with this problem, and in some
ways . . . may even exacerbate it,” he told the sub-

committee.

The present tax relief for employee health in-

surance benefits has been spectacularly successful in

encouraging health insurance, he noted.

He said changes that should be made in the private

insurance system that would go a long way to close

the gaps in coverage include minimum standards of

adequate benefits, with appropriate deductible and
coinsurance; a simple system of uniform benefits by
federal, state and local governments for those un-

able to provide for their own medical care; and the

purchase of private catastrophic coverage.

“A nationwide program could be instituted by the

private industry (and government if necessary for

reinsurance) to make available catastrophic cover-

age to protect against the impact of a costly illness

that could be economically devastating. We call

upon the committee to consider these points when
reviewing any health insurance proposal.”

Referring to the bill before the subcommittee

sponsored by Sen. Dave Durenberger (R-Minn.),

Dr. Steen said the bill contains no mandate that the

employer provide any insurance and that employee

participation in any plan would be voluntary.

“The AMA supports competition in the delivery

of medical services,” said Dr. Steen. “Competition

at its best can raise the quality of care and reduce

the costs of providing that care. Such competition

is promoted in the Durenberger bill by the require-

ment for multi-plan options, but there are also

limiting conditions. . .
.”

One problem is that current law already requires

the option of comprehensive benefits provided by an
HMO. Since there would be no corresponding broad
coverage requirement for conventional insurance in

the bill, competition could suffer, according to Dr.

Steen.

Dr. Steen pointed out that the concept of in-

creased competition through limitation on the tax

exclusion by employees with respect to employer-
paid premium and a system of cash rebates for

low-cost plan selection was contained in a recom-
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mendation of the National Commission on the Cost

of Medical Care—a recommendation that has re-

ceived AMA approval.

“However, we have reservations about a program

that might encourage the individual to acquire less

coverage than is desirable,” said Dr. Steen.

AMA Seeks Fed Support for Med Ed

Government support for medical education is

needed to bridge the gap between the limits of

private resources and the costs of medical educa-

tion, the AMA has told Congress.

Noting that legislation has been introduced to

eliminate capitation grants for medical schools, the

AMA said such aid “has been a valuable investment

of public funds to improve the quality and avail-

ability of medical education.” Medical schools use

these funds according to their specific needs and the

needs of their communities, the AMA noted.

C. William Ruhe, M.D., senior vice-president of

the AMA, testifying on the opening health man-
power hearings of Congress before the Senate

Human Resources Health Subcommittee, said that

loss of general institutional support would cause

schools to seek other sources of funds, possibly

through tuition increases, and harm the quality and

availability of medical education.

In addition to general support, special project

grants serve to influence directions in medical edu-

cation, Dr. Ruhe said. “With special project grants

each institution may judge whether it can and

should participate, based on factors such as curricu-

lum strengthening, community needs, as well as

other factors,” he said.

The AMA official endorsed a system of govern-

ment guaranteed loans, along with interest subsi-

dies, as the most effective means of generating funds

for modernization of schools from private money
markets.

The AMA also supported special assistance for

schools with financial problems that threaten the

quality of their programs and their continued opera-

tion. “Such assistance, however, should not become
a permanent crutch for faltering schools,” Dr. Ruhe
said. “Rather, it should be geared to overcoming
immediate financial hurdles and lead to financial

stability.”

On the question of student aid, “We are deeply

concerned by the financial pressures placed on stu-

dents, and we firmly believe that access to medical

education must not be allowed to become limited on
the basis of income,” Dr. Ruhe testified.

He noted that the AMA, through its foundation,

operates its own loan guarantee program for medi-

cal students and resident physicians. Since the in-

ception of this program in 1962, more than S95
million in loans have been guaranteed.

“Our resources, however, are not sufficient to

meet an ever-growing demand in the face of rising

tuition costs,” Dr. Ruhe . said. “It is essential that

government at all levels take steps to assure students

continued ae'cess to adequate resources.

Student assistance must be of the highest priority

MAY,T9^ " -
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for government action . . . effective mechanism for
government participation is a program of guaran-
teed loans,” Dr. Ruhe said. Such a guarantee serves

to minimize the strain on government resources and
also enhances the ability of students and newly
licensed physicians “to make intelligent career
choices according to their interests and capabilities,”

the AMA official said.

Dr. Ruhe said the AMA also supports other aid.

For example, contractual service arrangements (be-
tween students and resident physicians and organi-
zations such as the armed forces or other govern-
mental services) are one option. Scholarships for
exceptional students should be encouraged. And,
financial grants-in-aid, without obligations for re-

payment, should be available for economically dis-

advantaged students. “We encourage both the states

and the federal government to make these kinds of
options available so that students can make choices
according to their needs and abilities,” Dr. Ruhe
said.

New physicians should be free to choose to repay
a government loan directly, or to participate in a
program of service in some needed area in lieu of
payment, Dr. Ruhe testified.

The AMA supported the continuation of the
National Health Service Corps “as a beneficial

method of providing medical services in under-
served areas.”

The AMA also endorsed continued federal assis-

tance to programs of basic nurse trainin g, adding that
federal assistance should be provided to the training
institution as well as to the student.

Carter Vetoes Military Incentive Pay
President Carter has vetoed legislation increasing

the pay and benefits of military physicians and other
health professionals.

In a message to Congress, Carter said he wanted
to reiterate his “commitment to alleviate the short-

age of physicians in the armed forces” and urged
the lawmakers to tailor the legislation “in a fiscally

responsible manner.”
He said expansion of the law covering military

physicians’ pay would increase federal spending by
some $170 million for the years through 1985.
Under the bill, which had been approved only a

week before by Congress, a military physician could
have earned as much as $71,000 a year.

The pay system in the bill authorized bonuses for
physicians who became Board certified, in medical
specialties. This was singled but for criticism by
President Carter.

Other reasons for the Carter veto: the bill should
not have included Public Health Service Commis-
sioned Corps and should not have covered non-
physicians.

Sen. Hart (D-Colb.) has introduced legislation

aimed at meeting President Carter’s objections to
the military physician pay bonus biU.

Similar legislation is being offered in the House.
Hart, a member of the Senate Armed Services Com-
mittee, said quick action is needed in order to pre-
serve the military' medical corps.
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Carter Continues Cost Cap Push

The AMA and other partners in the Voluntary

Effort to contain health care costs have warned

President Carter against pushing his long-stalled hos-

pital cost containment bill.

James Sammons, M.D., executive vice president

of the AMA, told reporters following the White

House meeting that he finds it “very hard to under-

stand” why Carter opposes mandatory wage-price

controls but favors hospital cost constraints.

“In 1978 and 1979 doctors’ fees have increased at

a lower rate than the Consumer Price Index,” Sam-

mons said. “That says to us we’re doing it volun-

tarily.”
. , , , .

However, the White House rejected the advice.

“We will continue to press for hospital cost con-

tainment,” said White House Press Secretary Jody

Powell. “If you just look at health costs over the

past several months, that is an important area to

which inflation has spread.”

The cost containment bill was watered down into

a voluntary program in the House last year and

never made it to the Senate floor.

possibly defective drugs) and they have not an-

swered me.”

The HEW Secretary said she is assigning a per-

sonal staff member to speed things up at the FDA.

House Moves to Plug Med Info Leak

The House Government Operations Committee
has approved the Federal Privacy of Medical Infor-

mation Act, restricting the release of medical in-

formation and allowing patients to examine their

own records in institutions. The committee vote was
26-7.

Six dissenting Republicans said that health care

ought to be regulated by the states. They questioned

whether there were sufficient abuses that made the

legislation necessary. A vote is expected this spring

by the House. Similar legislation is before the Gov-
ernmental Affairs Committee in the Senate.

Under the bill, patients in a federally supported
institution or facility would have the right to inspect

records about themselves and seek corrections, if

necessary. Penalties are provided for improper re-

lease of patient information. The bill does not cover
the offices of individual physicians.

FTC Vendetta Against

Physicians Continues

Undaunted by hostile congressional actions.

Federal Trade Commission Chairman Michael Pert-

schuk says he plans to continue investigations of

physician activities.

He has told a House Appropriations Subcommit-

tee the FTC will focus on “concerted actions” by

health providers who “may seek to obstruct cost

containment programs.” He mentioned possible boy-

cotts of health maintenance organizations, and possi-

ble “price fixing conspiracies and boycotts designed

to thwart insurers’ cost containment programs.”

Pertschuk also said the FTC will continue to keep

its eye on the relationships between physician groups

and Blue Shield.

The Senate failed by only a few votes recently to

exempt physicians from FTC jurisdiction. Congress

has been holding up FTC appropriations and the

agency faces the need for long-term funding in

order to keep operating.

Harris Hits FDA Foot-Dragging

HEW Secretary Patricia Harris is upset at the

length of time it takes the Food and Drug Admin-

istration to process final drug determination. She

told a House Commerce Subcommittee that “nothing

has frustrated me as much in the past seven months

as trying to get a handle on the time-frame at

FDA.”
“It’s clear I’m going to have to take over some of

the administration myself,” Harris added. “I asked

FDA why it has taken five years (to finalize regula-

tions denying reimbursement for ineffective and

HEW Becomes HHS
The Health, Education and Welfare Department,

abbreviated as HEW all these years, adopts a new
name officially on May 7—the Department of

Health and Human Services (HHS). That’s the date

the new Department of Education is launched, strip-

ping the “E” out of the HEW. The HHS acrcmym
unfortunately looks a lot like the other acronyms
that abound at the HEW Department, especially the

HSA of the Health Services Administration. HEW
was almost christened the Welfare Department at its

inception in the early 1950s, but the late Sen.

Robert Taft (R-Ohio) balked at the implication of

a welfare state.

onnouncemenl/

CALENDAR OF MEETINGS

NATIONAL

June 15-17

June 18-21

July 20-25

July 31-

Aug. 3

American Diabetes Association—Shera-

ton Washington, Washington, D.C.
International Symposium on Plastic and
Reconstructive Surgery—^Waldorf-As-

toria, New York
Flying Physicians Association—Double
Tree Inn, Monterey, Calif.

International Doctors in Alcoholics

Anonymous—Hyatt Regency, Wash-
ington, D.C.

STATE

June 11-12 Upper Cumberland Medical Society

—

Hotel Donoho, Red Boiling Springs
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New Drug Treatment Aids

Detoxification of Addicts

Clonidine hydrochloride (Catapress), widely used
in treatment of high blood pressure, provides safe,

effective and rapid withdrawal from opiates by ad-

dicts without need for the tedious intermediate step

of methadone administration.

Clonidine produced a rapid and substantial de-

crease in opiate withdrawal signs and symptoms in

ten patients after abrupt discontinuation of chronic

methadone maintenance.

It is widely available to street addicts through a

black market where it sells for $1 a tablet. Addicts

use it in attempts to dextoxify themselves, or to hold
themselves stable during a period of opiate scarcity.

Self-detoxification is rarely successful and is danger-

ous, as the addict is unable to determine the proper
dosage.

The use of clonidine might be superior to the

usual treatment of opiate withdrawal, which is re-

placement with methadone followed by a period of

maintenance for psychosocial rehabilitation and de-

toxification or gradual withdrawal. Detoxification

from methadone is a slow and difficult process and
patients often drop out and return to hard drugs.

Clonidine administration for 14 days in the ten hard-

core addicts enabled all patients to be successfully

detoxified.

Death of Thousands Predicted

From Asbestos Exposure

During the next 40 years, an average of 20,000
deaths per year will result from asbestos exposure.

In the period between World War II (when asbestos

use first became widespread) and the end of this

century, well over half a million Americans will have
died of asbestos-related diseases. Aside from “meager
attempts to regulate new asbestos use and to monitor
occupational exposure, virtually nothing is being
done to remedy the public health failure and turn

back the legacy of death from asbestos.”

Some 700,000 tons of asbestos are still being used
annually in the United States to make products such
as cement pipe, brake linings, asbestos paper prod-

ucts, and textiles. Virtually no precautions other

than a maximum exposure standard for workers that

some consider unacceptably high are being taken to

prevent asbestos-related diseases, which include as-

bestosis, mesothelioma (a form of cancer), cancer

of the lung, and some cancers of the esophagus.

stomach or colon-rectum. A long period of develop-

ment (25 to 30 years in most cases), difficulty in

diagnosis, and the lack of any widely applied long-

term surveillance mechanism all spell a grim out-

come for the asbestos-exposed population.

The epidemic of asbestos-related disease is a pub-

lic health failure rather than a failure of the medical

profession. The substance is in buildings, schools,

homes and cars, and we have made an unconscious

decision to accept some level of mortality as the

price we must pay for its usefulness.

There is no “safe” level of exposure to asbestos,

says the Environmental Protection Agency (EPA),
which is contemplating placing a ban on the com-
mercial use of asbestos. There are now a number of

substitutes for the substance although the asbestos

industry claims that few are as good.

Medication Found Effective

In Traveler's Diarrhea

Seventy-five students received subsalicylate bis-

muth four times daily, the other 75 received placebos.

Diarrhea developed in 14 of the students receiving

the drug, but 40 of the students taking the placebo

became ill.

The protective effect was apparent within a day

or two of the beginning of the study. The treated

students experienced fewer intestinal complaints and

were less likely to pass soft or watery stools.

One problem would be a supply of the drug. Ap-
proximately half a pint daily was used in the Mexi-

can experiment. This would require that the traveler

on a three-week trip to Mexico carry 21 bottles of

the drug.

Coronary Bypass Surgery

Permits Men to Stay at Work

Is the coronary bypass operation to relieve sharp

chest pains worthwhile from the economic view-

point? Do those undergoing the operation go back

to work? A Milwaukee research unit reports that the

operation does indeed permit men to continue to

earn a living, if it is performed in their younger

years.

Ninety percent of men under age 55 at the time

of surgery were employed four years later. The per-

centage drops as age advances, and of those 55 to 59

at time of surgery, 68% were working four years

later. Of those 60 and over, 44% were still at work
after four years.

Factors in decisions to return to work were physi-

cal requirements of the job, return of the chest pains

after the operation, a previous heart attack, and age

at time of the operation. Of the patients who had
not been working before the operation, only 22%
were employed four years later.

The study involved 564 male patients who had the

operation in two Milwaukee area hospitals over a

five-year period.
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SURGERY DIRECTOR NEEDED

Opening for Director of Residency Training Pro-

gram in Surgery with Pensacola Educational

Program, Pensacola, Florida, for Board Certified

physician. Total program of 50 residents in six

different residencies associated with four dif-

ferent hospitals in community-based educational

program. Salary competitive with excellent

fringe benefits of paid vacation, liability insur-

ance, health and disability insurance, and paid

educational and professional trips. Program

affiliation with several large medical schools.

Gulf Coast living at its best, and health care in

immediate area of over Vi million. Must fill

position by July 1, 1980.

If interested in teaching and patient care, call

collect: Dr. R. D. Nauman, Director of Medical

Education, 904/477-4956, or send curriculum

vitae to Director of Medical Education, Pensa-

cola Educational Program, 5149 North Ninth

Avenue, Suite 307, Pensacola, Florida 32504.

We Have Cash For

HEALTH
PROFESSIONALS
We have unlimited funds available for you for:

Taxes . . . Tuition . . . Debt Consolidation . . . Invest-

ments ... or for any reason that you may need ad-

ditional capital. Best of all, in most cases under
our new SALE/LEASEBACK PROGRAM ... ALL
PAYMENTS ARE. 100% TAX DEDUCTIBLE ... and
$10,000 to $100,000 is available.

You will find our terms to be the most attractive

available anywhere in the country. We will buy
your used equipment at today’s replacement value

and lease it back to you. You may have paid

$20,000 for your equipment 10 years ago. We will

buy it for as much as $40,000 todays

Our FREE Confidential Computerized Tax

Analysis will show you how our sale/leaseback
program can beat the cost of the average bank
loan by $5,000 or more!

Phone or Write today for complete details on
this plus our other financial services which in-

clude Signature Loans, Accounts Receivable
Financing and New Equipment Leasing.

C. E. LITTLE

602 Arrington Ave.

Memphis, Tenn. 38107
Phone 901/526-5144 (3 to 5 p.m.)

GENERAL SURGEON
NEEDED

Excellent Opportunity

NEW 50-bed hospital (expandable to 150

beds).

NEW Physician clinic underway.

NINE Active General Practitioners (which in-

cludes three recent additions to com-

munity).

NO FULL-TIME SURGEON AVAILABLE.

Excellent outdoor recreational areas, public and

private schools with higher educational

opportunities within easy commuting
distance.

Recruitment efforts are also underway for an

Internist.

Contact:

Albert Baltz, M.D. 1-501-892-4467

Danny Holt, M.D. 1-501-892-4467

Hal Barre, M.D. 1-501-892-3371

or

Jerry D. Mabry, Administrator

Randolph County Hospital

1405 Hospital Drive

Pocahontas, AR 72455
1-501-892-4511

EMERGENCY MEDICINE
OPPORTUNITIES AVAILABLE

IN TENNESSEE
Director, Emergency Department, 487-bed teach-

ing hospital. Must be eligible for academic ap-

pointment. Will coordinate administrative and

clinical aspects of the department. Excellent

compensation with production bonus; paid pro-

fessional liability insurance. For further details,

send credentials in confidence to Mr. Joe Wod-

dail, 970 Executive Parkway, St. Louis, MO
63141, or call toll-free, 1-800-325-3982.

PEDIATRIC EMERGENCY
SPECIALISTS NEEDED

Board eligible or certified pediatricians sought

to assume emergency department and in-service

positions in this modern children’s hospital lo-

cated in East Tennessee. The community of

175,000 is the home of the 16th largest uni-

versity, boasting numerous cultural and sports

activities and provides outdoor recreation in

your own backyard. Excellent compensation

plus paid professional liability insurance. For de-

tails, send credentials in confidence to Mr. Joe

Woddail, 970 Executive Parkway, St. Louis, MO
63141, or call toll-free 1-800-325-3982.
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Abstract of the Proceedings of the House of Delegates

Of the Tennessee Medical Association

Nashville, Tennessee—April 9-12, 1980

Call to Order

The 145th Annual Meeting of the Tennessee

Medical Association was conducted in Nashville,

Tennessee, April 9-12, 1980, with headquarters

in the Opryland Hotel. The House of Delegates

met initially at 3:00 pm, April 9, 1980, with

Allen S. Edmonson, M.D., Memphis, presiding

as speaker of the House and Charles E. Allen,

M.D., Johnson City, as vice speaker.

Invocation

At the opening session, J. Kelley Avery, M.D.,

Union City, gave the invocation: “Let us pray.

Almighty God, our Father, we thank you for the

beauty that surrounds us in this place. We praise

your name for the opportunities that we have here

today to celebrate 150 years of activities on be-

half of men and women you have called to be a

part of your healing ministry. We praise you for

this House of Delegates, for this Tennessee Medi-

cal Association, and for the opportunities we
have this day to take unto ourselves issues that

are important to our colleagues. Quicken our

minds, strengthen our hearts, and sensitize our

spirits to your magnificent presence among us as

we go about our tasks. In Christ’s name we pray.

Amen.”

Report of the Committee on Credentials

Dillard M. Sholes, M.D., Johnson City, Com-
mittee on Credentials, reported that there was a

quorum present. The speaker declared the House
was in session.

1979 Minutes Approved
The speaker announced that an abstract of the

minutes of the last regular session of the House of

Delegates was reproduced in the June, 1979 issue

of the Journal of the Tennessee Medical Associa-

tion. It was moved and seconded that the ab-

stracted minutes of the 1979 session of the House
of Delegates be approved as pubhshed in the

June, 1979 issue of the Journal. The motion was
adopted.

Reference Committees

The speaker announced the personnel of the

reference committees to consider reports, resolu-

tions, amendments, and all matters requiring

action by the House of Delegates.

REFERENCE COMMITTEE ON
CREDENTIALS

Kent Kyger, M.D., Nashville, Chairman
F. Hammond Cole, Jr., M.D., Memphis
Dillard M. Sholes, M.D., Johnson City

REFERENCE COMMITTEE ON
AMENDMENTS TO THE CONSTITUTION
AND BY-LAWS

John H. Burkhart, M.D., Knoxville, Chairman
Charles B. Thorne, M.D., Nashville

James T. Galyon, M.D., Memphis

REFERENCE COMMITTEE A
Joseph L. Willoughby, M.D., Franklin, Chairman
Paul H. Williams, M.D., Memphis
George H. Wood, M.D., Knoxville

REFERENCE COMMITTEE B
William C. Patton, M.D., Chattanooga, Chairman
James W. Pate, M.D., Memphis
Robert W. Ikard, M.D., Nashville
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REFERENCE COMMITTEE C

Jack E. Butterworth, M.D., Bristol, Chairman

Warren A. Alexander, M.D., Covington

Charles E. Jordan, M.D., Cookeville

REFERENCE COMMITTEE D
Earle L. Wrenn, M.D., Memphis, Chairman

Joe W. Black, M.D., Knoxville

Virgil H. Crowder, Jr., M.D., Lawrenceburg

REFERENCE COMMITTEE ON OUTSTAND-
ING PHYSICIAN OF THE YEAR AWARD
C. Gordon Peerman, Jr., M.D., Nashville,

Chairman

David H. Turner, M.D., Chattanooga

John B. Dorian, M.D., Memphis

Nominating Committee

As required in the By-Laws, the Board of

Trustees, in its January meeting, appointed a

Nominating Committee with representatives from

each of the three grand divisions of the state. The

speaker announced the personnel of the commit-

tee.

MIDDLE TENNESSEE

Clarence R. Sanders, M.D., Gallatin

Malcolm R. Lewis, M.D., Nashville

James C. Bradshaw, Jr., M.D., Lebanon

EAST TENNESSEE

E. Kent Carter, M.D., Kingsport

John H. Burkhart, M.D., Knoxville

David H. Turner, M.D., Chattanooga

WEST TENNESSEE

John B. Dorian, M.D., Memphis
Arden J. Butler, Jr., M.D., Ripley

Thomas K. Ballard, M.D., Jackson

ELECTION BY
HOUSE OF DELEGATES

APRIL 12, 1980

The report of the Nominating Committee was

presented in the second session of the House of

Delegates on Saturday, April 12, 1980. Nominees

submitted by the committee were voted upon indi-

vidually, and in each instance, the speaker called

for additional nominations from the floor. The
following were elected:
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Newly elected President-Elect

Allen S. Edmonson, M.D., Memphis

President-Elect—Allen S. Edmonson, M.D.,

Memphis

Speaker—Charles E. Allen, M.D., Johnson City

Vice Speaker—Malcolm R. Lewis, M.D., Nash-

ville

Vice President (East Tennessee)—Jack E. Butter-

worth, M.D., Bristol

Vice President (Middle Tennessee)—B. J. Smith,

M.D., Dickson

Vice President (West Tennessee)—J. Howard
Ragsdale, M.D., Union City

AMA Delegate (East Tennessee)—David H.

Turner, M.D., Chattanooga (January 1, 1981-

December 31, 1982)

AMA Alternate Delegate (East Tennessee)—Wil-

liam O. Miller, M.D., Knoxville (January 1,

1981-December 31, 1982)

AMA Delegate (State-At-Large)—Thomas K.

Ballard, M.D., Jackson (January 1, 1981-De-

cember 31, 1982)

AMA Alternate Delegate (State-At-Large)—E.

Kent Carter, M.D., Kingsport (January 1,

1981-December 31, 1982)

TRUSTEES

West Tennessee:

James T. Galyon, M.D., Memphis (1983)
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Middle Tennessee:

John L. Sawyers, M.D., Nashville (1983)

East Tennessee:

James R. Royal, M.D., Chattanooga (1983)

George H. Wood, M.D., Knoxville (1983)

COUNCILORS

First District—^Nat E. Hyder, Jr., M.D., Johnson

City (1982)

Third District—William C. Patton, M.D., Chatta-

nooga (1982)

Fifth District—William M. Young, M.D., Fayette-

ville (1982)

Seventh District—Kenneth J. Phelps, Sr., M.D.,

Lewisburg (1982)

Ninth District—^Hobart H. Beale, M.D., Martin

(1982)

Nominees for the Public Health Council:

(Three from West Tennessee, one of whom will

subsequently be appointed by the governor.)

Daniel J. Scott, M.D., Memphis
Robert L. Harrington, M.D., Dyersburg

Bobby C. Higgs, M.D., Jackson

(Three from East Tennessee, one of whom will

subsequently be appointed by the governor.)

John B. McKinnon, M.D., Johnson City

Dee L. Metcalf, M.D., Greeneville

Harry A. Stone, M.D., Chattanooga

THE ABOVE WERE ELECTED BY THE
HOUSE OF DELEGATES

AMENDMENTS TO THE

CONSTITUTION AND BY-LAWS

The speaker reported that there were no

amendments to the Constitution lying on the table

to be considered at this session by the House.

The proposed amendments to the Consti-

tution and By-Laws are shown below, with

proposed new language shown in boldface

type and material to be deleted shown in

italics and enclosed in brackets.

AMENDMENTS TO THE CONSTITUTION
There were no amendments to the Constitution

submitted.

AMENDMENTS TO THE BY-LAWS

BA—NO. 1-80

Amend Chapter VIII of the By-Laws of the

Tennessee Medical Association by modifying Sec-

tion 8 by eliminating reference to the Liaison

Committee to the Public Health Department and

deleting Section 1 1 in its entirety.

REFERENCE COMMITTEE ON AMEND-
MENTS TO THE CONSTITUTION AND BY-
LAWS

—

recommended adoption of BA—No.

1 -80 .

ACTION: ADOPTED

BA—NO. 2-80

Amend Chapter XII, Section 3 of the By-Laws

of the Tennessee Medical Association as follows:

Sec. 3. Every reputable physician who is

legally licensed and registered in Tennessee, or

any other state of the United States, who is prac-

ticing or who will agree to practice nonsectarian

medicine, shall be eligible for membership. Each
component society shall judge the individual

qualifications of its members. Component societ-

ies may establish an aflSliate membership category

for health professionals other than physicians if

this is deemed appropriate for local purposes, but

only physicians are eligible for membership in the

Tennessee Medical Association. Only licensed

and registered physicians who are Active, Vet-

eran, or Intern or Resident members and who
are members in good standing of the Tennessee

Medical Association may be elected to office in a

component society or to represent it in the House
of Delegates of the Tennessee Medical Associa-

tion. Physician members of component societies

must also be members of the Tennessee Medical

Association. Each component society of this As-

sociation may amend its constitution and/or by-

laws to provide that the payment of dues to the

American Medical Association shall be a condi-

tion of active membership in that society. Before

a charter is issued to any component society, full

and ample notice and opportunity shall be given

to every such physician in the county to become
a member.
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REFERENCE COMMITTEE ON AMEND-
MENTS TO THE CONSTITUTION AND BY-
LAWS

—

recommended adoption of BA—No.

2-80 .

ACTION: ADOPTED

BA—NO. 3-80

Amend Chapter I of the By-Laws of the Ten-

nessee Medical Association as follows:

Sec. 2. A physician or osteopath whose name
is upon a properly certified roster of members, or

list of delegates of a chartered component society,

which has paid its annual assessment, or an in-

vited guest, is eligible to register at the annual

meeting.

Sec. 5. Any doctor of osteopathy upon recom-

mendation and acceptance for membership in a

component society shall also be eligible for mem-
bership in the Tennessee Medical Association

with the same privileges and responsibilities as

other members.

Amend Chapter XII of the By-Laws of the

Tennessee Medical Association as follows:

Sec. 3. Every reputable physician or osteopath

who is legally licensed and registered in Tennes-

see, or any other state of the United States, who
is practicing or who will agree to practice non-

sectarian medicine, shall be eligible for member-

ship. Each component society shall judge the

individual qualifications of its members. Only

licensed and registered physicians who are Active,

Veteran, or Intern or Resident members and who
are members in good standing of the Tennessee

Medical Association may be elected to office in a

component society or to represent it in the House

of Delegates of the Tennessee Medical Associa-

tion. Each component society of this Association

may amend its constitution and/or by-laws to

provide that the payment of dues to the American

Medical Association shall be a condition of active

membership in that society. Before a charter is

issued to any component society, full, and ample

notice and opportunity shall be given to every

such physician in the county to become a mem-
ber.

Sec. 5. Any physician or osteopath who may
feel aggrieved by the action of the society in his

county in refusing him membership, or in sus-

pending or expelling him, shall have the right to

appeal to the Judicial Council.

Sec. 8. A physician or osteopath may hold his

membership in that county most convenient for

him to attend, on permission of the society in

whose jurisdiction he principally practices, and

with consent of the councilor of that area.

REFERENCE COMMITTEE ON AMEND-
MENTS TO THE CONSTITUTION AND BY-
LAWS

—

recommended that more study he given

to this very complex and divisive issue by the

Board of Trustees, Judicial Council and the Com-
mittee on Constitution and By-Laws.

ACTION: NOT ADOPTED

RESOLUTIONS

The reference committees have the option of

recommending a resolution for adoption or re-

jection, for adoption as amended or substituted

for referral, or for no action. The resolutions that

follow are in the form in which they were adopted,

not adopted, or referred by the House of Dele-

gates.

RESOLUTION NO. 1-80

Resolutions

By: William O. Miller, M.D., Chairman
TMA Board of Trustees

WHEREAS, The House of Delegates adopts a

number of resolutions each year, having adopted

a total of 134 during the past ten years; and

WHEREAS, There exists no systematic method

for review or timely retirement of those resolu-

tions; and

WHEREAS, The adopted resolutions continue

to accumulate in number; and

WHEREAS, Practically all resolutions involve

matters of transient interest and importance, or

call for specific action which is accomplished

quickly, or are overtaken by other events, or

otherwise serve their purpose over a period of

time. Now therefore be it

RESOLVED, That aU resolutions adopted by

the House of Delegates, during the current and

subsequent sessions, specify a termination date;

and be it further

RESOLVED, That all resolutions, unless rein-

troduced and reaffirmed by the House of Dele-

gates, become void after that date; and be it

further
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RESOLVED, That the termination date be

specified as “after the regular Annual Meeting of

the House of Delegates in ”, a period not

to exceed seven years; and be it further

RESOLVED, That the Board of Trustees re-

view all resolutions during the year preceding

their termination and reintroduce those deemed

to have continuing and vital purpose; and be it

further

RESOLVED, That, in accordance with the

above policy, all resolutions adopted in 1974,

and prior thereto, unless reintroduced and re-

affirmed during the 1981 session, be void at the

conclusion of that meeting.

REFERENCE COMMITTEE C

—

recommended

adoption of Resolution No. 1-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 2-80

Peer Review and Mediation Guidelines

By: E. Kent Carter, M.D., Chairman
TMA Peer Review Committee and

C. Gordon Peerman, Jr., M.D., Chairman
TMA Mediation Committee

WHEREAS, Peer review and mediation have

been committee activities of the Tennessee Medi-

cal Association and county medical societies for

several years; and

WHEREAS, Third-party payors and patients

have availed themselves of the services of the

TMA and county medical societies for resolving

problems related to utilization of services and

charges for services; and

WHEREAS, Some health insurance companies

continue to initiate inflammatory statements to

pohcyholders that state in essence “that either

services rendered were inappropriate or charges

made for such services were beyond the usual

and customary range”; and

WHEREAS, When investigated the services

performed were found to be appropriate and

charges rendered for such services were not found

to be excessive for specialty and location; and

WHEREAS, Such behavior on the part of cer-

tain insurance companies has created a serious

problem between the patient and physician and

the organization that provides peer review; and

WHEREAS, The Peer Review/Mediation

Committee is also of the opinion that when the

Committee refuses to review a case, that some

mechanism should be established to give the

patient an outlet for expression of concern regard-

ing treatment rendered or fees charged. Now,

therefore be it

RESOLVED, That the TMA House of Dele-

gates direct that future requests from third-party

payors for claims review by the TMA Peer Re-

view or Mediation Committee be denied in such

cases when the carrier has made a prejudgment

of the appropriateness of services rendered or the

charges made for such services and has so in-

formed the patient (policyholder) of that deci-

sion; and be it further

RESOLVED, That the TMA component medi-

cal societies be informed of this action and rec-

ommend that the societies also adopt such a

resolution refusing to honor requests for peer

review when inflammatory statements have been

made by the third-party payor to the patient; and

be it further

RESOLVED, That the House of Delegates

adopt as policy the concept that the TMA Peer

Review/Mediation Committee be available to the

patient for mediation of a complaint regarding

treatment upon written request to the Committee

from the patient.

REFERENCE COMMITTEE C

—

recommended

combining Resolution No. 2-80 with Resolution

No. 6-80; recommended adoption of Resolution

No. 2-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 3-80

Location of TMA Annual Meeting

By: James R. Royal, M.D.

WHEREAS, The Annual Meeting of the Ten-

nessee Medical Association is becoming a more
costly meeting; and

WHEREAS, Considerable savings could be

engendered; and

WHEREAS, A central location in the state for

the convenience of TMA members at each end

of our long state is desirable; and

WHEREAS, Regularity could improve atten-

dance. Now, therefore be it

RESOLVED, That the TMA Board of Trus-

tees give careful consideration to having the TMA
Annual Meeting in Nashville in 1984, and each

subsequent year.
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REFERENCE COMMITTEE C

—

recommended

adoption of Resolution No. 3-80.

ACTION: NOT ADOPTED

RESOLUTION NO. 4-80

Unified Membership

By: James R. Royal, M.D.

WHEREAS, The medical profession is a re-

spected and honored profession; and

WHEREAS, The members of this profession

have recognized for many years that the forma-

tion of associations has benefited the profession

by helping to improve medical care through com-

munication and education of the members; and

WHEREAS, The Tennessee Medical Associa-

tion and its local constituent societies have greatly

increased their activities due to increased respon-

sibilities; and

WHEREAS, The American Medical Associa-

tion is the only national organization that has the

facilities and ability to speak for all of the medi-

cal profession on a national level; and

WHEREAS, The medical profession is being

viciously attacked more and more frequently at

the local, state, and national level by government

officials, unions, and other organizations in an

orchestrated fashion; and

WHEREAS, The medical profession must re-

main strong and independent of government con-

trol. Now, therefore be it

RESOLVED, That the physicians of Tennessee

recognize that unity increases strength, and there-

fore establish unified membership for all its mem-
bers in local societies, the Tennessee Medical

Association and American Medical Association.

REFERENCE COMMITTEE C

—

recommended

adoption of Resolution No. 3-80.

ACTION: NOT ADOPTED

RESOLUTION NO. 5-80

Two Level Nursing Concept

By: Thomas K. Ballard, M.D.
West Tennessee Consolidated Medical

Assembly

WHEREAS, Nursing education is of vital im-

portance to the medical profession; and
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WHEREAS, There is a proposal originating in

the American Nurses Association and Tennessee

Nurses Association that in Tennessee, entry into

the field of nursing be at two levels only, bacca-

laureate and associate degrees, instead of the

present four levels, baccalaureate degree, asso-

ciate degree, diploma, and the licensed practical

nursing program; and

WHEREAS, There is a distinct shortage of

nurses throughout all of the state of Tennessee,

and the two level concept would further decrease

the availability of nurses to hospitals and thereby

increase the cost of medical care. Now, therefore

be it

RESOLVED, That the Tennessee Medical As-

sociation opposes the two level concept of nurs-

ing education at this time and encourage expanded

nursing training at all four levels, baccalaureate

degree, associate degree, diploma, and the licensed

practical nursing program.

REFERENCE COMMITTEE D—recommended

adoption of Resolution No. 5-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 6-80

Patient Redress

By: C. Gordon Peerman, Jr., M.D., Chairman
TMA Mediation Committee

WHEREAS, An increasing number of requests

for claims review are being received by the Media-

tion Committee from both insurance companies

and patients; and

WHEREAS, The Committee is of the opinion

that in some cases where an insurance company

has made inflammatory statements concerning

fees charged or treatment rendered, the Commit-

tee may refuse to review or hear such a request;

and

WHEREAS, This Committee is also of the

opinion that in cases where the Committee does

refuse to review a case that some mechanism

should be established giving the patient an outlet

for expressions of concern regarding treatment

rendered or fees charged. Now, therefore be it

RESOLVED, That the TMA House of Dele-

gates adopt as policy the concept that in such

cases the TMA Mediation Committee be availa-

ble to the patient for mediation of a complaint

regarding treatment upon written request to the

Committee from the patient.

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



REFERENCE COMMITTEE C

—

recommended

combining Resolution No. 6-80 with Resolution

No. 2-80.

ACTION: NOT ADOPTED (Was combined with

Resolution No. 2-80, which was adopted as

amended.)

RESOLUTION NO. 7-80

Future of Emergency Medical Services in

Tennessee

By: Daniel J. Scott, Jr., M.D.

TMA Committee on Emergency Medical

Services

WHEREAS, The Tennessee Medical Associa-

tion was instrumental in reviewing and drafting

legislation establishing the Emergency Medical

Services Program in Tennessee; and

WHEREAS, The Committee on Emergency

Medical Services has maintained a close working

relationship with the director and staff of the

Department of Emergency Medical Services since

its inception; and

WHEREAS, The TMA is concerned about

widely circulated rumors that plans are being

developed to drastically de-emphasize the EMS
Program in Tennessee; and

WHEREAS, It is the opinion of this House of

Delegates that any de-emphasis placed on this

program will seriously deprive the citizenry of

Tennessee of such services that many have come

to view as important as police and fire protection.

Now, therefore be it

RESOLVED, That the TMA House of Dele-

gates go on record vigorously opposing any down-

grading or de-emphasizing of the Emergency

Medical Services Program; and be it further

RESOLVED, That the commissioner of public

health be called upon to assure this House of

Delegates that every effort will be advanced to

keep the program on a first-rate basis which has

characterized its existence to date; and be it fur-

ther

RESOLVED, That this House of Delegates

request the commissioner of public health and his

staff to keep the TMA apprised through its Com-
mittee on Emergency Medical Services of activi-

ties, goals, and objectives of the program including

an update at each Committee meeting; and be it

further

RESOLVED, That a copy of this resolution be

forwarded to the governor of the state of Ten-

nessee, the commissioner of public health, the

chief of the Bureau of State Services, the chair-

man of the State EMS Advisory Committee, and

all component medical societies.

REFERENCE COMMITTEE B

—

recommended

adoption of Resolution No. 7-80.

ACTION: ADOPTED

RESOLUTION NO. 8-80

Physician Supervision of Nurse Practitioners

By: Hays Mitchell, M.D.
Bradley County Medical Society

WHEREAS, The Medical Practice Act of the

State of Tennessee was amended in 1973 to con-

tain the following paragraph: “Nothing in this

chapter shall be so construed as to prohibit service

rendered by a physician’s trained assistant, regis-

tered nurse, or licensed practical nurse, if such

service is rendered under the supervision, control

and responsibility of a licensed physician”; and

WHEREAS, Resolution Nos. 11-78, 18-78

and 4-79 passed by the Tennessee Medical Asso-

ciation’s House of Delegates made recommenda-

tions concerning training requirements and on-site

supervision of nurse practitioners; and

WHEREAS, There are presently no Tennessee

statutes or rules and regulations providing train-

ing requirements or defining supervision of nurse

practitioners; and

WHEREAS, Legislation is presently being

enacted allowing nurse practitioners to legally

write prescriptions in certain primary care clinics;

and

WHEREAS, Legislation is presently being en-

acted providing training requirements and super-

vision of physicians’ assistants incorporating the

rules and regulations proposed by the Board of

Medical Examiners. Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation urge the Board of Medical Examiners

to make haste in promulgating rules and regula-

tions providing requirements defining physician

supervision, control and responsibility of nurse

practitioners similar to those legislated for physi-

cians’ assistants.

REFERENCE COMMITTEE C—recommended
adoption of Resolution No. 8-80 as amended.

ACTION: ADOPTED AS AMENDED
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RESOLUTION NO. 9-80

Sale and Use of Tobacco in Hospitals

Phillip A. Pedigo, M.D.
Memphis-Shelby County Medical Society

WHEREAS, There is unequivocal evidence

that the use of tobacco is associated with many
health problems; notably, cancer of the lung, em-

physema, heart trouble, cancer of the pancreas,

cancer of the bladder, and other diseases; and

WHEREAS, Physicians should make strong

recommendations to all patients to try to quit

smoking; and

WHEREAS, Education and recommendations

should be given by all physicians, not only to

their patients but to the communities in which they

live. Now, therefore be it

RESOLVED, That all local medical societies

and the Tennessee Medical Association recom-

mend to the administrators of the hospitals in the

state of Tennessee that the sale of tobacco be

limited to one area of the hospital and that there

be designated areas in the hospital where smoking

would be allowed.

REFERENCE COMMITTEE B

—

recommended
adoption of Resolution No. 9-80.

ACTION: ADOPTED

RESOLUTION NO. 10-80

Medical Ethics

By: Thomas G. Dorrity, M.D.
Memphis-Shelby County Medical Society

RESOLVED, That the principles of medical

ethics of the American Medical Association

should remain unchanged; and be it further

RESOLVED, That the TMA Board of Trustees

and House of Delegates and the entire medical

profession should join in defending and perpetuat-

ing these ethical principles which express well

the moral imperatives for physicians.

REFERENCE COMMITTEE C—recommended
adoption of Resolution No. 10-80 as amended.

ACTION: ADOPTED AS AMENDED
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RESOLUTION NO. 11-80

Health Care Coverage

By: Thomas G. Dorrity, M.D.
Memphis-Shelby County Medical Society

RESOLVED, That the Tennessee Medical As-

sociation be encouraged to continue to present

the true picture of health care coverage for Ameri-

can people as it now stands under “federal-state”

welfare medical programs, and under private

insurance programs.

REFERENCE COMMITTEE A

—

recommended

adoption of Resolution No. 11-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 12-80

National Health Insurance and Catastrophic

Health Insurance Proposals

By: Thomas G. Dorrity, M.D.

RESOLVED, That the Tennessee Medical As-

sociation should not promote or become involved

in catastrophic health coverage proposals tied to

federal agencies or restricted by governmental

control; and be it further

RESOLVED, That the TMA will continue to

promote health care under private auspices; and

be it further

RESOLVED, That this resolution be presented

to the American Medical Association’s House of

Delegates in July, 1980.

REFERENCE COMMITTEE A—recommended

adoption of Resolution No. 12-80 as amended.

ACTION: NOT ADOPTED

RESOLUTION NO. 13-80

Current Procedural Terminology-IV

By: Richard L. Whittaker, M.D.
Tennessee Society of Internal Medicine

WHEREAS, The medical profession has long

recognized the need for a universal system of

terminology and coding of services and proce-

dures performed by physicians and surgeons; and

WHEREAS, The Tennessee Medical Associa-

tion’s House of Delegates has through Resolution

Nos. 6-71, 25-75, and 4-78 continuously en-

dorsed support of Current Procedural Terminol-
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ogy as developed by the American Medical

Association; and

WHEREAS, The Tennessee Medical Associa-

tion continues to urge all third party payors to

adopt the Current Procedural Terminology as the

universal terminology system of identifying ser-

vices performed by physicians and surgeons; and

WHEREAS, Physicians’ Current Procedural

Terminology is in its fourth edition and is con-

tinually updated by the American Medical Asso-

ciation with assistance from medical specialty

societies; and

WHEREAS, The Tennessee Medical Associa-

tion was instrumental in causing Medicaid in

Tennessee to endorse the Current Procedural

Terminology-IV as its coding system for physi-

cians’ services; and

WHEREAS, HEW’s Health Care Financing

Administration has recently announced its sup-

port for testing CPT-IV anticipating its eventual

adoption for federal programs. Now, therefore be

it

RESOLVED, That the Tennessee Medical As-

sociation:

(1) reaffirm its support of the Board of Trus-

tees of the American Medical Association

in their effort to implement the nationwide

use of Current Procedural Terminology

by the medical profession; and

(2) recognizes that the development of for-

malized nomenclature for professional

services and procedures is both the respon-

sibility and the prerogative of organized

medicine; and

(3) recognizes that Current Procedural Ter-

minology should be periodically revised to

reflect advances in medical practice; and

(4) reaffirms the Tennessee Medical Associa-

tion’s House of Delegates position to urge

all third party payment organizations and

institutions, both federal and otherwise,

adopt for official use the present revision

of Physicians’ Current Procedural Termi-

nology and future revisions of this docu-

ment as they may be developed; and be

it further

RESOLVED, That this resolution be dissem-

inated to the American Medical Association,

Blue Cross-Blue Shield of Tennessee, appropriate

government agencies, and other third party inter-

mediaries in Tennessee.

REFERENCE COMMITTEE B

—

recommended

adoption of Resolution No. 13-80 as amended.

ACTION: Rejected reference committee recom-

mendation and ADOPTED as originally intro-

duced.

RESOLUTION NO. 14-80

Methaqualone

By: Richard A. Dew, M.D.
Roane-Anderson County Medical Society

WHEREAS, Methaqualone is a commonly
abused drug; and

WHEREAS, In our practices we see many
more patients taking methaqualone illegally than

legally; and

WHEREAS, Methaqualone is an infrequently

prescribed drug. Now, therefore be it

RESOLVED, That all licensed physicians in

the state of Tennessee be requested to refrain

from prescribing methaqualone; and be it further

RESOLVED, That all pharmacies, hospitals

and wholesale drug houses in the state of Tennes-

see be encouraged not to stock methaqualone;

and be it further

RESOLVED, That a copy of this resolution be

distributed to each component medical society,

the Tennessee Hospital Association, the Tennes-

see Pharmaceutical Association and the Food and

Drug Administration.

REFERENCE COMMITTEE B

—

recommended
adoption of Resolution No. 14-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 15-80

Superbill

By: Charles E. Jordan, M.D.
Putnam County Medical Society

WHEREAS, Electronic Data Systems Federal

unilaterally decided as of December 1, 1979 the

Superbill would not be acceptable unless blocks 1

through 23 and 25 through 33 were completed

(in essence, this means only one out of 33 items

need not be completed)
;
and

WHEREAS, Since it is necessary to write “See

Attached” in block 24, and whereas the Superbill

is attached over the EDS form and all information

is included on the Superbill including the diag-

nosis, service rendered, physician’s name, address

and identification number; and
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WHEREAS, This is a duplication of time and

expense. Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation work through its Governmental Medical

Services Committee to resolve the problem de-

veloping by the introduction of the Superbill, i.e.,

that preprinted multiple coded statement, into the

billing process.

REFERENCE COMMITTEE A

—

recommended

adoption of Resolution No. 15-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 16-80

Peer Review Activity

By: John K. Wright, M.D.
Nashville Academy of Medicine

WHEREAS, The Nashville Academy of Medi-

cine and Davidson County Medical Society,

through its Peer Review Committee, has re-

sponded to the public concerning fees charged by

its physician members for particular medical ser-

vices rendered; and

WHEREAS, This Peer Review Committee has

provided a valuable public service offering re-

course to a patient who questions a fee charged

by a physician member for a particular medical

service rendered to the patient; and

WHEREAS, The Committee has also re-

sponded to insurors concerning claims for pay-

ment of physician member fees for medical ser-

vices rendered to a claimant; and

WHEREAS, The recommendations of this

Committee have many times resulted in a reduc-

tion by the physician of a fee charged a patient;

and

WHEREAS, Many county and state medical

societies are providing or have provided this

same public service through similar committees;

and

WHEREAS, The current posture of the Fed-

eral Trade Commission (FTC) interferes with

the abiUty of a medical society to resolve ques-

tions concerning fees; and

WHEREAS, Medical societies have been noti-

fied by the American Medical Association that

the review or consideration of fees may be inter-

preted by the FTC as restraint of trade and that

societies should discontinue this activity unless

sufficient cash reserves are available to potentially

defend this activity if necessary. Now, therefore

be it

RESOLVED, That the Tennessee Medical As-

sociation express its recognition and support of

the valuable service rendered by peer review

committees in resolving fee disputes and ques-

tions concerning patients, insurors, and physi-

cians; and be it further

RESOLVED, That the Tennessee Medical As-

sociation advise the Tennessee congressional

delegation of this current posture of the FTC and

its stifling effect on the ability of medical societies

to effectively respond to this public need; and be

it further

RESOLVED, That this resolution be made
available to representatives of the media so that

the public can be informed of this situation which

may not be in its best interest.

REFERENCE COMMITTEE C—recommended
adoption of Resolution No. 16-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 17-80

Postmortem Examinations

By: Charles M. Hamilton, M.D.
Nashville Academy of Medicine

Board of Directors

WHEREAS, Tennessee Code Annotated, Sec-

tion 38-706, provides that an autopsy may be

authorized only by the district attorney general

“only in those cases involving homicides or sus-

pected homicides when recommended by the

county coroner and the county medical exam-

iner . . and

WHEREAS, Senate Bill No. 2178 was intro-

duced during the 91st Tennessee General Assem-

bly and purposed to amend T.C.A. 38-705,

38-706, 38-709, and other appropriate sections

in order to allow an autopsy “to be ordered by

the county medical examiner if in his judgment

such procedure is warranted in order to complete

his investigation”; and

WHEREAS, In order for a county medical

examiner to effectively perform the duties of

his office and to best exercise his medical-legal

skills and judgment protecting the public interest,

the county medical examiner should be granted

statutory authority to order an autopsy if war-

ranted in performance of his/her duty and public

responsibility; and
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WHEREAS, Model legislation published by

the National Municipal League supports the

granting of this authority to the medical examiner;

and

WHEREAS, Senate Bill No. 2178 has not been

successful thus far during the 91st Tennessee

General Assembly; and

WHEREAS, Authority to order the perfor-

mance of an autopsy should be statutorily granted

to the medical examiner in a particular jurisdic-

tion. Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation develop and seek passage of legislation

which will appropriately amend T.C.A. Chapter

38 to grant statutory authority to the chief medi-

cal examiner for the State of Tennessee and

county medical examiners, as well as the district

attorney general, to order the performance of an

autopsy if, in the opinion of the medical examiner

investigating the death or of the chief medical

examiner, it is advisable and in the public interest;

and be it further

RESOLVED, That the Tennessee Medical As-

sociation work with the Tennessee Society of

Pathologists, the Tennessee Department of Public

Health, the chief medical examiner for the State

of Tennessee, and appropriate others in prepara-

tion of this legislation which passage will be

sought during the 92nd Tennessee General As-

sembly.

REFERENCE COMMITTEE A

—

recommended
adoption of Resolution No. 17-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 18-80

Poison Control Program

By: T. L. Pedigo, M.D.

WHEREAS, There are an estimated 250,000

poisonous products and 70,000 chemicals on the

market; and

WHEREAS, One to three percent of the total

population has an exposure to poisonous or haz-

ardous materials annually; and

WHEREAS, Eighty percent of these exposures

are in children six years of age or under; and

WHEREAS, Cost effective programs, with em-

phasis on prevention with telephone information

available for victims of exposure, have been de-

veloped in the state of Tennessee. Now, therefore

be it

RESOLVED, That the House of Delegates of

the Tennessee Medical Association endorses the

development of a comprehensive statewide poison

control program with emphasis on the pediatric

patient; and be it further

RESOLVED, That the House of Delegates of

the Tennessee Medical Association encourages

the expansion of such a program to provide state-

wide coverage; and be it further

RESOLVED, That a copy of this resolution be

forwarded to the appropriate administrative offi-

cial of each medical school in Tennessee, the ad-

ministrator of each children’s hospital in the

state of Tennessee, the governor and the com-

missioner of public health of the state of Ten-

nessee.

REFERENCE COMMITTEE B

—

recommended
adoption of resolution No. 18-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 19-80

Medicare Reimbursement Policy

By: H. W. Ferrell, M.D.

WHEREAS, Organized medicine, the federal

government and the public are concerned about

health care costs; and

WHEREAS, Additional costly requirements

for information on claim forms continue to pro-

liferate; and

WHEREAS, Most recently physicians such as

radiologists and pathologists are being asked by
the Health Care Financing Administration

(HCFA) through Equitable Life Assurance So-

ciety to furnish patients’ diagnoses on all Pap
smears, chemistry automated profiles, and chest

x-rays or suffer nonpayment of these relatively

small charges; and

WHEREAS, These diagnoses are often difficult

and quite expensive for these specialists to obtain

from patients’ physicians, sometimes in other

towns. Now, therefore be it

RESOLVED, That the TMA Board of Trustees

take appropriate action to relieve radiologists and
pathologists of the burden of providing diagnoses,

frequently unavailable to them, in order to be re-

imbursed by insurance carriers and government-

sponsored programs such as Medicare; and be it

further
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RESOLVED, That our concerns in this regard

be carried by the appropriate channels to the

American Medical Association, the Medicare in-

termediary in Tennessee, the Health Care Financ-

ing Administration, and our representatives in

Congress.

REFERENCE COMMITTEE A

—

recommended

adoption of Resolution No. 19-80.

ACTION: ADOPTED

RESOLUTION NO. 20-80

Definition of Death

By: McCarthy DeMere, M.D.

WHEREAS, The Tennessee Medical Associa-

tion has been on record since 1975 in favor of a

workable and adequate “definition of death”; and

WHEREAS, With our recommendation the

Tennessee legislature adopted a “definition of

death” which has proven to be of great help and

clarification to the general public, patients, and

physicians; and

WHEREAS, The American Medical Associa-

tion and the American Bar Association have de-

veloped model legislation very similar to the law

of the state of Tennessee and the recommendation

of the TMA; and

WHEREAS, The National Conference of Com-
missioners on Uniform State Laws (Uniform Law
Commission) has developed on its own a Uni-

form Brain Death Act (definition of death)

which contains the phrase: “determination made
in accordance with reasonable medical standards”;

and

WHEREAS, This phrase is not compatible

with the definitions of the American Bar Associa-

tion or the American Medical Association or the

Tennessee Medical Association in that the accept-

able definitions contain the determination “ac-

cording to usual and customary standards of

medical practice”; and

WHEREAS, The dangerous phrase, “accord-

ing to reasonable standards of medical practice,”

will set a precedent in law never before adopted

making the setting of standards of medical prac-

tice by juries and courts and not medical experts.

Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation recommends that a resolution be drafted
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and urged for adoption to the House of Delegates

of the American Medical Association to strongly

oppose the National Conference of Commission-

ers on Uniform State Laws proposed “Uniform

Brain Death Act” and urges the American Medi-

cal Association to circulate widely to all state

medical societies and state legislatures the Ameri-

can Medical Association model legislation on

“definition of death” that has been developed.

REFERENCE COMMITTEE D

—

recommended
adoption of Resolution No. 20-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 21-80

Physician Prescribing of Amphetamines and

Amphetamine Derivatives

By: William O. Miller, M.D., Chairman
TMA Board of Trustees

WHEREAS, In recent years the abuse of am-

phetamines and amphetamine derivatives has

drawn the national attention of the general public;

and

WHEREAS, Physicians should be able to

voluntarily control the appropriate prescription

of amphetamines and amphetamine derivatives.

Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation through its various communications to

its members inform them with regard to the

prescribing indications and recommendations for

the use of amphetamines and amphetamine de-

rivatives; and be it further

RESOLVED, That physicians personally re-

evaluate their prescribing habits to assure con-

formity to the professionally accepted usage; and

be it further

RESOLVED, That the members of the Ten-

nessee Medical Association be encouraged to

keep abreast through continuing education of any

future developments that indicate appropriate

changes in prescribing of amphetamines and am-

phetamine derivatives; and be it further

RESOLVED, That a copy of this resolution be

forwarded to the State Board of Medical Exam-
iners for their information.

REFERENCE COMMITTEE B

—

recommended

adoption of Resolution No. 21-80 as amended.

ACTION: ADOPTED AS AMEP«)ED
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RESOLUTION NO. 22-80

Guidelines for Physician Advertising

By: Arden J. Butler, Jr., M.D., Chairman
TMA Judicial Council

WHEREAS, The Tennessee General Assembly

has recently passed a new law providing for the

regulation of certain advertising by physicians;

and

WHEREAS, The law gives the Board of Medi-

cal Examiners the authority to promulgate rules

and regulations to regulate the nature, manner,

content and extent of advertising by physicians;

and

WHEREAS, The guidelines to be approved are

of great importance for the protection of the

general public. Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation urge the Tennessee Board of Medical

Examiners to adopt guidelines for physician ad-

vertising as soon as possible; and be it further

RESOLVED, That the Tennessee Medical As-

sociation offer to the Board of Medical Exam-
iners its assistance and cooperation in formulation

of such guidelines; and be it further

RESOLVED, That a copy of this resolution be

sent to the members of the Board of Medical

Examiners and the State Licensing Board of the

Healing Arts.

REFERENCE COMMITTEE C

—

recommended

adoption of Resolution No. 22-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 23-80

National Health Insurance

By: Thomas G. Dorrity, M.D.
Memphis-Shelby County Medical Society

WHEREAS, The American Farm Bureau

Federation representing 3.2 million farm families

has issued an excellent, highly readable pamphlet

in opposition to compulsory national health in-

surance; and

WHEREAS, This pamphlet makes an excellent

presentation of the issues involved to both voters

and candidates. Now, therefore be it

RESOLVED, That the Tennessee Medical As-

sociation commend the American Farm Bureau

Federation, the Tennessee Farm Bureau, and the

Memphis and Shelby County Farm Bureau for

the development of the pamphlet in opposition to

comprehensive health insurance.

REFERENCE COMMITTEE A

—

recommended
adoption of Resolution No. 23-80 as amended.

ACTION: ADOPTED AS AMENDED

RESOLUTION NO. 24-80

Opposition to HCFA Regulations

By: H. W. Ferrell, M.D.
Tennessee Society of Pathologists

WHEREAS, Health Care Financing Adminis-

tration (HCFA) has published in the March 11

Federal Register a “reaffirmation” of reimburse-

ment regulations which state that hospital-based

physicians would be reimbursed under Part B,

only for those identifiable professional services

which require performance by a physician in per-

son, and contribute to the diagnosis and treatment

of the patient; and

WHEREAS, This is not a “reaffirmation” of

existing regulation, but a new rule, and HCFA is

attempting a major change in reimbursement,

without adhering to established regulatory pro-

cedure; and

WHEREAS, The federal government has cur-

rent regulations relating to non-interference (42

CFR 405,481) “It is not the function of the

health insurance programs ... to determine the

arrangement which a hospital and a hospital-

based physician may enter into the compensation

of the physician. The secretary will not specify or

influence the provisions of the contract of arrange-

ment . . .”; and

WHEREAS, The impact on hospital-based

physicians and hospitals will involve significant

disruption in the delivery of quality medical ser-

vices, and increased administrative costs would be

incurred in determining Part A and Part B
charges; and

WHEREAS, In many cases, current clinical

pathology services would not be considered physi-

cian services for reimbursement purposes and

hence the regulations result in clear-cut discrimi-

nation against hospital-based physicians. Now,
therefore be it

RESOLVED, That the Tennessee Medical As-

sociation opposes the proposed implementation

of the March 11 HCFA regulation 42 CFR
405.482-483 (p. 15550-2) on July 1, 1980; and

be it further
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RESOLVED, That the Tennessee Medical As-

sociation’s opposition to these regulations be car-

ried forward to the American Medical Associa-

tion, American Hospital Association, Federation

of American Hospitals, Health Care Financing

Administration, and also to our elected represen-

tatives in Congress.

REFERJENCE COMMITTEE A

—

recommended

adoption of Resolution No. 24-80.

ACTION: ADOPTED

RESOLUTION NO. 25-80

Use of the Phrase “Usual, Customary, and

Reasonable” by Health Insurance Carriers

By: McCarthy DeMere, M.D.

WHEREAS, Some insurance companies have

sent inflammatory statements in letters directly

to patients regarding physicians’ fees; and

WHEREAS, The phrase “usual, customary,

and reasonable” in judging physicians’ fees con-

tains the strong and dangerous word “reasona-

ble”; and

WHEREAS, The profile of insurance carriers

by which they judge the “usual, customary, and

reasonable” is not made available to physicians

or published. Now, therefore be it

RESOLVED, That the House of Delegates go

on record vigorously opposing the use of the

phrase “usual, customary, and reasonable” in re-

gard to fees in communications by third party

carriers with patients; and that in these communi-

cations third party carriers be urged to substitute

the phrase “maximum allowable payment under

policy”; and so notify all third party carriers of

this resolution; and be it further

RESOLVED, That this resolution be presented

to the House of Delegates at the American Medi-

cal Association in July, 1980; and be it further

RESOLVED, That a copy of this resolution be

sent to the Department of Insurance for the State

of Tennessee and the Tennessee Chapter of

Health Insurance Association of America.

LATE RESOLUTION

—

Since Resolution No.

25-80 was received late, it was placed before the

House on Saturday, April 12, without going to a

reference committee.

ACTION: ADOPTED AS AMENDED

COMMUNITY SERVICE AWARD

Mr. Jay L. Gump, Johnson City, exemplifies the

spirit of dedication and efforts to help his fellow

man. He is president of Gump Finance Corpora-

tion, chairman of the board of Smith-Higgins Com-
pany, past president of the Johnson City Kiwanis

Club, past president of the Johnson City Country

Club, chairman of the Community Chest Drive,

president and one of the founders of the Teen

Town Board, member of the East Tennessee State

University Foundation and chairman of the Dawn
of Hope Development Center, Inc. He was instru-

mental in founding and locating the Tri-Cities Air-

port and in establishing Memorial Hospital from
the Appalachian Hospital.

His latest and perhaps most noteworthy achieve-

ment was helping to start the Dawn of Hope De-

velopment Center, Inc., and he has been active in

the project since its inception.

Dawn of Hope is a center for retarded children

and adults. Annually Mr. Gump sponsors a tele-

thon in the Tri-Cities area to raise money for the

support of the Dawn of Hope Center. Almost

every morning for years Mr. Gump has personally

been present on the premises of Dawn of Hope
as busloads of retarded children and adults are

brought to the center for their day’s care and

training. He has taken a personal interest in each

individual and works closely with the employees

of the center.

Mr. Gump has received numerous awards for

civic service, including the Johnson City Exchange

Club Book of Golden Deeds Award, Johnson City

Civitan Special Recognition Award and Kiwanian

of the Year.

It was a great pleasure for the Tennessee Medi-

cal Association to present a Community Service

Award to one so deserving.
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TENNESSEE’S OUTSTANDING PHYSICIAN OF THE YEAR

C. Hal Henard, M.D.

Each year county medical societies in Tennessee

are given the opportunity to present candidates for

one of the Tennessee Medical Association’s highest

honors—the Outstanding Physician of the Year.

The candidates may represent any specialty and

may be selected for service to the community, a

civic project, scientific and medical achievement, or

any other activity in which a county medical so-

ciety determines the candidate to be outstanding.

For the twenty-third year the House of Dele-

gates of TMA elected from three worthy candi-

dates a truly outstanding physician for this high

honor.

C. Hal Henard, M.D., 71, a native of Greene

County and graduate of Tusculum College in

Greeneville, received his M.D. degree from the

University of Tennessee’s College of Medicine in

1933. He served his internship at the Chicago

Evangelical Hospital. Initially he established his

practice in Wisconsin, then served in the United

States Medical Corps during World War II in

North Africa and Italy, after which he returned to

Greeneville.

In 1948 Dr. Henard began serving on the

Greeneville City School Board. Since then he has

held a number of positions on city, state and
regional school boards. In 1951 he was awarded
an honorary Doctor of Science degree from Tus-

culum College. In 1953 he became chairman of

the Tusculum College board of directors. He has

been a director of the Tennessee School Board
Association since 1973.

Since 1975 Dr. Henard has served as a member
of the Tennessee State Board of Education, and in

1970 received the Tennessee School Board Asso-

ciation’s Distinguished Service Award.

Dr. Henard was nominated for the TMA Out-

standing Physician Award for 1980 by the Greene

County Medical Society. “The majority of Dr.

Henard’s service to education has been in the pre-

expressway, pre-commuter flight days when the

commitment really meant a physical effort to at-

tend and contribute to meetings throughout our

state and region,” said Dee Metcalf, M.D., Greene-

ville, in his nominating speech before the TMA
House of Delegates.

Dr. Henard and his wife, the former Mildred

Sieckman of Chicago, have two children, Mrs.

Mary Henard Buckles of Greeneville and Don
Henard, M.D., of Memphis.

DISTINGUISHED SERVICE AWARD

Robert S. Sanders, M.D.

The Distinguished Service Award is presented

annually by the Board of Trustees of the Tennes-

see Medical Association to physician members who
have made eminent contributions to the public

welfare or to the advancement of medical science.

This year’s award was presented in Nashville to

Robert Smith Sanders, M.D., of Murfreesboro,

Tennessee.

Dr. Sanders was nominated by his colleagues in

the Rutherford County/Stones River Academy of

Medicine. He is no stranger to any of us in this

House of Delegates. In 1976 a resolution was
passed in this House that was initiated by Dr.

Sanders calling for TMA support and legislation in

Tennessee’s General Assembly to enact a Child

Passenger Restraint Law. This law primarily

through his efforts was subsequently enacted mak-
ing Tennessee the first state in the nation to adopt

such an innovative and positive law protecting chil-

dren under the age of four years in motor vehicles.

Dr. Sanders is recognized nationally for this effort

and we feel it very fitting that the Tennessee Medi-

cal Association bestow upon him this award for

his dedicated service.

Dr. Sanders, a graduate of the Vanderbilt Uni-

versity School of Medicine, currently serves as

director of the Rutherford County Health De-

partment. He is a native Tennessean and one of

whom we can all be proud.

The Board of Trustees took great pleasure in

presenting the award to Dr. Sanders.

JUNE, 1980 419



REPORTS OF OFFICERS

Report of the President

James W. Hays, M.D.

I have no intention in this report of trying to

relate my activities of the past year. Hopefully, it

would be redundant in that it would to some de-

gree parallel or overlap the reports of the Board,

the executive director, and the majority of the

functioning committees. I started this year with

the hope that I would be representative of the

majority of the members of the Tennessee Medi-

cal Association. In the final analysis I also desire

that our Association be one that not only the

physicians can look to with pride, but that also

the lay people can respect with the assurance that

we will be constantly vigilant of their needs. This

will require the continued interchange of ideas

between the leadership of the TMA, the local

component medical societies, and the people of

Tennessee, and also the willingness to bend with

the wind when necessary without compromising

our basic sound principles. We must not just

maintain but enhance our position of credibility

in society.

The first 150 years of our Association would

be described as successful by most people who
have scrutinized its activities. If the next 150

years are to be as successful, what would be the

key? I would wager our previous successes center

on involvement, not of just a few, but of a

majority of our members. Involvement, meaning

not just membership, but participating in the ac-

tivities of not only the organization, but also of

society. The TMA has now reached a size that

makes it difficult to get active participation from

a very large percentage of its members, but on the

other hand, we are involved in more activities

than ever before. I have tried during the year to

draw attention to areas of need through the

President’s Page. The message I would like to

leave to the leadership on this occasion would be

the encouragement of more participation of those

who have not been involved. We tend to lean on

those we know will do the job, but we have an

untapped source of talent! They are the key to

the next 150 years.
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REFERENCE COMMITTEE C

—

strongly com-

mended Dr. Hays for the outstanding organization

and performance of his duties during the past

year, both as chairman of the Legislative Com-
mittee and President of the TMA, and recom-

mended that the report be filed.

Report of the

Board of Trustees

William O. Miller, M.D., Chairman

The duties, responsibilities, and powers of the

Board of Trustees are clearly spelled out in the

Constitution and By-Laws. The Board has, during

the past 12 months, fulfilled these duties and

responsibilities in a most respectful manner.

Fourteen physicians compose the Board—nine

elected trustees, plus the president, president-

elect, immediate past-president, speaker of the

House, and vice-speaker of the House of Dele-

gates. The Board of Trustees is a group of indi-

viduals dedicated to carrying out the affairs of

the Association during the interim between ses-

sions of the House of Delegates. The Board and

its Executive Committee met on five occasions

during the past year to consider items of business

related to the daily operation of the Association.

A total of 1 69 separate agenda items were con-

sidered and acted upon by the Board during the

year. Routinely, the Board has dealt with matters

of all kinds arising out of its responsibilities, or

brought to its attention, including correspondence

from members, component societies, the AMA,
and outside organizations. Representatives of the

Board attended state and national meetings and

conferences of concern to TMA, met with allied

organizations and various departments of state

government as well as communicating with ad-

ministrative and elected officials of the federal

government.

Although the reports of the president, secre-

tary-treasurer, editor, executive director, and

committee chairmen detail specific activities re-

lated to each office, the Board has been very much

involved in the actions and activities of each.

Matters pertaining to general administration,

finances, long range planning, membership, an-

nual meeting, AMA conventions. Journal adver-

tising and publication, exhibits, and legislation

were considered and appropriate action taken
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during regular meetings of the Board.

Particular emphasis during the past year has

been given to improving the ability of the various

medical specialty societies to have input into the

Board’s activities and deliberations. The House
referred to the Board Resolution No. 17-79 relat-

ing to improving communications between TMA
and the specialty societies. As a means of com-

plying with the House’s desire to see communica-

tions improved, the Board assigned various spe-

cialty societies to individual Board members and

so notified each society. Items of concern to a

specialty society now have a means of being

brought to the Board’s attention via the indi-

vidual trustee. In addition, each specialty society

president has been invited to attend and observe

each regular, quarterly meeting of the Board. Sev-

eral have done so and as a result have discussed

areas of interest and concern directly with the

entire Board of Trustees. With the addition of

TMA staff providing administrative services on a

cost only basis for those specialty societies who
desire them, improved communications can

clearly be seen. At present, the Tennessee Society

of Internal Medicine, the Tennessee District

Branch of the American Psychiatric Association,

the Tennessee Academy of Ophthalmology, and

the Tennessee Chapter of the American Academy
of Pediatrics-Tennessee Pediatric Society all avail

themselves of the services of an experienced

staff person, which has resulted in an improved

operation of each society’s administrative needs

with continuity assured as new officers are elected

and given responsibilities with which they are

totally unfamiliar. I encourage other societies to

give serious consideration to this valuable service

that is available from TMA headquarters at a rea-

sonable cost.

The Board made a determined effort to have

an officer and/or trustee attend as many meet-

ings of county medical societies as possible. Such

visits were well received and afforded members

the opportunity to discuss areas of concern with

an officer or trustee and to question actions or

activities of the Board and/or TMA. It is the

Board’s desire to continue such visits annually

and I encourage each component society to make

time available for such a visit when the oppor-

tunity for scheduling arises.

Highlights of each Board meeting are now be-

ing abstracted in the Journal following quarterly

meetings. The following are abstracted highlights

of some of the most significant items of business

brought before the Board and acted upon during

the past 12 months.

Second Quarter Board Meeting—April 7, 1979

The Board:

—Elected a chairman, secretary-treasurer, and

assistant secretary-treasurer.

—Elected an Executive Committee and nine com-

mittees of the Board.

—Named division coordinators for five TMA
divisions.

—Appointed members to the Interprofessional

Liaison Committee as directed by the House

in By-Law Amendment No. 4-79.

—Acted upon Resolution No. 4-79 by forming

a committee to investigate and study problems

related to primary health care clinics in Ten-

nessee.

—Referred Resolution No. 17-79 to the Board’s

Long Range Planning Committee for recom-

mendations.

—Directed that a letter be sent to AMA regard-

ing the AMA Group Life Insurance Plan as

outlined in Resolution No. 19-79.

—Finalized appointments to the Emergency

Medical Services Committee.

—Referred the question of legislation pertaining

to physician advertising to the Judicial Council

for study and recommendation.

—Nominated nine physicians for the governor’s

consideration for appointment to the Public

Health Council.

—Accepted for information a plan by the speaker

of the House for new delegate orientation prior

to the first meetings of the 1980 House of Dele-

gates.

Executive Committee Meeting—May 17, 1979

The Committee:

—Directed that TMA forward Resolution No.
12-79 to the Mid-South Foundation for Medi-
cal Care with the request that the information

contained in the resolution be disseminated to

PSRO Area I physicians,

—Accepted for information a status report on the

PSRO for Area II and the Tennessee Founda-
tion for Medical Care,

—Accepted the Journal editor’s recommendation
that advertising rates be increased 20% Jan. 1,

1980.
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—Accepted for information the Legislative Com-
mittee’s plans for the annual visit to Washing-

ton June 6-7.

Third Quarter Board Meeting—July 8, 1979

The Board:

—Accepted for information a report regarding

the TMA Committee on Maternal and Child

Care.

—Approved a recommendation regarding the

composition of the Maternal Mortality Sub-

committee.

—Approved a recommendation from the Com-
munications and Public Service Committee to

utilize the Florida Medical Association’s film

entitled “It’s Your Life” as a TMA and local

society-sponsored public service activity.

—Reaffirmed the TMA position opposing the in-

dependent practice of medicine by nonphysi-

cian personnel.

—Approved appointments to the Continuing

Medical Education Committee, EMS Commit-

tee, Health Planning Committee, and Primary

Health Care Clinics Committee.

—Received for information a report from the

Rural Health Committee regarding the annual

Rural Health Conference.

—Accepted a report from the Judicial Council

regarding physician advertising and member-

ship in component county medical societies.

—Directed that the Constitution and By-Laws

Committee develop amendments to clarify that

members of county societies must also be TMA
members.

—Designated individual Board members to act

as contacts for specific specialty societies and

directed that officers of specialty societies be

invited to attend future meetings of the Board

as recommended by the Long Range Planning

Committee.

—Accepted recommendations from the Long
Range Planning Committee that no action be

taken regarding bi-county representation in the

House of Delegates and that meetings of the

House of Delegates not be separated from

the Annual Meeting.

—Approved a recommendation from the Long
Range Planning Committee that the three vice-

presidents be invited to attend all future meet-

ings of the Board, to act as liaison with

legislators in their respective areas of the
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state, and to act as liaison with county medical

societies in their respective areas.

—Approved a recommendation from the Long
Range Planning Committee that staff develop a

questionnaire to be submitted to all committee

chairmen annually to determine the effective-

ness of individual committee members and the

committee itself.

—^Approved a recommendation from the Long

Range Planning Committee that the TMA
president be given $150 per day per diem for

any half-day or more out of the office on TMA
business plus $1,000 annually for adminis-

trative and secretarial expenses.

—Approved a recommendation from the Long
Range Planning Committee that each PSRO,
State Volunteer Mutual Insurance Company,

and IMPACT be requested to submit quarterly

reports to the Board for information.

—Approved a draft of regulations pertaining to

Physician’s Assistants as developed by the

Board of Medical Examiners.

—Approved additional appointments to the Im-

paired Physician Committee.

—Accepted a recommendation from the Group

Insurance Committee that a new TMA-
sponsored group life plan underwritten by

Great-West Life Assurance Company be

adopted.

—Nominated physicians to serve on the Hospital

Cost Study Committee, Board of Licensing

Hearing Aid Dispensers, Licensing Board for

Health Care Facilities, Perinatal Advisory

Committee, Board of Electrolysis Examiners,

and State Family Planning Council.

—Accepted the second quarter financial state-

ment.

—Approved a recommendation from the Travel

Committee to sponsor an eight-day trip to

Puerto Vallarta in February of 1980.

—Accepted for information a report from

SVMIC.

Fourth Quarter Board Meeting—October 14,

1979

The Board:

—Approved a recommendation from the EMS
Committee that TMA sponsor a Farm Injuries

Conference in November.

—Received for information a report from the

Rural Health Committee regarding the annual

Rural Health Conference held in Milan, Tenn.,

Oct. 3.
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—Received for information a report from the

Committee on Group Insurance whereby mem-
bers participating in the TMA-sponsored

Workmen’s Compensation Insurance Plan will

receive a 25% return of premium.

—Received for information a report from the

Committee on Legislation.

—Approved a recommendation from the Primary

Health Care Clinics Committee that TMA
work with the Department of Public Health to

try and recruit physicians to serve in man-

power shortage areas.

—Approved a recommendation from the execu-

tive director that a resolution be introduced at

the April, 1980 meeting of the House of Dele-

gates to establish a mechanism regarding re-

scinding past policy of the Association.

—^Named physicians to serve on the Air Pollution

Board, Medicaid Medical Advisory Committee,

and Health Planning Committee.

—Referred a statement on Joint Practice de-

veloped by the West Tennessee Consolidated

Medical Assembly to the TMA/TNA Joint

Practice Committee for study and recommen-

dation.

—Adopted policy for the Committee on Legisla-

tion to follow regarding the issue of nurse

prescribing subject to the following limitations:

(1) applies only to nurses performing in the

primary care clinic setting; (2) involved a

limited and specified drug list; (3) that the

physician may delegate prescription drug writ-

ing as long as his name and the nurse’s name
are both signed on the prescription and the

physician maintains responsibility; (4) that the

Legislative Committee explore the possibilities

with the Board of Pharmacy of designating

specified pharmacies to fill prescriptions who
are familiar with the practice of the physician

and his utilization of nurse prescribing; and

(5) that specific instances be subject to review

by the Board of Medical Examiners.

—Directed that a letter be sent to Metropolitan

Life Insurance Company along with Resolu-

tion No. 17-79 regarding second opinion pro-

grams.

—Received for information a report regarding

plans for the 1980 Annual Meeting and 150th

Anniversary Celebration.

—Received for information a report from

IMPACT, SVMIC, and Mid-South Foundation

for Medical Care.

—Directed that a study be made of the Malprac-

tice Review Board and that legislation be

drafted to improve its operation.

—Received a report regarding the status of the

Joint Underwriting Association and nominated

the executive director to serve as liaison be-

tween TMA and the JUA.

—Received for information a report from the

chairman of the AMA delegation regarding the

Association’s fifth AMA delegate and directed

that a letter be sent to all TMA members who
did not join the AMA in 1979 prior to the

mailing of 1980 dues statements urging them

to join in 1980.

—Received for information a report regarding

the status of the Ad Hoc Committee on Medi-

caid Data.

—Approved a proposed budget of $684,850 for

1980.

—Accepted the third quarter financial report.

—Named physicians to serve on the IMPACT
board of directors.

—Directed that the Interprofessional Liaison

Committee develop recommendations regard-

ing a proposal to limit nurse training to two

levels.

—Refused to establish TMA policy regarding

resuscitative measures ordered by a physician

in a hospital leaving such policy to be estab-

lished by individual hospital medical staffs.

—Noted with regret and sorrow the passing of

Mr. John Lewis, long-time TMA building cus-

todian.

—Approved conducting a 1980 Leadership/

Legislative Conference to be held in Nashville

during January.

—Acknowledged the need for additional investi-

gative staff personnel for the Board of Medical

Examiners and approved support of the

Board’s efforts to secure such additional staff.

—Heard from representatives of the Tennessee

Society of Pathologists and the Tennessee So-

ciety of Internal Medicine.

First Quarter Board Meeting—January 12, 1980

The Board:

—Received for information a report from the

Impaired Physicians Committee, Committee on

Governmental Medical Services, Committee on

Health Planning, Committee on Medicine and

Religion, Committee on Group Insurance, Joint

Practice Committee, and the Ad Hoc Commit-
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tee on Utilization of Medicaid Data.

—Approved recommendations from the Commit-

tee on Legislation regarding various legislative

proposals before the Tennessee General As-

sembly.

—Approved the introduction of a resolution re-

garding the rescinding of past TMA policy.

—Received a status report on the Malpractice

Review Board and its operation and effective-

ness.

—Approved policy opposing change in the cur-

rent four levels of nurse training.

—Named nine physicians to serve on the 1980

Nominating Committee.

—^Named physicians to serve on the TMA
Student Education Fund Board, Board of

Nursing, and the Advisory Committee for the

Center for Health Statistics.

—Received for information reports from SVMIC,
IMPACT, and Mid-South Foundation for

Medical Care.

—Named physicians to serve on all TMA stand-

ing and special committees.

—Requested the Committee on Constitution and

By-Laws to draft an amendment to eliminate

the Liaison Committee to the Public Health

Department plus an amendment to combine

the Peer Review and Mediation Committees.

—Approved the placing of the Committee on

Rehabilitation on stand-by status.

—Heard representatives of the Tennessee Society

of Pathologists regarding irregularities in the

Medicaid and Medicare programs.

—Appointed legal counsel and TMA accountant

for 1980.

—Voted to award a Distinguished Service Award

to Dr. Robert S. Sanders of Murfreesboro.

—Voted to award the 1980 Community Service

Award to Mr. Jay L. Gump of Johnson City.

—Accepted the 1979 financial statement and

approved a revised 1980 budget.

—Approved recommendations regarding the pub-

lication of History of the Tennessee Medical

Association 1930—1980 as edited by Dr.

R. H. Kampmeier.

—Directed that staff investigate methods and

means of increasing medical student member-

ship in TMA.
—Received for information complaints regarding

the lengthy questionnaire being circulated to

physicians by the Department of Public Health

and referred them to the State Advisory Com-
mittee for the Center for Health Statistics.
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—Approved the Hyatt Regency Hotel in Mem-
phis as the site for the 1982 Annual Meeting

and the Hyatt Regency Hotel in Knoxville for

the 1984 Annual Meeting.

The Board of Trustees has expedited all House
directives referred from the 1979 Annual Meet-

ing. Details of all discussions and actions of the

trustees are contained in the ofl&cial minutes of

each session, which are maintained at the TMA
headquarters office.

I have attempted to summarize the major ac-

tions of the Board during the past year in its

attempt to represent each member of the Associa-

tion. The workload increases annually and mem-
bers of the Board give unselfishly of their time

and talents. It has been a distinct privilege to

serve as chairman of the Board for the past year.

Each trustee and each officer of the Association

are sincerely dedicated to do the very best job

possible. I would also like to commend the staff

of TMA who have spent many hours and much
energy providing not only excellent support of our

organization, but who also represent your medical

association so admirably both here in this state

and beyond its borders. We can be justly proud

of them and grateful for their labors and loyalty.

I consider it an honor to have served with them

and the Board members for the past three years.

REFERENCE COMMITTEE C—received the

report of the Board of Trustees, commended the

chairman and members of the Board for their

time and effort extended over the past year in the

performance of their duties, and recommended
that the report be filed.

Report of the

Secretary-Treasurer

George W. Holcomb, Jr., M.D.

The annual audit for the fiscal and calendar

year ending Dec. 31, 1979 has been completed

and is available for review. The customary ex-

amination of Association records was made by

Mr. Ezra Jones, certified public accountant,

whose report contains a summary of accounting

policies and pertinent notes to financial state-

ments along with the financial statements and

supporting schedules. The Association uses the
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fund accounting method by specific purposes on

a modified cash basis. The net value of property

has been reduced by recording depreciation on a

straight-line basis and charged as an expenditure.

No provision has been made for income tax on

unrelated income that might be assessed by the

Internal Revenue Service, nor has any provision

been made for possible losses on notes receivable.

Condensed financial reports are appended

hereto in order to show the assets, liabilities, fund

balances, operating revenues, and expenditures of

the Association. Unexpectedly high interest rates,

combined with an increase of 169 dues-paying

members, produced total revenue greater than

anticipated. You will note that the operating

fund balance increased by about $150,000 during

the year. This maintains the fund, based upon

1980 projected expenditures, slightly above the

traditionally conservative level of 18 months.

I assure you that our Association remains fi-

nancially sound and that its fiscal affairs are being

managed responsibly.

TENNESSEE MEDICAL ASSOCIATION

CONDENSED BALANCE SHEET

Year Ended December 31

1979 1978

ASSETS

1. Bank Accounts
(Checking and Savings) $ 141,017.53 $ 360,600.51

2. Investments 1,244,676.77 850,000.00

3. Interfund Notes Receiv-

able (Student Education

Fund) 54,200.00 49,200.00

4. Property Fund—Fixed
Assets (Land, Building,

Equipment—^Less

Depreciation) 252,022.20 243,602.29

TOTAL $1,691,916.50 $1,503,402.80

LIABILITIES AND
FUND BALANCE
1. Accounts Payable $ 2,995.93 $ 700.00

2. Accrued Payroll Taxes 225.25 111.64

3. Deferred Credits

(Advance Dues) 322,942.50 298,525.00

4. O & R Fund 1,113,730.62 960,463.87

5. Property Fund 252,022.20 243,602.29

TOTAL $1,691,916.50 $1,503,402.80

CONDENSED OPERATING STATEMENT

Year Ended December 31

1979 1978

INCOME
Exhibits and Annual Meeting $ 18,375.00 $ 22,485.00

TMA Dues 515,761.00 499,977.50

Investment Income 114,381.38 62,393.54

Building and Miscellaneous

Income 4,469.65 6,917.20

TOTAL $652,987.03 $591,773.24

EXPENDITURES
Administration $308,450.48 $281,778.30

AMA Delegates 17,040.18 12,870.72

Annual Meeting—^TMA 26,432.12 23,867.09

Attorney 8,917.92 8,273.42

Board of Trustees

—

Committees-Council 26,958.81 23,164.83

Continuing Medical Education — 8,060.17

Headquarters Building 21,858.62 17,991.67

Health Careers 1,250.00 1,250.00

IMPACT 4,000.00 4,000.00

Legislative Expense 13,274.15 14,910.58

Taxes 15,239.30 12,808.51

Staff Travel 31,802.32 21,855.12

Other Expenses 7,839.71 2,838.53

SUBTOTAL $483,063.61 $433,668.94

Excess Journal Costs $ 16,656.67 $ 12,652.02

Excess of Revenue Over
Expeditures 153,266.75 145,452.28

TOTAL $652,987.03 $591,773.24

JOURNAL INCOME AND EXPENSE
Year Ended December 31, 1979

Total Readership Advertising

INCOME
Allocation of Dues
Advertising

Subscriptions

$39,474.00

29,590.77

2,123.08

$39,474.00

2,123.08

$

29,590.77

EXPENSES
Printing and Distri-

$71,187,85 $41,597.08 $29,590.77

bution $51,661.63 $36,665.93 $14,995.70

Editor and Board 4,599.82 4,599.82

Clerical Assistance 600.00 600.00

Clipping Service 977.54 977.54

Supplies 83.75 83.75

Salaries

Employee
12,851.93 6,425.97 6,425.96

Insurance 446.64 223.32 223.32

Taxes 755.09 377.55 377.54

Overhead 15,868.12 10,579.27 5,288.85

EXCESS
$87,844.52 $60,533.15 $27,311.37

EXPENSES ($16,656.67) ($18,936.07) $ 2,279.40

REFERENCE COMMITTEE C—received the

report of the secretary-treasurer, commended him

for the improved financial status of the Associa-

tion, and recommended that the report be filed.
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Report of the

Judicial Council

Arden J. Butler, Jr., M.D., Chairman

The annual reports of the 48 component medi-

cal societies have been received and meet the

requirements of the TMA Constitution and By-

Laws. The component societies, with the advice

and consultation of their respective councilors,

continue to be able to resolve any questions that

arise when medical ethics are a consideration.

The Judicial Council has met twice this past

year. The first meeting was on April 7, 1979 im-

mediately following the TMA Annual Meeting

and was for the purpose of organizing for the

coming year. In addition to this, a brief discus-

sion was held primarily for the benefit of the new

members of the Council of the duties of the

Judicial Council and its members.

The second meeting of the Judicial Council

occurred at the TMA headquarters in Nashville

on June 13, 1979 where several items of business

were considered.

The first item was the adoption of a manual

entitled “Responsibilities of the Councilor” pre-

pared by Mr. Thom Wilkerson of the TMA staff,

which very effectively outlined the duties of the

Judicial Council and the duties of the individual

councilor. The manual explained how complaints

and problems were handled as they involved in-

dividual societies and individual members, and

also gave a clear description of lines of jurisdic-

tion within the Council. This was a very well done

manual and I would recommend it to all inter-

ested members. It would particularly be good

reading for local medical society officers and

members of ethic committees of local societies.

I am sure that the TMA staff will make copies of

this available to anyone who desires them.

At the request of the Board of Trustees of

TMA, the Council rereviewed the general sub-

ject of physician advertising in Tennessee and the

possibility of establishing new guidelines because

of the fact that the state law currently in ex-

istence was probably unconstitutional. This was

discussed at length and two actions were taken.

A motion was passed stating that the Judicial

Council was of the opinion that, at the present

time, there should be no action taken to change

the laws in Tennessee governing advertising by

physicians. However, the Judicial Council would

recommend that when it becomes necessary to
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change the laws, that a bill be presented to the

legislature allowing the Board of Medical Ex-

aminers to establish rules and regulations. The
second motion adopted on this by the Judicial

Council was to the effect that when the time

comes that the Board of Medical Examiners is

given the authority to make rules and regulations,

the Judicial Council would request that they be

allowed to offer recommendations through the

Board of Trustees of TMA.
The next item of business taken up at the June

13 meeting was a discussion of the Judicial

Council responsibility as outlined in Resolution

No. 2-79 passed by the House of Delegates. The
Council was of the opinion that the Constitution

and By-Laws were somewhat unclear as to the

requirement that all members of component so-

cieties be members of TMA, but that this resolu-

tion did establish a policy. Two actions were

taken: first, the Judicial Council by motion was

of the opinion that Resolution No. 2-79 applied

only to MD members of component medical so-

cieties. It was recommended that the TMA survey

component societies having each identify those

MD members of their societies who did not be-

long to the TMA. The second action was the

Council recommended that the Board of Trustees

of TMA refer to the Committee on Constitution

and By-Laws the proposition that consideration

be given to developing affiliate categories for

membership in component medical societies. An
affiliate category could be established to allow

non-MD members such as dentists, pharmacists,

etc. It was further recommended that the Con-

stitution and By-Laws Committee review and

clarify the current intent of the House of Dele-

gates that the MD members of component so-

cieties must also be members of the TMA.
The final item of business considered at the

June 13 meeting was a general discussion of some

of the developing modes of physician reimburse-

ment, particularly as they related to the employ-

ment of salaried physicians by corporations such

as those formed for the purpose of running pri-

mary care centers. After a rather lengthy discus-

sion there was a motion from the Council stating

that the Judicial Council was of the opinion that

at the present time there had been no written or

verbal requests asking the Council’s opinion in

this regard and no action needed to be taken.

However, it was suggested that the chairman of

the Council appoint a subcommittee to determine

what currently is occurring statewide with specific

emphasis given to primary care, not-for-profit
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clinics. This motion was adopted.

Following the meeting of the Council, a legal

opinion was obtained from Mr. Charles Cornelius,

who is the legal counsel of the Tennessee Medical

Association, in which he stated basically two

things. First, that the corporate practice of medi-

cine by nonprofessional corporations was illegal

in the state of Tennessee. He went on to state,

however, that while there were no cases reported

in Tennessee dealing directly with the question of

whether incorporated primary care centers were

unlawfully engaged in the corporate practice of

medicine, that it was highly unlikely that a not-

for-profit corporation established by a community

in need of medical care would be held to be en-

gaged in the unlawful corporate practice of medi-

cine. He also said that according to his

information the state had for years employed

physicians on a contract or salary basis for the

treatment of patients at various state hospitals

and that apparently the practice had never been

questioned. He felt that this employment was

somewhat analogous to the employment of physi-

cians by primary health care centers. In view of

this opinion by the TMA legal counsel it was felt

that there was no need to pursue this subject

further and a subcommittee was not appointed.

In conclusion, the Judicial Council and its

members would like to express their appreciation

for the fine cooperation that they have received

from the members of the component societies

throughout the past year.

REFERENCE COMMITTEE C—received the

report of the Judicial Council, extended its ap-

preciation to the Council members for the perfor-

mance of the necessary functions of the Council,

and recommended that the report be filed.

Report of the

Executive Director

Mr. L. Hadley Williams

My report to the 1980 House of Delegates

deals primarily with administrative matters of the

Association. It is difficult, however, to try and

convey the true picture of the amount of work
centered around the headquarters office and staff.

Many of the reports being received by the House
today are a reflection of the creativity of the staff

and do more to indicate the work of the Associa-

tion during the past 12 months than any sum-

mary I might present. I believe we have developed

a very cohesive and talented staff and that they

represent the physician members in a most com-
plimentary manner.

Responding to the needs and desires of almost

5,000 members is a most difficult task. The an-

nual session of this House is a revealing time of

stock-taking and the method by which TMA can

analyze its situation and evaluate its position on

major policy matters. This House, as the TMA
governing body, must decide policy which will

best represent the state’s medical profession and

ultimately influence the entire medical and health

industry. Responding to the needs of the mem-
bership is no easy task, but it is one that is vital

to the effective, productive operation of the Ten-

nessee Medical Association.

Although much of the executive director’s re-

ports to the House are to a great degree repetitive,

the following areas of responsibilities and activi-

ties again this year demanded substantial staff

time and involvement.

—Membership administration and recordkeep-

ing.

—Staff AMA delegation.

—Service to TMA officers, trustees, and commit-

tees.

—Staffing of the Judicial Council.

—Development of information and material to

officers and committees.

—Services to component medical societies.

—Cooperation with specialty societies.

—Publication of the Journal, TMA Newsletter,

and other publications.

—Administration and implementation of TMA’s
legislative program.

—Liaison with allied professions.

—Liaison with governmental agencies (state and

federal).

—Coordination, planning, and staffing of the

Annual Meeting, House of Delegates, and

other conferences, seminars, and meetings.

—Maintenance of all TMA records, including fi-

nancial and membership.

—Dues billing and collection.

—Maintaining headquarters building and prop-

erty.

Although inflation and the economy are major

concerns and problems to be considered in con-

ducting the business of the Association, I am
pleased to report that the financial condition of

TMA is sound. I recommend the secretary-

treasurer’s report to you as a detailed accounting

of assets and liabilities and an overall picture of
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the financial structure. The executive director dis-

burses funds, subject to the approval of the

secretary-treasurer, arranges for the annual audit,

prepares quarterly financial statements for the

Board of Trustees, and recommends a budget for

Board approval. Prudent management of funds,

an increase in total dues-paying members, plus

unprecedented income from reserves invested at

current high interest rates have allowed the Asso-

ciation to offset the loss of the dollar’s value as a

result of inflation and are keeping the Association

on an even keel. TMA dues are among the lowest

of the 50 states.

The 1980 budget is estimated to require

$678,900, an increase of $121,000 over the previ-

ous year. Projected income is $707,000.

The following is a membership report as of

Jan. 1, 1980:

TMA MEMBERSHIP REPORT
As of December 31, 1979

1979 1978 1977

Active Dues-Paying Members
Active Resident-Intern Members

4,306

80
4,217

68

4,004

45

Dues-Exempt Members:
Veteran Status 346

387 354 317

Postgraduate 2

Military 1

1

Disabled 28

TOTAL 4,773 4,571 4,336

Deaths 32 32 56

AMA members from Tennessee Medical Association;

Active Dues Paying 3,237

Residents 57

Dues Exempt 387

TOTAL AMA MEMBERS 3,681

(77% of TMA members are also AMA members)

The chairman of the AMA delegation has al-

luded to the fact that TMA is so very close to

qualifying for a fifth AMA delegate. I hope that

this House will have the opportunity of electing

the fifth delegate and alternate at this time next

year. Such will occur if members of the House

will actively recruit one colleague who has opted

not to join AMA this year. As the figures above

reflect, approximately 23% of the TMA mem-
bership partake of a free ride in enjoying the

benefits of having their causes espoused by the

AMA at every level. The AMA represents all

physicians regardless of membership. The AMA
makes no effort to separate those who belong and

those who do not when representing the profes-

sion before Congress, the administration, and the

public. A strong and unified voice is vital and is

needed more today than ever before. Tennessee’s

representation in the national policymaking body

can be increased this year, but everyone’s help is

needed. Only through a united voice on the part

of the American Medical Association can the

challenges of the FTC, HSAs, cost containment,

NHI, and others be effectively addressed. Physi-

cians should look on their local, state, and na-

tional organizations as an investment—of time

and money. But if you don’t make an investment,

you can’t expect any change.

I commend the staff for their dedication and

devotion to duty during the past year, and I

would like to take this opportunity to thank all

of the officers and members of the Board for the

many hours they have contributed on the part of

the profession and for the leadership that they

have provided TMA during the past 12 months.

Their task is a thankless and oftentimes an un-

rewarding one. Dr. Jim Hays has provided the

necessary direction and leadership and I know

Dr. George Zirkle will take up the torch and will

render the strong leadership the Tennessee Medi-

cal Association will require as we enter the next

50 years of the organization’s existence.

REFERENCE COMMITTEE C—received the

report of the executive director, and commended

him for his excellent organizational talents in con-

ducting the business of the Association. The com-

mittee also extended appreciation to all members

of the TMA staff for their services in the past

year and recommended that the report be filed.

Committee Reports

The following standing and special committees made an-

nual reports to the House of Delegates:

—Committee on Scientific Affairs

—Committee on Legislation

—Committee on Governmental Medical Services

—Committee on Tennessee Medical Association Group
Insurance

—Committee on Constitution and By-Laws
—Committee on Hospitals

—Peer Review Committee
—Committee on Communications and Public Service

—Interprofessional Liaison Committee
—Committee on Continuing Medical Education

—Mediation Committee
—Committee on Rural Health

—Committee on Emergency Medical Services

—Advisory Committee to the Tennessee Medical Asso-

ciation Auxiliary

—Committee on Medicine and Religion—^Tennessee Medical Association/Tennessee Nurses As-

sociation Joint Practice Committee
—Committee on Maternal and Child Care
—Committee on Long-Term Health Care
—Impaired Physicians Committee
—Committee on Health Planning

—Primary Health Care Clinics Committee r
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1980 TMA Annual Meeting-House of Delegates Composition

First Session: April 9—Second Session: April 12

EX-OFFICIO MEMBERS

OFFICERS

President James W. Hays
President-Elect ....George A. Zirkle, Jr.
Vice President .... Robert L. Allen
Vice President . . . . B. J. Smith
Vice President ....James T. Craig
Speaker Allen S. Edmonson
Vice Speaker Charles E. Allen

First Second
Session Session
Present Present
Present Present

Present

Present Present
Present Present

BOARD OF TRUSTEES

County Society OFFICERS First

Session
SEVIER Vincent B. Tolley
SULLIVAN-
JOHNSON Joseph F. Smiddy Present

Billy N. Golden Present
Jack E. Butterworth Present
J. Gordon McFaddin

WASHINGTON-
CARTER-UNICOI .. Clarence E. Goulding Present

Dillard M. Sholes Present
Duane C. Budd Present
David J. Slagle

William O. Miller Present
Robert E. Clendenin Present
George E. Holcomb, Jr. Present
James C. Bradshaw, Jr. Present
James H. Donnell Present
C. Eugene Jabbour Present
Gilbert A. Rannick Present
Don J. Russell Present
Clarence C. Woodcock, Jr. Present

PAST PRESIDENTS

E. Kent Carter Present
J. Kelley Avery Present
C. Gordon Peerman, Jr. Present
John B. Dorian Present

COUNCILORS

First District Nat E. Hyder, Jr. Present
Second District ....John R. Nelson, Jr. Present
Third District James R. Royal Present
Fourth District .... Thurman L. Pedigo Present
Fifth District Anne U. Bolner Present
Sixth District Charles M. Hamilton Present
Seventh District . . . Kenneth J. Phelps, Sr. Present
Eighth District .... Charles W. White Present
Ninth District Arden J. Butler, Jr. Present
Tenth District Daniel J. Scott, Jr. Present

AMA IMMEDIATE PAST PRESIDENT

Tom E. Nesbitt Present

AMA DELEGATES

Morse Kochtitzky Present
A. Roy Tyrer, Jr. Present
Thomas K. Ballard Present
David H. Turner Present

AMA COUNCIL MEMBERS

John H. Burkhart Present
John B. Thomison Present

Present
Present
Present
Present
Present
Present
Present

Present

Present
Present

Present
Present
Present
Present

Present

Present
Present
Present

Present
Present
Present
Present

Present
Present

DELEGATES

EAST TENNESSEE GRAND DIVISION

County Society

BLOUNT

BRADLEY

CAMPBELL . . .

CHATTANOOGA-
HAMILTON .

COCKE
CUMBERLAND
GREENE
HAMBLEN . . .

HAWKINS . . .

KNOXVILLE
ACADEMY .

McMINN ...
MONROE ...
ROANE-
ANDERSON

SCOTT

Marvin D. Peterson
H. T. Vandergriff
Hays Mitchell
E. Harris Pierce
James D. Crutchfield

Woodruff A. Banks, Jr.
Billy J. Allen
Hathaway K. Harvey
Jesse E. Adams
Fred B. Ballard, Jr.
R. Phillip Burns
C. Robert Clark
William C. Patton
William E. Rowe
Paul E. Hawkins
Reece B. DeBerry
Joseph D. Robertson
Dee L. Metcalf
John H. Kinser
Crampton H. Helms

George H. Wood
Joseph W. Harb
William A. Nelson
Joe W. Black
Martha S. Bushore
John T. Purvis
Richard C. Sexton
James H. Waters, Jr.
Jacob T. Bradsher
John L. Montgomery, Jr.
Clarke E. Julius
Richard L. Whittaker
Mary B. Duf^ (Alt.)
Larry Hargis
James L. Allen

Richard A. Dew
E. C. Cunningham
Phillip M. Ricks
H. M. Leeds

Present

Present
Present

Present
Present
Present
Present
Present
Present
Present
Present
Present
Present

Present
Present
Present

Present
Present

Present
Present
Present
Present
Present
Present
Present

Present
Present

Present

Present
Present

Present

Present
Present
Present
Present

Present

Present
Present
Present

Present
Present

Present
Present

Present
Present
Present
Present
Present
Present
Present

Present

Present
Present
Present

Present

Present
Present
Present
Present

MIDDLE TENNESSEE GRAND DIVISION

BEDFORD Carl T. Stubblefield Present
BENTON-
HUMPHREYS . . . Sudhi Ali Present

BUFFALO RIVER
VALLEY Parker D. Elrod Present

COFFEE M. Clark Woodfin, Jr
DICKSON Daniel B. Drennin Present

Clyde E. Collins
FENTRESS Dilip N. Joshi
FRANKLIN Dudley C. Fort
GILES
JACKSON E. M. Dudney
LAWRENCE Virgil H. Crowder, Jr. Present

Ray E. Methvin (Alt.)

LINCOLN William K. Young Present
MACON Marvin E. Deck, Jr.
marshall Kenneth J. Phelps, Jr
MAURY H. W. Ferrell Present

Thomas R. Duncan
MONTGOMERY ....James E. Hampton Present

O. S. Luton Present
NASHVILLE
ACADEMY Terry R. Allen

Larry T. Arnold Present
Luther A. Beazley, Jr. Present
Robert W. Ikard Present
John L. Farringer, Jr. Present
B. F. Byrd Present
Richard P. Ownbey Present
Paul R. Stumb, III Present
C. Richard Treadway Present
William C. Alford, Jr, Present
Malcolm R. Lewis Present
Charles B. Thorne Present
John K. Wright Present
Benton Adkins Present
H. Victor Braren Present
Buntwal N. Somayaji Present
Sarah H. Sell Present
Ray W. Hester Present
Eric Chazen Present
Mark A. Doyne
Douglas P. Mitchell (Alt.) Present

OVERTON W. G. Quarles
PUTNAM Charles E. Jordan Present

Charles T. Womack (Alt.)

ROBERTSON James R. Quarles Present
RUTHERFORD Bernard S. Davison Present

Olin O. Williams Present
SMITH Ed K. Bratton
SUMNER Clarence R. Saunders Present

Lloyd T. Brown (Alt.) Present
WARREN T. L. Pedigo Present
WHITE Donald H. Bradley Present
WILLIAMSON Joseph L. Willoughby Present
WILSON James C. Bradshaw Present

WEST TENNESSEE GRAND DIVISION

CONSOLIDATED . . . Lee Rush, Jr. Present
Thomas K. Ballard Present
James Donnell Present
Oscar M. McCallum Present

HENRY John E. Neumann Present
MEMPHIS-
SHELBY James T. Galyon Present

McCarthy DeMere Present
F. Hammond Cole, Jr. Present
Hugh Francis, Jr. Present
Hamel B. Eason Present
William T. Satterfield, Jr. Present
Paul H. Williams Present
Rufus E. Craven Present
James W. Pate Present
W. David Dunavant Present
Earle L. Wrenn Present
Joseph A. Buchignani Present
Hollis H. Halford Present
Shed H. Caffey Present
John D. Pigott
Irving D. Fleming Present
Phillip H. Dirmeyer Present
George S. Lovejoy
Donald C. Henard Present
T. Kyle Creson, Jr.
Albert J. Grobmyer, III

Phillip A. Pedigo
Dennis Wentz (Alt.) Present
FenwickW. Chappell (Alt.) Present
Phil E. Orpet, Jr. (Alt.) Present
Rex A. Amonette (Alt.)

NORTHWEST James W. Shore Present
Grover F. Schleifer, III

TIPTON W. A. Alexander Present

Second
Session

Present

Present
Present
Present

Present
Present
Present
Present

Present

Present

Present

Present
Present
Present

Present
Present
Present
Present

Present
Present
Present
Present
Present

Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present

Present

Present
Present
Present
Present
Present

Present
Present
Present
Present
Present

Present
Present
Present
Present
Present

Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present
Present

Present
Present

Present
Present
Present

Present
Present
Present
Present
Present
Present

The above information taken from attendance record cards signed by the delegates.



1) Outgoing President Dr. James W.
Hays, Nashville (left) relinquishing gavel

:o incoming President Dr. George A.

Zirkle, Jr., Knoxville. 2) House of

Delegates in session. 3) Community Ser-

vice Award is presented to .Mr. Jay
Dump, Knoxville (left) by Dr. William
D. .Miller, TMA Board chairman. 4)

Outstanding Physician of the Year
Award recipient Dr. Hal Henard.
Greeneville. 5) Distinguished Service

Award is presented to Dr. Robert S.

Sanders, Murfreesboro (right) by Dr.

Miller. 6) Dr. Allen S. Edmonson,
Memphis, speaker of the House of

Delegates and newly elected president-

elect (left) with Dr. Charles E. Allen,

Johnson City, vice speaker of the House
and newly elected speaker. 7) Mrs. Bruce

Elrod, TMA Aaxiliary president, Mr.
Hadley W'illiams, TMA executive direc-

tor, Dr. Allen S. Edmonson, and Dr.

James W. Hays (left to right) watch as

Dr. Richard Whittaker of the UT
Memorial Research Center and Hospital

in Knoxville receives the AMA-ERF
check from Mrs. Lucian W. Trent.

Knoxville. AMA-ERF Auxiliary chair-

man. 8) Guests entering Tennessee

Medical Association’s 150th Anniversary-

Celebration. 9) TMA’s 150th
Anniversary cake. 10) Danny Davis and
the Nashville Brass entertain at the ban-

quet. 11) Dr. James W. Hays welcomes

Dr. Winfield Dunn, senior vice president

of Hospital Corporation of America. 12)

Dr. and Mrs. James W. Hays. 13) Dr.

and Mrs. George A. Zirkle, Jr. 14) Ban-

quet guests enjoying the largest TMA
party ever.

i
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Tennessee Medical Association’s

Exclusively Approved

Disability insurance

&
Major Hospital Insurance

Programs

Administered By

Smith, Reed, Thompson & Ellis Co.

P.O. BOX 1280

NASHVILLE, TENNESSEE 37202

PHONE 255-7625

Manager
WILLIAM H. ELLIS, C.L.U.

Supervisors

ROBERT K. ARMSTRONG
THOMAS G. HENRY, JR.

ROBERT M. GARRIGUES

Underwritten

SINCE THE PROGRAM'S INCEPTION IN 1942

By

Commercial Insurance Company

Newark, New Jersey
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AMA 1979 Interim Meeting Report

Council on Scientific Affairs Report G

Hypnotic Drugs and Treatment of Insomnia

(Appendix 0)

In 1977 an expert panel of the National Institute on Drug Abuse (NIDA)
addressed the question of whether short-acting barbiturates were too often being

abused or misused, were contributing to a high rate of suicides, were too readily

available on prescription and should perhaps be moved from class II of the Con-

trolled Substances Act (CSA) to class I (CSA).^ This committee concluded that

there was no good evidence to suggest that any new regulatory action should be

taken against these barbiturates. It did suggest that benzodiazepines were perhaps

preferable to barbiturates as hypnotics, because of a wider margin of safety, but

concluded that hypnotics had an important place in clinical practice that did not

deserve to be truncated because of their possible abuse potential.

In 1979 another expert committee on the National Academy of Sciences’ In-

stitute of Medicine (lOM) again reviewed these issues and others in a more de-

tailed report on “Sleeping Pills, Insomnia, and Medical Practice.” This

committee examined prescribing habits of physicians in the treatment of insomnia

and reached several important conclusions, including the fact that both short-

acting barbiturates and benzodiazepines as classes of drugs are probably equally

effective in short-term use. In long-term use, whereas the barbiturates more rapidly

lead to tolerance, the benzodiazepines carry increased likelihood of the adverse

effects of impaired coordination and psychomotor skills. Either type of hypnotic

may be preferred for a particular patient depending upon his individual charac-

teristics. This committee also recommended no change in classification of these

drugs, but it did make several findings and recommendations important to prac-

ticing physicians.

The Council on Scientific Affairs has reviewed these two reports and agrees

with most of their substantive conclusions. The following is a distillation for the

clinician of these two excellent reports together with commentary.

Use of Sedative-Hypnotics

Physicians’ prescribing habits have changed since 1970. As of 1977 prescribing

of all hypnotic drugs has fallen by 39%. Barbiturate prescriptions have declined

by 77%, because of their restriction to class II (CSA), while flurazepam hydro-

chloride (Dalmane), and the other benzodiazepines (e.g.. Valium, Librium) have

increased to account for more than half of all sedative-hypnotic prescriptions.^ The
shift to flurazepam (Dalmane) can be largely attributed to its diminished inter-

ference with REM sleep, the clinical importance of which has never been scien-

tifically established. Its claim for a greater efficacy over a four-week period may
also have influenced some prescribers, although this was based on a single study

involving ten carefully selected subjects. Clearly, more controlled studies in this

area are indicated.

Barbiturate-related deaths in the United States have decreased between 1970

and 1976 by more than 50%, in parallel with the reduction in total number of

barbiturate prescriptions. Nevertheless, total suicides reported from all causes

increased slightly during the same period and that number related to drugs changed
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less than 10%. This suggests that people bent on suicide may easily find al-

ternatives to achieve death, such as alcohol-drug or multiple drug combinations.

Management of Insomnia

Insomnia is a symptom, rather than a disease entity. The differential diagnosis

of insomnia is now reaching new refinement from well-conducted studies in a few

interdisciplinary sleep research laboratories. The importance of recognizing the

underlying disorder cannot be stressed too often. In such organic disease states as

congestive heart failure or symptomatic hypertension, the temporary treatment of

insomnia by hypnotics can be important in reestablishing compensation just as

correction of the disorder may reheve the insomnia. Psychiatric conditions such as

depression, mania, organic brain syndrome, alcoholism, schizophrenia, and so

forth may also present with the symptom of insomnia. To treat these latter patients

with a hypnotic has dubious value and, if enough doses are prescribed, may
contribute to a suicide. The administration of a hypnotic drug to the patient with

sleep apnea may prove fatal and is contraindicated. Thus, a careful history and an

accurate diagnosis should be sought before using sedative-hypnotics for insomnia.

Temporary and situational insomnia related to environmental distortions may
respond well to judicious use of hypnotic drugs with close physician monitoring,

no less than that related to acute exacerbations of organic disease. Both panels

of experts suggested that chronic use of hypnotics nightly for more than two to

six weeks was not justifiable. Not enough emphasis has been placed upon other

measures for treatment of insomnia than drug therapy.

Recent studies of insomnia have shown great overlap in actual sleep patterns

observed in the 15% who complain of this symptom and those 85% who do not.

The symptom is widely prevalent: over 30% of adults surveyed in Los Angeles

complained of some difficulty sleeping, although only about half considered the

problem serious.® Of the 6% who consulted a physician about half received a

prescription for a hypnotic. Thus, insomnia is not routinely treated with a drug

and, in fact, may not require drug treatment much of the time.

Nondrug treatment of insomnia should receive particular attention by physicians

in those patients with chronic, persistent primary insomnia. Psychotherapy and

behavioral therapy have their place in difficult cases, but compliance may be

limited. Office counseling can be helpful and should, according to the lOM report,

include advice to establish rigid times for retiring and arising from bed; avoid

naps; avoid stimulants, including coffee and tea, in the afternoon or evening; use

the bed only for sleep or sexual activity; pursue some program out of bed at times

of wakefulness; establish a regular program of daytime exercise; plan evening

activities conducive to relaxation, e.g., hobbies, rest, hot milk. Much more com-

prehensive study is needed to define the relative importance of these empirical

suggestions for selected groups of patients.

Hypnotic drug therapy should be used judiciously and for brief periods of two

to six weeks. The choice of drug and the frequency and duration of its use should

be tailored to the individual needs of the patient. The effectiveness of short-acting

barbiturates is well established. However, there is a hangover effect the next day,

tolerance may develop quickly with regular daily use, the suicidal dose is

relatively small, and insomnia or nightmares may complicate withdrawal.

Benzodiazepines are probably as effective at inducing sleep as the barbiturates,

although experimental documentation of this clinical impression is not conclusive.

Their therapeutic index is higher than that of the barbiturates. The benzodiazepines

break down into cHnically important psychoactive metabolites with half-fives of

one to eight days that cumulatively can produce adverse effects upon daytime

coordination after nightly use of the drug for a week or longer. In addition, ad-

verse effects are more likely to occur in older patients and in patients with im-
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paired kidney function.

The elderly patient is not only more subject to sleep difficulties, but is also more

vulnerable to the hazards of hypnotic use. This is because of the greater likelihood

that these symptoms are due to disorders that do not respond to, and may even be

aggravated by, hypnotics, such as depression, senile dementia, organic brain syn-

drome, alcoholism, renal disease. Thus, the benefit/risk determination in older

people may be difficult to make. Failure to control insomnia with one hypnotic

may easily lead to use of combinations or to overuse.

Conclusions

Hypnotic drugs, in spite of the above caveats, still play an important adjunctive

role in the management of organic disease, as well as in the management of some

insomnia. Their intelligent use in the lowest effective dose is an important part of

every physician’s armamentarium.

Any effort to curtail, in the name of drug abuse, the range of pharmacologic

choices that the physician has should be resisted. The Council agrees with both

of these prestigious panels that there is “no justification for more restrictive

scheduling of barbiturate hypnotics under the Controlled Substances Act.” Al-

though no one in the United States has seriously suggested that barbiturates or

benzodiazepines be removed from medical practice, indications can be removed

from labeling, and from there it is one step to enforcement of adherence to that

labeling in state law and regulation, on penalty of license removal or restriction.

That could happen with any drugs that have a dependence liability and abuse

potential.

Drug abuse will be with us until we successfully address the complex reasons

for its prevalence. It wHl shift from one substance and class of substances to

another, if prescribing and production are curtailed for first this drug and then

that drug. To assess drug efficacy and safety for the individual patient only in the

context of drug abuse and physician misuse is hazardous. Such myopia deceives

the public and denies the benefits of drug therapy for some patients thus ultimately

endangering their health.

The Council on Scientific Affairs believes that the sedative-hynotics have an

important place in contemporary medical practice. The use of these drugs may be

aided by more clinical investigation, epidemiologic studies, and sophisticated multi-

disciplinary (pharmacologic, psychotherapeutic, behavioral, and psychosocial ap-

proaches) research. This research deserves both federal and private financial

support in addition to the support of the pharmaceutical industry, which is pres-

ently the principal source of funds.

The Council recommends that the AMA continue to place emphasis upon the

diagnosis and management of insomnia, as well as upon the use of sedative-

hypnotic drugs, in undergraduate, graduate and continuing medical education.

The Council also recommends that the AMA support the lOM committee’s

suggestion that the current scientific issues associated with sleep disorders, their

study and treatment require serious review; that this goal be accomplished within

the present administrative structure of the DHEW, rather than by the formation

of still another major institute; and that the AMA volunteer to cooperate in this

review.
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AMA 1979 Interim Meeting Report

Board of Trustees Report W
AMA Programs to Assist Indochinese Refugees

(Appendix P)

At the 1979 Annual Meeting, the House of Delegates adopted Resolution 176

which asked that the AMA “explore the development of a program to respond to

the medical emergencies of the increasing number of refugees known as ‘boat

people’ and, if found feasible, that the Board of Trustees implement the program

as soon as possible.”

During the ensuing weeks, the AMA contacted various government agencies and

private sector organizations to determine what the AMA might do to be of as-

sistance in providing medical services for these unfortunate people.

The research revealed that there are a number of public agencies and private

organizations engaged in a variety of activities to aid refugees. However, there is

no single coordinating body nor specific source of funding for the profusion of

programs. The problem is compounded by diplomatic and political barriers which

confront the U.S. government.

To expedite the placement of physicians who have already volunteered to serve,

the AMA presently is referring physicians to one of several private, voluntary

organizations recruiting health teams to serve in refugee camps in Thailand. For

now, a minimal number of physicians are needed for short-term stays of three

months. Most refugee camp programs are seeking physicians willing to serve for six

months, with a preference for volunteers able to sign on for one or two years.

A recruitment letter has been sent by the AMA to members of the American

Association of Volunteer Physicians, veterans of the AMA Volunteer Physicians

for Vietnam program, asking them to volunteer their services in the United States

or overseas to help the refugees. Responses to that letter are now being received.

On the domestic side, the AMA has contacted the state and local medical so-

cieties to encourage the development of programs to provide medical care for

Indochinese refugees resettling in the United States. The Minnesota Medical

Association has a program in place that it believes will provide adequate medical

care for refugees. A copy of the program has been sent to state medical associa-

tions as one example of refugee assistance.

Also, the AMA has responded to a request by the Center for Disease Control

to recruit volunteer physicians to provide immediate medical care for refugees at

major U.S. ports of entry. In addition, the AMA is requesting state and local

medical societies to assist in the identification of physicians willing to serve over-

seas in refugee camps. To minimize confusion, the AMA will coordinate place-

ment of volunteer physicians overseas as positions become available. Names of

physicians willing to serve overseas should be referred to the Office of Interna-

tional Medicine at AMA headquarters.

To develop a long-range solution to refugee problems, whether triggered by

political or natural causes, the AMA has asked the National Council for Inter-

national Health (AMA is a sponsor of NCIH) to develop the capability to

coordinate the activities of U.S. private, voluntary organizations wishing to provide

assistance for refugees both in the United States and in foreign countries.

The refugee situation is in a state of continuous change. However, it is evident

that the refugee problem will be with the world for a long time to come. Therefore,

the AMA will continue to monitor domestic and international programs to aid

refugees and continue to seek ways theAMA can be of help. , -p
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Special Communication

The Educated Guess:

Doctors and Permanent Partial Disability Percentage

JOSEPH G. BURD, M.D.

Some years ago when Dr. Earl McBride was

giving a course at our American Academy of

Orthopedic Surgeons (AAOS) meeting on dis-

ability evaluation, one of his friends questioned

an “X” he used in his formula. Dr. McBride,

author of the most commonly used text on the

subject at that time, agreed that the value of “X”
was a guess, but he stressed the point that it was

an educated guess. Most of us left the course re-

solved to make better educated guesses in our

formulae for permanent partial disability eval-

uations.

The Liaison Committee for Continuing Medi-

cal Education seems to place httle emphasis on

disability evaluation. On the other hand, medical

ethics requires cooperation with the legal frater-

nity when and where such opinions are of value.

The work done by the AMA Committee on Rat-

ing of Physical and Mental Impairment in 1960,

texts on disability evaluation, and the AAOS
manual for permanent physical impairment are

virtually museum pieces. So somewhere in our

social upheaval the medical profession has con-

tributed to the confusion with something less than

educated guesses.

The doctor’s job, as I see it, is not only to pro-

vide the best of medical care to the patient with

likelihood of impairment rating, but also to equip

himself to give such a rating. He can certainly

consciously or subconsciously compare patients

with such a need to patients not requiring a dis-

ability rating. This is a useful yardstick and is

part of Dr. McBride’s “X.” The partial loss of

use of the body can then be explained to his

patient. Information coming from his doctor is

more sound than that from nonmedical parties.

A 15% loss of use of the body as a whole means

simply that of seven things the man could do prior

to his injury there is one he cannot now do. The
coroUar}^ is that he can do the other six.

The rather rare ambivalent doctor decries in-

flation and damns the people who are getting

something for nothing, at the same time exagger-

ating the number of his consultations and treat-

ments, length of hospital stay, and percentage of

impairment. But doctors are people, and people

are still people.

As far as the doctor is concerned, disabihly is

impairment of body function. The impairment is

loss of use resulting from the insult to the body.

The social and economic aspects of the injury are

the province of other professionals. The “pain

and suffering” aspects of injuries are not our

world in the legal sense.

The doctor can unwittingly cause an employer

to set up an individual welfare plan by failing to

take into consideration the past medical history

of his patient. In other words, a condition exacer-

bated is not an entirely new injury. Should the

doctor believe the patient is none the worse after

the acute exacerbation subsides, no additional

disability is indicated. Should the doctor beheve

the individual is physically incompetent to handle

the job, he should state that the job did not cause

the man to be physically incompetent.

Excesses in impairment ratings have effects on
our society that result in increased cost of prod-

ucts and services. When an award is paid by an

insurance carrier, the cost of premium paid by the

employer increases, and likewise the cost of the

product and/or service. Actually, the award re-

cipient’s neighbors pay the award. So we have

another reason to work out a careful but fair

percentage of impairment.

Much of the refusal to employ the handicapped

is caused by unfair disability ratings. The handi-

capped employee may not want to do part of his

job, or he may have a minor on-the-job injury.

The doctor who neglects the past medical histor\^

can cause the employer to be legally responsible

for a birth or developmental impairment.

One of the more serious effects of poorly

worked out disability ratings is what amounts to

pitting doctor against doctor in the courtroom as

professional witnesses.

I believe additional study of the formulae that

make up disability ratings would not only help

society economically, but improve the image of

the profession at large. r ^
6045 Bresslyn Rd.

Nashville, TN 37205
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Special Item

Top Health and Medical Events of the 1970s—

A Review by the American Medical Association

The dawn of the 1980s in the medical world

finds the once-dreaded disease, smallpox, elimi-

nated as a threat to mankind, a virtual end to the

measles, heart disease still the number one killer

in America, and tens of millions of Americans

jogging, cycling and just plain exercising more.

The 1970s will be recorded as the era of the

Legionnaires disease. Swine Flu vaccine, the CAT
scanner, the first U.S. dual heart transplant, a

revolutionary branch of surgery known as micro-

surgery, the world’s first test tube baby, acu-

puncture, and the controversy that ensued as to

whether the parents of 21 -year-old Karen Ann
Quinlan, judged permanently comatose, had the

right to withdraw medical support procedures.

• The American Medical Association for its

part continued to be the voice of medicine in

Congress and before the executive agencies in

the federal government, supporting and develop-

ing legislation for rural health care, labeling of

drugs, child immunization programs, and improv-

ing the system for the approval of new drug prod-

ucts in the United States. The AMA, in addition,

supported federal legislation calhng for the estab-

lishment and operation of emergency medical

service systems, food labeling, disease prevention,

continuation of programs to prevent and treat

alcoholism, cancer, drug abuse and environmental

pollution.

• The AMA revealed the deplorable health

care conditions in U.S. jails, and initiated a pro-

gram to upgrade them that is receiving wide

acclaim and cooperation. In late 1979 the Asso-

ciation called upon the administration to initiate

a presidential commission to investigate and cor-

rect the state of health in the nation’s jails. The
AMA also asked the television industry to reduce

voluntarily the amount of programming which

contains a high level of violence.

• Americans were bombarded by the pros and

cons of enacting a national health insurance pro-

gram, but by 1979, the nation and its legislators

appeared to have concluded that a European-

style program of federalized health care would

not work well in America. Even the staunchest

supporters of a government-run system had with-

drawn and reaffirmed the role of the private sec-

tor in the American health care delivery system.

• From a legal standpoint, the U.S. Supreme

Court struck down the ban against abortions,

banned the controversial drug laetrile without

FDA approval, and decided that a white student

had been denied entrance to a California medical

school because of race to make room for disad-

vantaged students; but in the same decision, it

reinforced affirmative action programs.

• Congress passed sweeping social reforms in-

volving the regulation of places to work, autho-

rizing the government to establish and reinforce

safety rules for nearly 60 million American

workers, and Americans received good news

noting trends of lower infant mortality and longer

life expectancy, but found room for improvement,

particularly in the area of personal behavior.

• Americans were smoking less, drinking more

and worried whether saccharine plus cigarettes

could be tied to bladder cancer. The death rate in

the United States is now the lowest in history,

and the average baby being bom today could

expect to live 73.2 years.

• As the 1970s drew to a close, the Robert

Wood Johnson Foundation predicted that by the

mid 1980s, 85% of the physician population

will specialize in primary care, compared to 62%
at the present time. The number of physicians by

1990 will increase to the 600,000 level.

• Americans’ dependence on physicians was

revealed in a 1976 study showing they made 645

million office visits. Of the total, 40% were to

the family physician and 28% to surgical special-

ists, and another 26% to medical specialists, ac-

cording to the National Center for Health Sta-

tistics. A National Cancer Institute seminar pre-

sented evidence that challenged some of the as-
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sumptions favoring the widely accepted surgical

technique of radical mastectomy.

• While the Federal Trade Commission in one

breath commended the AMA for its “valuable

and unique” role with respect to preventing false

and misleading advertising, it ruled that the Asso-

ciation has restrained competition by restricting

advertising among its members. The ruling was

made even though testimony revealed that the

AMA has not discouraged advertising, only the

publication of advertising which used testimoni-

als, guaranteed results, and made other mislead-

ing statements. It was shown, furthermore, that

traditional forces do not apply to medicine and

that advertising does not necessarily result in

lower fees. In its decision, the FTC sought to be-

come the primary regulator of physician advertis-

ing rather than allow the profession to conduct its

own affairs.

• In the scientific world, computerized tomog-

raphy made its appearance and is now the single

most valuable tool for detecting brain disorders.

A study by Dr. Edward Freis and colleagues in

17 Veterans Administration hospitals concluded

that treatment of even moderate high blood pres-

sure (hypertension) can reduce death rates from

heart disease and strokes.

• The world welcomed the first confirmed

birth of a test tube baby in England, a baby con-

ceived outside the womb. A 5 lb 12 oz girl was

delivered by caesarian section.

• The first U.S. dual heart transplant (two

hearts beating at once) took place in Richmond,

Va., in 1975 by Dr. Richard R. Lower, professor

and chairman of thoracic and cardiac surgery at

the Medical College of Virginia. The world’s first

dual heart transplant had been performed by

South African surgeon, Dr. Christiaan Barnard, in

1970. Heart transplants gained a new lease on life

in 1979 when Stanford University revealed trans-

plants now work 75% of the time and could aid

an estimated 75,000 Americans annually.

• A revolutionary branch of surgery known
as microsurgery emerged in the early ’70s, provid-

ing new techniques for reattaching severed limbs

and delicate brain operations.

• The “best evidence yet” for existence of a

human cancer virus was uncovered by Dr. Robert

McAllister and co-workers at the University of

California, as cells from cancerous tissue of a

7-year-old girl were injected into unborn kittens

and four of the animals developed tumors.

• A milestone against serum hepatitis was
reached at the New York University School of

Medicine when Dr. Saul Krugman devised two

new vaccines against the disease that may cause

liver failure and death.

• The marketing of a pneumonia vaccine, de-

veloped by Dr. Robert Austrian of the University

of Pennsylvania’s Department of Research and

Medicine, was described as being able to prevent

25.000 deaths a year. It is estimated that there

are currently 400,000 cases of pneumococcal

pneumonia annually in this country.

• There was new hope of successful treat-

ment for the heretofore resistant genital herpes

simplex infection with 2-deoxy-D-glucose, which

cured most cases of the infection within 12 to 72

hours and the others within a few additional days.

• The last U.S. doctors left Vietnam in early

1975. Many, such as Dr. George P. Christian

who worked for the American Friends Service

Committee, spent time in a Vietnamese prison

camp. Major Floyd H. Kushner of Danville, Va.,

the only doctor serving with the armed forces to

become a prisoner of war, was interned for more

than five years. Although reports of high inci-

dence of drug addiction among the U.S. armed

services in Vietnam were circulated, a govern-

ment report showed that most of the addicts

could be rehabilitated, and only 1.3% of the

313.000 men serving in Vietnam used drugs as

compared to 1.2% of the civilian population.

Only 7.2% of the Vietnam returnees who said

they used drugs continued their addiction.

• The first physical examination in space was

given by Commander Joseph P. Kerwin, a 41-

year-old flight surgeon who was among the three-

man crew that blasted off in the great space sta-

tion known as Skylab. Dr. Kerwin’s job was to

oversee a series of elaborate and exacting bio-

medical experiments designed to learn about

man’s ability to function in weightless flight for

periods of two months or longer. One medical

fact learned by the Kerwin mission was that not

only are legs a drag in space, but are definite lia-

bilities for trips to distant planets. These useless

appendages, experts from the Skylab Life Science

Symposium at Houston’s Johnson Space Center

concluded, are the likely source of what is now
believed to be the major medical stumbling block

to space voyages of one year or longer—loss of

calcium from bones.

• Two U.S. doctors who visited Communist

China revealed that anesthesia by acupuncture is

used in about a third of the major operations in

the country. Chinese doctors successfully demon-

strated acupuncture in ten operations ranging
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from tooth extraction to the excision of a TB-
infected lung. But American medicine, for lack of

clinical proof, still regards the technique as ex-

perimental.

• While the overall health of Americans was

reported as improving, the nation was stunned by

reports of a high incidence of child abuse and an

increase in teenage suicides. Of the more than

1 million children in the United States who
suffer physical abuse or neglect each year, it is

estimated that 2,000 of them die from the effects.

And if all cases were reported, HEW’s National

Center on Child Abuse and Neglect revealed, the

number of children affected would probably be

1.6 million,

• The cost of running Medicare and Medicaid

programs continued to rise. When the programs

were launched in 1966 they cost $3.4 billion. Ten

years later, in 1976, the programs cost more than

$26 billion, and by the early 1980s the cost will

zoom past the $35-billion mark for the Medicare

program alone. Medicaid will cost at least an-

other $12 billion.

• Before the controversial Professional Stan-

dards Review Organization (PSRO) bill became

the law of the land in 1973, its authors, including

Senator Wallace Bennett (R-Utah), campaigned

for the proposal on the theme that Medicare and

Medicaid costs would be trimmed. While PSROs
can provide limited cost savings to Medicare-

Medicaid, it has always been the position of the

AMA that the primary purpose of the PSRO pro-

gram is to improve the quality of care to federal

patients. Shortly after passage of the original law

in 1972, the AMA Council on Medical Services

established the Ad Hoc Advisory Committee on

PSRO. The committee has been acknowledged as

making major contributions toward improved un-

derstanding between interested parties in medi-

cine, the government, and the private sector. The

work of the group has succeeded in setting forth

model screening criteria which would serve as a

model for local PSROs in establishing screening

and other guidelines to meet local needs and

practice.

• The ’70s also found 15 million Americans

spent more than $10 billion to keep slim. Pioneer

sex therapist William Masters told the world that

probably at least half of the marriages in this

country are either sexually dysfunctional now or

in danger of becoming so.

• Americans witnessed a reexamination of

medical ethics as a New Jersey court told the

parents of 21 -year-old Karen Ann Quinlan,

judged terminally ill, they had the right to with-

draw life support procedures. And in late 1978

the FDA gave New Mexico the right to conduct

research in using marijuana for chemotherapy pa-

tients to relieve nausea caused by the treatment.

• The 1970s will also be remembered as the

era of the pill, with an estimated 8.5 million nor-

mal healthy American women swallowing 20 or

more pills a month to prevent unwanted preg-

nancies. It also marked the time for a big increase

in the number of men having vasectomies. Ac-

cording to a study performed by a Philadelphia

research group, more than 275,000 men had

vasectomies in the first six months of 1970 com-

pared to just 150,000 for the entire year of 1969.

The reason for the increase was the pill scare and

the willingness of men to accept more responsi-

bility for birth control,

• As the 1970s drew to a close, Americans

literally were running for their lives. The 1970s

trend toward regular exercise and improved physi-

cal fitness reached its climax in 1979 as joggers

by the hundreds of thousands could be seen on

any given day or night along the byways and

highways of America.
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George A. Zirkle, Jr.

pfe/icIcAlV

The Compleat Physician

The truly successful physician in your community is one who is highly

respected by his peers and the public. He always seems to have time to enjoy

life, yet you know he has hundreds of patients, a staff that constantly needs

his ear, a wife who desires him home for dinner at a decent hour, and two

children who want him at the PTA.

Church activities and committees of the church are looking for his as-

sistance and wisdom, hospital staff meetings and continuing education con-

ferences require his presence. The local and state medical societies, specialty

societies, and the American Medical Association need his support and

presence. How does he do it? His priorities are in order! He keeps them

constantly in mind; his decisions are based on them.

A physician must be careful not to confuse activity with accomplishment.

He must determine his personal direction and engage in activities that lead

toward the accomplishment of his goals.

These goals can be divided into at least two categories: personal goals and

practice goals. They overlap, of course, but there is a priority order.

After attaining the commendable goal of becoming a physician, many never

take time to define ongoing personal and practice goals. Without targeted

directions, the flurry of medical activity can engulf the physician’s fife.

Your goals need to be specific, not general, with numbers and dates at-

tached. “Someday I’m going to . . .
.” will not suffice.

The physician’s greatest danger is not failure to reach his goals; it is that

he reaches them and stops growing.

What goals have you determined to accomplish in this life? If you were

given a pad and pencil, could you list your top five? Seneca, a Roman

philosopher, stated it well: “If a man does not know to what port he is

steering, no wind is favorable to him.”

Sincerely,

PRESIDENT

REFERENCE

Johnson, DM: A person first, an MD second, practice management column. Skin & Allergy News,

vol 2, no 2, Rockville, Md, Capitol Cities Media, Inc, 1980.
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Tennessee Springtime

. . . Lord, I do fear

Thou’st made the world too beautiful this year.

My soul is all but out of me—let fall

No burning leaf; prithee, let no bird call.

Edna St. Vincent Millay

—

God’s World

That outstanding Chinese Christian scholar,

Watchman Nee, has written that he is sometimes

troubled by the fear that when the Lord returns

to snatch His own into the air, he will be so

so engrossed with something of his own—perhaps

something he is writing—that he will say, “Just

one more minute. Lord, to finish this sentence,”

and in holding onto it miss the Rapture.

It is spring in Nashville. It is the time when

God is making all things new, and He paints with

a vivid brush. For the past 15 years I have taken

the same route to and from the hospital where I

work; it carries me through Centennial Park, past

the Parthenon and Lake Watauga, remnant of

Tennessee’s Centennial Exhibition nearly a cen-

tury ago, on past the park’s sunken garden, one

of the loveliest spots in the city. The garden’s

golden daffodils have been replaced by a sea of

red, yellow, and variegated tulips, its redbuds are

in bloom, and its azaleas and dogwood are be-

ginning to add their color to the melange.

Gorgeous!

The park is an island of stability in a changing

city. Its face, though altered by the gardeners to

reflect the seasons, year in and year out is essen-

tially changeless. Except that the trees are grown

somewhat larger, photographs taken at the same

season over the years show a remarkable simi-

larity.

Not so the streets by which I arrive at the

park. They show the ravages of time and season

and some of them of the city’s growth. What was

a lovely residential boulevard—the city’s parkway

when I was in school 40 years and more ago—is

now a widened busy thoroughfare, many of its

fine homes replaced by apartments and condo-

miniums. But the back streets are more reward-

ing, and through them I trace my daily path—

a

more leisurely way from a more unhurried time.

I watch the dogwood, pink and white, grow

from toddlers to adulthood, occasionally losing a

branch or so to storms or ice. The huge maples

which in summer make the street a leafy tunnel,

in fall turn red and gold, then brown, then lacy

bare. Red crepe myrtles line the sidewalks of a

whole block. One spring they were reduced to

stumps, but through the creeping years most have

regained their former glory. Whole banks along

the high side of the street turn saffron with

forsythia, and redbuds dot the lawns with rose

and pink.

A particular street, some six blocks long and

paralleling the main thoroughfare, grew up in the

early days of this century, before zoning laws

decreed a numbing monotony for each neighbor-

hood, so that sprinkled in between fine old town-

houses of two and three stories are newer smaller

homes and low comfortable bungalows. This area,

within reach of the university and therefore a

part of the university community, is a stable one

with lawns and houses generally well kept. A
couple of years ago a program was begun to re-

store some of the finer homes, some of them
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almost a hundred years old. As the years move
on, facades are altered imperceptibly, some of

them adorned with new colors. Old trees oc-

casionally fall, their huge trunks rotted shells, but

the bald spots are soon effaced. Leaves fall into

gutters, are raked and burned, the remnant swept

away by fall rains and wind or covered with win-

ter snow and ice. The bleak grandeur of winter

gives way to the bubbling enthusiasm of spring,

then on to heated summer, with its fragrance of

fresh-mown lawns, through the profligate artistry

of fall and back to winter again, and on and on.

“The more things change the more they remain

the same.” Spring in the country is beyond com-

pare, but unless we have paved it over, she comes

to the city as well.

According to his agreement with the devil,

Faust was to remain free as long as he remained

unsatisfied, but as soon as he was ready to stop

the clock, he belonged to Mephistopheles, body

and soul. He found that moment in standing “on

free soil among a people free.” Not understand-

ing, Mephistopheles says, “The latest, poorest,

emptiest moment—this,—he wished to hold it

fast forever.”

“Eye hath not seen nor ear heard, neither have

entered into the heart of man, the things which

God hath prepared for them that love Him,”

wrote St. Paul. I am sure he must be right. See

how much God has given all of us, whether we
love Him or not.

What is worth holding onto—worth stopping

the clock for? We had better not settle for any-

thing less than the best, and as we now still see

through a glass, darkly, we can’t know what that

is. But Tennessee springtime

—

Now thafs something!

J.B.T.

Hell to Breakfast

Air and sky are crystal clear as the nascent sun

strikes the Santa Monica Mountains. From my
eleventh floor balcony I can see their western

terminus, and the far-off buildings of Santa

Monica against the western sky. Birds chirp

sleepily in the garden below, and the construction

site just past it is still, its giant earthmovers torpid

in the cool air of dawn.

What a difference an hour makes. My world is

awake. A dingy pall has developed over Santa

Monica, concealing all but its barest outlines. It is

a broader manifestation of what is happening

around me, as I become enveloped in dust, diesel

fumes, and noise. At the stroke of seven the great

behemoths belched, lurched, clanked, and began

to roll, leaving behind streams of effluvia and

great gashes in the soil. Behind their screen of

shrubbery the putting green, the swimming pool,

and the garden with its lily pond all maintain a

facade of quiet calm under the slanting rays of

the sun. But they know. I can almost hear their

sighs, in harmony with my own.

I know what it will be like in a few hours. It

will be like it was yesterday afternoon. I could

hardly see—or breathe. Across the street boiling

pitch was emitting dense, black, acrid smoke. The
freeways, long known as the world’s largest park-

ing lot, were clogged with vehicles which trickled

off to clog in turn the city streets, each gas guzzler

contributing its bit to civilization’s effort to ob-

scure the sun, ruin mankind’s collective hearing,

and poison its lungs.

Where do they all come from? Well, one place

they come from I know. The Los Angeles free-

way system may now be only the second largest

parking lot in the world. The car rental lot at the

Los Angeles International Airport I believe has

surpassed it. Although there are more automobiles

per capita in the area than anywhere else in the

country, and therefore probably the world, you

can still get an approximation of the magnitude

of our national problem by multiplying this mess

by 50 for the major airports in the country, and

then adding to it all the construction sites in our

hundred odd major cities. Now add the usual

gasoline and diesel oil transportation—private

auto, bus, truck, etc.—and the aerial kerosene

burners, and if your head doesn’t ache, mine

does. If I think about it anymore it will ruin my
day, and, with apologies to Mr. Frost, I have

hours to go before I sleep—hours to go before

they sleep.

J.B.T-

A. Merton Baker, age 62. Died April 4, 1980. Grad-
uate of University of Tennessee College of Medicine.

Member of Chattanooga-Hamilton County Medical
Society.

Anna Mary Bowie, age 90. Died April 16, 1980.

Graduate of University of Texas School of Medicine.

Member of Nashville Academy of Medicine.
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Roscoe C. Pryse, age 93. Died March 31, 1980.

Graduate of University of Louisville School of

Medicine. Member of Campbell County Medical
Society.

A. Frank St. Clair, age 35. Died April 4, 1980.

Graduate of University of Tennessee College of

Medicine. Member of Memphis-Shelby County
Medical Society.

Robert F. Thomas, age 88. Died April 4, 1980.

Graduate of State University of New York School

of Medicine. Member of Sevier County Medical
Society.

neui fflcmbci/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Richard Calhoun, M.D., Chattanooga
Sudhakar K. Reddy, M.D., Chattanooga

CUMBERLAND COUNTY MEDICAL SOCIETY
Mohammed Koucheki, M.D., Crossville

KNOXVILLE ACADEMY OF MEDICINE
Jack E. Scariaro, Jr., M.D., Knoxville

Douglas Y. Seaton, M.D., Knoxville

MEMPfflS-SHELBY COUNTY
MEDICAL SOCIETY
Ward C. Parson, III, M.D., Millington

Allen K. Tonkin, M.D., Memphis
Fred Graves Wright, Jr., M.D., Memphis

MONTGOMERY COUNTY MEDICAL SOCIETY
William J. Pedigo, M.D., Clarksville

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
Francis Rushton, M.D., Wartburg
Dwight Willett, M.D., Wartburg

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY
J. Michael Bookout, M.D., Kingsport

David Schilling, M.D., Kingsport

David Sewell, M.D., Kingsport

Larry Westerfield, M.D., Kingsport

SUMNER COUNTY MEDICAL SOCIETY
Diedre Cagle, M.D., Gallatin

Ted W. Hill, M.D., Gallatin

A. Sid King, M.D., Gallatin

G. Kyle Smith, M.D., Gallatin
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WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Thomas Edwards, M.D., Johnson City

Ann Fingar, M.D., Erwin
James Fingar, M.D., Erwin

TMA Members Receive

AMA Physician's Recognition Award

Thirty-nine TMA members qualified for the

AMA Physician’s Recognition Award during

the period of March 3 to April 10, 1980.

To qualify for the PRA, a minimum of 150
hours of continuing medical education must
be earned over a three-year period; 60 of these

hours must be Category 1

.

This list does not include members who re-

side in other states. Names of additional PRA
recipients will be published as they are received

from the AMA.

Crawford W. Adams, M.D., Nashville

Billy Jason Allen, M.D., Chattanooga
Samuel Louis Banks, M.D., Chattanooga
Robert Luther Barnes, M.D., Knoxville

Harvey William Bender, M.D., Nashville

Richard Lee Bilbrey, M.D., Crossville

Edwin Eugene Blalack, M.D., Fayetteville

Louis Loraine Carter, M.D., Memphis
John Wallace Chambers, M.D., Cleveland

Louis Ward Close, M.D., Nashville

Jerry Jackson Crook, M.D., Morristown
Loren Arthur Crown, M.D., Memphis
Alvin Joseph Cummins, M.D., Memphis
James Hodge Godfrey, M.D., Johnson City

Waverly S. Green, M.D., Bristol

William Timothy Hayes, M.D., Memphis
Michael Douglas Heilman, M.D., Memphis
Jayakumar Reddy Kambam, M.D., Nashville

Jeffrey Jay Kovan, M.D., Chattanooga
Samuel S. Lambeth, M.D., Maryville

Robert C. McEwan, M.D., Memphis
Arnold Max Meirowsky, M.D., Nashville

John Edward Neumann, M.D., Paris

James Patrick O’Leary, M.D., Nashville

Orland Stenberg Olsen, M.D., Johnson City

William Clayton Patton, M.D., Chattanooga
Thurman Lee Pedigo, M.D., McMinnville
George L. Perler, M.D., Nashville

Charles Alvin Prater, M.D., Jellico

James Clinton Prose, M.D., Knoxville

Jack T. Roberts, M.D., Knoxville

Thomas Vance Roe, M.D., Savannah
Stephen Murray Shiffman, M.D., Memphis
Nat Henderson Swann, M.D., Chattanooga
Doris Krull Thomson, M.D., Chattanooga
Rodrigo Verzosa Tiongson, M.D., Celina

Francisco C. Vallejo, M.D., Tullahoma
Gates Jordan Wayburn, M.D., Nashville

Thomas Jefferson C. Woods, M.D., Memphis
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McCarthy DeMere, M.D., Memphis, has received

the Medal of Honor from the Alexander McCullar

Chapter of the Daughters of the American Revolu-

tion. The honor is the highest the DAR can confer

and is given for outstanding leadership, service,

patriotism and trustworthiness. Dr. DeMere, known
for writing a widely held legal definition of death,

is the first Memphian and only the second Tennes-

sean to be given the Medal of Honor.

T. Albert Farmer, M.D., chancellor of the University

of Tennessee Center for the Health Sciences, Mem-
phis, has been selected as this year’s recipient of the

L. M. Graves Memorial Health Award, which is

sponsored by the Mid-South Medical Center/ Health

Systems Agency. The award is presented annually to

an individual who in the opinion of the selection

committee has contributed most significantly to com-

munity health.

Alvin J. Ingram, M.D., chairman emeritus of the

Department of Orthopedic Surgery, University of

Tennessee Center for the Health Sciences, Memphis,

has been elected a member of the Executive Commit-

tee of the American Board of Medical Specialties, a

federation of the Medical Specialty Boards. The pur-

pose of ABMS is to speak to and for the various

specialty boards in establishing standards, policies,

and procedures for assuring the achievement and the

maintenance of competence of physicians to practice

their specialty.

nolioficil ncui/

From the AMA’s Office in Washington, D.C.

Health Program Funding Cut

Congressional appropriations committees are con-

sidering the administration’s proposals for a further

$500-million reduction in health program funding.

The cuts in an already Spartan health budget,

made as part of President Carter’s all-out drive to

balance the budget to fight inflation, normally would
receive short shrift in Congress where health usually

is treated generously. However, this year promises

to be different as Congress generally shares the ad-

ministration’s concern about budget deficits.

In addition to the cuts for the fiscal year 1981

starting next October, the administration is seeking

reductions in appropriations for the current year

and rescissions of appropriations already approved
by Congress. Congress was asked to delay action on
the $300-miUion Child Health Assurance Program,
originally slated to take effect next fiscal year, and
on legislation expanding Medicare and Medicaid
benefits. There was even a six-month postponement,

until 1983, of the administration’s national health

insurance plan.

There was little policy evident in the indiscrimi-

nate, down-the-line budget paring of health pro-

grams. Disease prevention, mental health, alcoholism,

and the National Health Service Corps, not to men-
tion the Child Health Assurance Program had all

been administration favorites.

Proposed Health, Education and Welfare cuts are

as follows:

• Health Services Administration—cut by $117
million, including $47 million for the National

Health Service Corps, $21 million for com-
munity health centers, and $ 1 5 million for fam-
ily planning.

• Center for Disease Control—cut by $98 mil-

lion, led by $52 million for health incentive

grants.

• National Institutes of Health—cut by $91 mil-

lion plus another $41 million from this year’s

appropriation.

• National Cancer Institute—cut by $43 million.

• National Heart, Blood and Lung Institute—cut

by $15.6 million.

• Alcohol, Drug Abuse and Mental Health Ad-
ministration—cut by $102 million for state

formula grants.

• Health Resources Administration—cut by $73
million including $38 million for local health

planning.

AMA Urges Circumspection on Cuts

The AMA has told the Congress that “In these

times of escalating costs and growing demands for

increased federal financial support in governmental

programs, it is more important than ever that the

Congress provide the leadership necessary to estab-

lish priorities for the expenditures of finite federal

funds.”

In testimony before a subcommittee of the House
Committee on Appropriations, the AMA warned
that it was essential that all sectors of the economy
cooperate.

“In this connection the medical profession has

undertaken an examination of all aspects of health

care delivery in order to constrain rising costs and
conserve the public and private health care dollar

without sacrificing the quality or availability of

health care services,” the AMA said. “Through the

‘Voluntary Effort’ the medical profession and other
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organizations have created an affirmative and posi-

tive program demonstrating the concern of the pri-

vate sector in controlling hospital expenditures and
seeking to ameliorate the impact of inflation on
health care costs. This program has proven itself

effective. Physicians, too, in response to an AMA
call for moderated increases in physician fees, have

responded effectively, with physician fee increases

being below the ‘all items’ portion of the consumer
price index for the past two years.”

In conclusion, the AMA testified that “While we
recognize that governmental priorities must be estab-

lished and that certain programs must be cut, we
believe that other programs, including those we have

discussed with you, should be strongly supported if

the health needs of the American people are to be

met. We urge this committee to consider carefully

any reductions in federal funding that might com-
promise the health of the American people.”

AMA Nixes Fee Hike Squeeze

The AMA has said no to a federal proposal that

physicians be asked to limit their fee increases to

6.5% this year. AMA Executive Vice President

James H. Sammons, M.D., has told government offi-

cials that the overall rate of inflation is running at

about 18% and that wage guideline limits have been

set at from 7.5% to 9%.
The Health and Human Services Department (the

new name for the old HEW Department) and the

Council on Wage and Price Stability (COWPS)
have been meeting with leaders of the health pro-

viders in an attempt to set voluntary fee and price

limits.

Dr. Sammons said the AMA will continue to urge

individual physicians to exercise restraint, a policy

that has resulted over the past two years in a rate of

increase well behind the consumer price index for

the rest of the economy. In 1978 the CPI was 9%;
physicians’ fee increases, 8.1%. Last year the figures

were 13.3% and 9.4%, respectively.

The talks with the private sector organizations

making up the VE mark a distinct change in official

attitude. Former HEW Secretary Joseph Califano

did not recognize the VE as a legitimate effort to

hold down inflation and made it the subject of snide

attacks. The present Secretary Patricia Harris has

inaugurated a policy of working with the private sec-

tor and refraining from name-calling.

VE Success Story

An economic recession will see more people visit-

ing physicians and hospitals, the AMA has cautioned

the administration.

“As unemployment levels rise, an increasing num-
ber of individuals will not have to take time off from
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their jobs in order to obtain medical care,” noted
Lowell Steen, M.D., chairman of the AMA Board
of Trustees. “In addition, experience in past reces-

sions indicates that recently unemployed workers
will try to obtain medical services before their work-
related health insurance benefits expire.”

Testifying before the administration’s Price Ad-
visory Committee, Dr. Steen said that the projected
recession thus could increase demand for medical
services and force practice costs to rise.

Another factor to bear in mind, according to the
AMA official, is that health care policymakers—in-

cluding the members of the Voluntary Effort—have
adopted the goal of reducing hospital utilization. “To
the extent that this goal is met, it is expected that

the demand for care in an ambulatory setting will

increase, which, in turn, may lead to price increases

for services rendered in physicians’ offices.”

The physicians of the nation have helped write “a
real success story for voluntary restraint,” said Dr.
Steen, the “physicians’ services” price index increased
less rapidly than the “all-items” index of the con-
sumer price index in both 1978 and 1979 (see story

above for figures).

Dr. Steen said the AMA’s policies and programs
represent a groundswell of physician concern for the

costs faced by their own patients.

Through the years, he noted, the AMA has urged
physicians to seek the most economical form of

treatment consistent with good care; it has encour-
aged physician-patient discussion of fees prior to

treatment; and it has supported voluntary health

planning programs at the community level to assure

appropriate distribution of health care resources.

Dr. Steen concluded his testimony before the

Price Advisory Committee with details of eight cur-

rent AMA cost containment programs.

Physician Supply To Meet

Or Exceed Needs

The administration has told Congress there will be

plenty of physicians around in the 1980s. The bright

outlook on the physician supply happens to coincide

with the administration’s desire to slash funding for

medical education. Hearings are under way in Con-
gress on extending the medieal manpower laws.

The report to Congress said the number of active

U.S. physicians increased more than 17% from
323,000 in 1970 to 379,000 in 1978. The “new”
publication, a report to the President and Congress
on the Status of Health Professions Personnel in the

United States (1980), also cited inereases during the

period in the numbers of active practitioners in other

health professions: Dentistry up 19%, from 102,000
to 121,000; Optometrists, 15%, from 18,400 to

21,200; Pharmacists 23%, from 109,600 to 134,000;

Podiatrists 14%, from 7,100 to 8,100; and Veteri-
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narians 32%, from 25,000 to 34,200.

The HEW Department, which issued a similar

report last year, said projections for the 1980s indi-

cate that the supply of physicians “probably will be
adequate to meet the nation’s needs and could

actually exceed requirements. By 1990 physician

requirements are predicted to range from 553,000 to

596,000 compared to an anticipated supply of 600,-

000.”

The report points out that the projected increase

in physician supply does not solve geographic dis-

tribution problems.

“To solve geographic inequities will require some
leeway in the supply to encourage potentially excess

health personnel to locate in areas that would not

otherwise get the manpower required,” according to

the report.

The report also said the anticipated increase in

the supply of U.S.-trained physicians should lessen

a previous reliance on foreign medical graduates

who accounted for 11% of physicians in 1963 and
20% in 1977.

There have been substantial increases in the num-
bers of women and minority students pursuing health

careers, but there is no health profession in which
the percentage of practitioners or the level of enroll-

ment of minorities and women is equal to their repre-

sentation in the civilian population, according to the

report.

Federal Privacy Act

Deemed Unnecessary

The AMA has opposed as unnecessary a pending
bill in the House titled the “Privacy of Medical In-

formation Act” (HR 5935).

Appearing before Ways and Means Subcommittee
on Health, spokesman Frederick W. Ackerman,
M.D., chairman of the AMA Council on Legislation,

said that while the Association shared with the Con-
gress its deep concerns over increasing threats to the

confidentiality of medical records and the erosion of
privacy of patients, it was seeking appropriate state

legislative solutions to the problems, while at the

same time working to educate physicians and others

to be sensitive to these issues.

“Basic to our objection to enactment of the bill is

our view that there is no need for comprehensive
federal legislation,” Dr. Ackerman said. “Any de-

ficiencies in the present system relating to confiden-
tiality of medical records do not justify enactment
of federal legislation with the morass of regulation

assuredly to follow.

“We believe that the states have shown an in-

creased willingness and ability to respond to these

problems. Congress should encourage these activi-

ties, not supplant them. Accordingly, we urge the
Congress not to adopt comprehensive federal legis-

lation, but to limit its activities to appropriate
federal areas in which the states cannot act.”

AMA Backs VA Record Privacy

Legislation in another area to protect medical

peer review records maintained by the Veterans’

Administration from public release was backed, how-
ever, by the AMA. Confidentiality is critical to the

success of any peer review program, the AMA said

in support of an amendment of Sen. Herman Tal-

madge (D-Ga.) to the VA Physicians’ Pay bill

(S.2534).

The AMA noted it has consistently supported con-

gressional efforts in assuring the confidentiality of

records of professional standards review organiza-

tions.

cinnouncemenl/

July 14-16

July 20-25

July 23-25

July 31-

Aug. 3

Sept. 2-6

Sept. 3-6

Sept. 8-10

Sept. 11-12

Sept. 12-14

Sept. 15-19

Sept. 19-21

Sept. 21-25

Sept. 24-27

Sept. 25-28

Sept. 27-30

CALENDAR OF MEETINGS

NATIONAL

NIH Consensus Development Confer-

ence on Adjuvant Chemotherapy of

Breast Cancer—Masur Auditorium,

NIH Clinical Center, Bethesda, Md.

Flying Physicians Association—Dou-
ble Tree Inn, Monterey, Calif.

NIH Consensus Development Confer-

ence on Cervical Cancer Screening:

The Pap Smear—Masur Auditorium,

NIH Clinical Center, Bethesda, Md.

International Doctors in Alcoholics

Anonymous—Hyatt Regency, Wash-
ington, D.C.

American Electroencephalographic

Society—Sheraton Hotel, Boston

American Association of Obstetricians

and Gynecologists—^The Homestead,
Hot Springs, Va.

American Neurological Association

—

Sheraton Hotel, Boston

AMA Congress on Occupational

Health—Hilton Hotel, Salt Lake City

AMA Hyannis Regional Meeting

—

Dunfey’s Resort, Hyannis, Mass.

American Institute of Ultrasound in

Medicine—Superdome Hotel Hyatt,

New Orleans

Chicago AMA Regional Meeting

—

Chicago Marriott Hotel, Chicago

American College of Radiology—^The

Fairmont, New Orleans

Society for Computer Medicine—San

Diego Hilton Hotel, San Diego

American Association for Hand Sur-

gery—Marriott Hotel, New Orleans

AMA Kansas City Regional Meeting

—Crown Center, Kansas City, Kan.
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The continuing medical education accreditation

program of the TMA has full approval by the Coun-
cil on Medical Education of the AMA. An accredited

institution or organization may designate for Cate-

gory 1 credit toward the AMA Physician’s Recogni-

tion Award those CME activities that meet appropriate

guidelines. If you wish information as to how your

hospital or society may receive accreditation, write:

Director of Continuing Medical Education, Tennes-

see Medical Association, 112 Louise Ave., Nashville,

TN 37203.

IMPORTANT NOTICE
Published in this section are all educational opportunities
which come to our attention which might be of interest
to our membership. As some of these are very long, full

year schedules, and others are detailed descriptions of
courses, in order to conserve space, most of them will be
published in only one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Oncology
Orthopedics
Pathology
Pediatrics

Psychiatry

Radiology A.
Renal Diseases

Rheumatology
Surgery

Cancer Chemotherapy .

.

General
Neurological
Ophthalmology
Oral

Pediatric

Plastic

Renal Transplantation .

.

Thoracic & Cardiac
Urology

Robert Oldham, M.D.
Paul W. Griffin, MJ3.

William H, Hartmann, MJ).
David T. Karzon, MJ).

Marc H. HoUender, MJ>.
Everette James, Jr., Sc.M., JJ)., M.D.

H. Earl Ginn, MJ).
John S. Sergent, MJJ.

Vernon H. Reynolds, M.D.
H. William Scott, Jr., MJ>.

William F. Meacham, M.D.
James H. Elliott, MJJ.
H. David Hall, D.MJ).
James A. O’Neill, MJ).
John B. Lynch, M.D.

Robert E. Richie, M.D.
Harvey W. Bender, M.D.
Robert K. Rhamy, MJ>.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200.00 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion accreditation.

Application: For further information and applica-

tion, contact: Paul B. Slaton, M.D., Director, Con-
tinuing Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of die participating department

chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, con-

ferences, ward rounds, learning individual pro-

cedures, observing new surgical techniques, and
access to excellent library resources. Experience in

more than one discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

.

Anesthesiology

Cardiology ...

Chest Diseases
Clinical Pharmacology . .

.

Dermatology
Diabetes
Endocrinology

Gastroenterology
General Internal Medicine
Hematology
Infectious Diseases
Medicine
Neurtriogy

Obstetrics & Gynecology .

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, HI, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . .

.

W. Anderson Spickard, M.D.
Sanford B. Krantz, M.D.

ZeU A. McGee, M.D.
Grant W. Liddle. M.D.

Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Aug. 18-23 3rd Annual Diagnostic Imaging Sym-
posium (44 hours)

Sept. 26-27 11th Annual Pediatric Symposium on
Child Neurology (10 hours)

September William F. Orr Lectureship in Psy-

chiatry (10 hours)

Fall 4th Annual John S. Zelenik Lecture

(1 hour)

Oct. 3 Symposium on Thrombolytic Therapy

(4 hours)

Oct. 6-10 Recent Advances in Internal Medicine

(35 hours)

Nov. 5-8 9th Annual Rhamy-Shelley Lecture-

ship in Urology (16 hours)

Nov. 12-14 Scientific Sessions, Tennessee Public

Health Association Annual Meeting
Nov. 21-22 Anesthesiology Update 1980 (11

hours)

Dec. 12-13 Annual High Risk Obstetrical Seminar

(11 hours)

For information contact Vanderbilt Continuing

Education, 3200 West End Ave., Suite 306, Nash-
ville, TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program
Arrangements have been made with the following

services and departments in the medical school to
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allow practicing physicians to participate in that

service’s activities for a period of one to four weeks.

This program provides an opportunity for phy-

sicians to study in depth for a specified perioii

The schedule of activities is individualized in re-

sponse to the physician’s request by the participating

department. The experience includes conferences,

ward rounds, audiovisual materials and contact witii

patients, residents and faculty.

Participating Departments

Anesthesiology .

Family Practice

Internal Medicine
Cardiology . .

.

Chest Disease

Dermatology

Gastroenterology

General Medicine . .

.

Hematology/Oncology
Neurology

Obstetrics & Gynecology

Ogriithahnology

Orthopedics

Padicdogy

Pediatrics

Ramon S. Harris, MJ).
John Arradondo, MJJ.

John Thomas, MJ>.
Kermit R. Brown, MJJ.
Qamar A. Kahn, MT>.

JosQjfa M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.
. . .Thomas W. Jc^inson, M.D.

David Horowitz, M.D.
. .Ludwald O. P. Perry, M.D.

Buntwal M. Somayaji, M.D.
Edward A. Mays, M.D.
Robert S. Hardy, M.D.

Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.
Henry W. Foster, M.D.

Azd C. Hansen, M.D.

Wallace T. Dooley, M.D.

Louis D. Green, M.D.
John C. Ashhorst, MJJ.

E. Perry Crump, M.D.
Surgery

General Louis J. Bernard, M.D.
Neurological Charles E. Brown, M.D.
Thoracic and Cardiovascular DavM B. Todd, MJJ.

Ira D. Thompson, M.D.
Urology Marcelle R. Hamberg, MJD.

Fee: $100 per week.

Cre^t: American Medical Association Physician’s

Recognition Award (Category 1), American Aca-
demy of Family Physicians Continuing Education
Accreditation and C^tinuing Education Units by
Meharry Medical College.

Application: For further information contact Frank
A. Perry, Sr., M.D., Director, Continuing Education,
Mdiarry Medical College, 1005 18th Ave., North,
Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Aug. 12
Sept. 9

Sept. 17
Oct. 15

Nov. 6

Dec. 2
Jan. 9-10

Feb. 27
March 21

April 11-12

May 13

June 5-6

Ofl&ce Practice Management
Infectious Disease Review
Parental Therapy
Pediatrics Prep
Hypertension

Occupational Medicine
Sports Medicine
School Health III

Immunology—Allergy Review
Gynecologic Endocrinology: Infer-

tility-Hirsutism-Menstrual Abnormali-
ties

Substance Abuse in East Tennessee
Geriatrics II: Sexuality and the Aging

July 18 Basic Science Review III: Psycho-

pharmacology
Aug. 8 Stress in Medical Practice

Sept. 19 Advances in Laboratory Medicine

Oct. 16 Pediatrics Prep III: Neonatology

Oct. 24 Infection Control

Nov. 2-6 CPRL Faculty Inservice

For information contact Ofl&ce of Continuing

Medical Education, East Tennessee State University,

College of Medicine, Johnson City, TN 37601, Tel.

(615) 928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses

includes programs of the Chattanooga, Knoxville,

and Memphis units. The codes (C), (K), and (M)
indicate the continuing education unit handling the

arrangements for a particular program.

Aug. 20 (M) Epilepsy Symposium
Sept. 5 (K) Exercise and Aerobics

Sept. 11-12 (M) Medical and Surgical Emergen-
cies

Sept. 17 (M) The Menopausal Patient

Sept. 18-19 (C) Cancer in Women
Sept. 25 (M) Aging, Hypoglycemia, and Dia-

betes

Oct. 2-3 (M) 12th Annual Conference on
Mother, Fetus, and Newborn

Oct. 6-8 (K) International Blood Symposium
Oct. 13-15 (K) Obstetrics and Gynecology Con-

ference

Oct. 15-17 (K) Cancer Concepts 1980
Oct. 22-24 (K) 3rd Annual OflBce Ultrasound

Conference

Oct. 23-24 (C) Pediatric Update
Oct. 24 (K) 9th Annual Internal Medicine

Symposium
Oct. 29-31 (C) Family Practice Update and Re-

view

Nov. 15-17 (K) Seminar in Clinical Hypnosis

Nov. 21 (K) 2nd Annual Pediatric Nutrition

Seminar
Dec. 4-6 (C) Basic Cardiology, EKGs & Ther-

apy
Dec. 12-13 (M) Cardiovascular Risk Factor

Modification

Jan. 15-16 (K) Advanced Cardiac Life Support

Course

Feb. 2-4 (K) 2nd Annual Emergency Medi-
cine Symposium

Feb. 7-14 (K) 3rd Annual Winter Update and
Review Course for Physicians

Feb. 12-13 (C) Diagnostic Radiology for the

Primary Care Physician

Feb. 23-26 (C) Emergencies in Obstetrics and
Gynecology

March 5-8 (C) Emergency Medicine Review
March 15-20 (M) 14th Annual Review Course for

Family Physicians
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March 16-19 (M) Three Nights on Cardiac Aus-
cultation

March 16-19 (C) Gut Problems III

April 1-3 (M) Adolescent Gynecologic Endo-
crinology/VI — Reproductive
Medical Symposium

April 23-24 (M) 12th Annual Leigh Buring Con-
ference

—
^The Gifted Child

April 23-25 (K) 4th Annual Family Practice Up-
date and Review Course

April 24-25 (C) Workup and Treatment of Ane-
mia

May 7-8 (C) Solving Problems in Drug Ther-
apy

June 4-7 (C) Family Medicine Review
June 4-8 (K) 3rd Annual Practical Otolaryn-

gology Course for the Primary
Care Physician

June 15-18 (C) Basic Cardiology, EKGs &
Therapy

June 21-24 (C) Diagnostic Radiology for the

Primary Care Physician

July 10-12 (M) Cardiac Emergencies

Community-Based CME

KNOXVILLE CAMPUS
Blount Memorial Hospital; Maryville, Tenn.
Every Tuesday; 7-8 a.m. (1 hr, credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,
Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.
Monthly, second Wednesday; 12:00 noon (1 hr.

credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

MEMPmS CAMPUS
UPDATES IN MEDICINE
Carroll County Hospital, Huntingdon, Tenn.

McKenzie Memorial Hospital, McKenzie, Tenn.

Henry County Hospital, Paris, Tenn.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

If you would like assistance in planning a com-
munity-based CME program, contact Dennis K.
Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of

our three campuses.

For further information about any of these

courses, please call the appropriate individuals be-

low:

(C) Mr. LeRoy J. Pickles, Chattanooga
Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine
800 Madison Ave.

Memphis, TN 3€163
Tel. (901) 528-5605

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians

an ideal emotional counseling technique that fits

busy office practices. The tedinique uses a concept

of emotions that is consistent with human anatomy
and psycho-physiology. Yet, the technique requires

no more physician time or patient cost than routine

evaluations of new patients. Finally, the technique is

readily understandable and easy for practitioners to

apply.

One, two and three weeks courses. Minimum of

40 hours per week. Tuition Fee: $350 per week for

the 1st & 2nd week of training; $500 for 3rd week
of supervised practice with patients in the Intensive

RBT Treatment Program.
For further information contact: Maxie C.

Maultsby, Jr., M.D., Office of Continuing Medical

Education, Dept, of RBT, University of Kentucky,

Lexington, KY 40506.

UNIVERSITY OF MISSISSIPPI

July 16-17 Newborn Metabolism—University of

Mississippi Medical Center, Jackson,

Miss.

For information contact Division of Continuing

Health Professional Education, University of Mis-

sissippi Medical Center, 2500 N. State St., Jackson,

MS 39216, Tel. (601 ) 987-4914.

OF SPECIAL INTEREST

DUKE UNIVERSITY MEDICAL CENTER
July 28- Pediatric and Adult Diagnostic Ra-

Aug. 2 diology including Nuclear Medicine,

CT and Ultrasound—Atlantic Beach,

N.C, Credit: 30 hours AMA Cate-

gory 1. Fee: physicians $250; in-

training $125.

For information contact Robert McLelland, M.D.,
Radiology-Box 3808, Duke University Medical Cen-
ter, Durham, NC 27710, Tel. (919) 684-4397.
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Highlights of the TMA Board of Trustees Meetings

April 9 and April 12, 1980

The following is a summary of the major actions taken by the Board of Trustees of the Tennessee

Medical Association at the first session of its regular second quarter meeting, April 9, 1980.

Position on Resolutions

Future of

Emergency Medical

Services in Tennessee

Licensing of

Physicians’ Offices

for Abortions

Annual Audit and

Financial Statement

Appointments to

TMA Foundation Board

SVMIC Report

Voluntary Cost

Containment Committee

AMA Appointments to

Councils and Committees

Request from AMA
Delegation re;

Guidelines

THE BOARD:

Adopted a position on each resolution and each amendment to the

Constitution and By-Laws to be considered by the House of Delegates

and assigned members and staff to attend each of the five reference

committee meetings.

Heard a report from Dr. James C. Prose, chairman of the TMA
Emergency Medical Services Committee, on budget cuts that would

affect the Emergency Medical Services Department in Tennessee. He
said committee members had met with the commissioner of public

health about the budget cuts and were told no cuts would be made at

this time. Mr. Mike Bruner, representing Commissioner Eugene W.
Fowinkle of Nashville, also addressed the Board on the matter.

Appointed Dr. James W. Hays of Nashville, Dr. Clarence Woodcock,

Jr., of Nashville, and Dr. Allen Edmonson of Memphis to draft a policy

statement in response to a request for an opinion from Dr. Eugene W.
Fowinkle, commissioner of public health, about the licensing of physi-

cians’ offices in which a substantial number of abortions are performed.

Approved the 1979 Annual Audit and the First Quarter Operating

Report.

Appointed Drs. James C. Bradshaw, Jr., of Lebanon, James H. Donnell

of Alamo, and Don J. Russell of Chattanooga to fill the vacancies on

the TMA Foundation board left by Drs. Robert L. Allen, William H.

Edwards and Oscar M. McCallum whose terms are expiring.

Heard a report from Dr. Allen Edmonson of Memphis on the status of

State Volunteer Mutual Insurance Company from its inception in May,

1976, to January, 1980.

Nominated Dr. John L. Sawyers of Nashville to replace Dr. J. P. Far-

ringer of Nashville on the Voluntary Cost Containment Committee.

Agreed that the name of Dr. George Shannon be forwarded to the

AMA for nomination of appointment to the AMA’s Liaison Committee

on Graduate Medical Education or the Residency Review Committee

on Family Practice.

Approved the following guidelines for any TMA member who seeks

election to any AMA council, commission or other elected office, with

the understanding that any candidate have endorsement of Tennessee’s

AMA delegation before his or her name is submitted to the Board of

Trustees: (1) anyone expressing a desire to run for AMA office should

make his or her wishes known to the Board of Trustees of TMA and

to the Tennessee AMA delegation; (2) the use of TMA’s hospitality

suite at the AMA’s Annual or Interim Meeting should be made avail-
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Travel Committee

Report

able to these individuals as the occasion warrants; and (3) financial

support in his or her candidacy may be given by TMA commensurate

to the office to which he or she aspires.

Approved the Travel Committee’s recommendation for the fall, 1980,

trip to the Far East.

Adopted the position that travel out-of-state for Board of Trustees

meetings was not inappropriate and an equitable reimbursement mech-

anism be developed by the Executive Committee which would not

include total reimbursement by TMA.

TMA Memorial Agreed that a memorial should be erected at the TMA headquarters

recognizing the existence of the organization for 150 years and left the

type of memorial to the discretion of the Executive Committee.

The following is a summary of the major actions taken by the Board of Trustees of the Tennessee

Medical Association at the second session of its regular second quarter meeting, April 12, 1980.

THE BOARD:

Election Results Elected Dr. Robert E. Clendenin, Jr., Union City, as chairman of the

TMA Board of Trustees, succeeding Dr. William O. Miller of Knox-

ville. Dr. Clarence C. Woodcock, Jr., of Nashville was elected vice

chairman, succeeding Dr. Clendenin. Dr. James C. Bradshaw, Jr., of

Lebanon was elected secretary-treasurer, succeeding Dr. George W.
Holcomb, Jr., of Nashville. TMA Executive Director L. Hadley Wil-

liams was reelected assistant secretary-treasurer.

Elected as the five members of the Board’s Executive Committee were

Drs. George A. Zirkle, Jr., Knoxville, chairman; Robert E. Clendenin,

Jr., Union City; Allen S. Edmonson, Memphis; James W. Hays, Nash-

ville; and James C. Bradshaw, Jr., Lebanon.

Elected as the Finance Committee of the Board were Drs. Bradshaw,

Woodcock and Clendenin.

Reelected as members of its Publications Committee were Drs. John B.

Thomison, Nashville; Addison B. Scoville, Nashville; and Oscar M.
McCallum, Henderson.

Health Data Advisory

Committee

Nominated Dr. John L. Sawyers, Nashville, as TMA’s representative

on the Health Data Advisory Committee.

Certifying of Members

by County Medical

Societies

Agreed to recommend that (1) the Judicial Council formulate guide-

lines to be distributed to the county medical societies for use in screen-

ing applicants for membership and (2) current methods exist in

the Constitution and By-Laws for dealing with problem members and

these rules should be followed when problems of this nature arise.

Student Education

Fund Request

Approved a $25,000 line of credit to the TMA Student Education

Fund board.

Medical Specialty

Society Liaison

Appointed the following Board members to serve as liaisons to the

various medical specialty societies: Tennessee Thoracic Society and

Tennessee Urological Association—Dr. John L. Sawyers; Tennessee

State Obstetrical & Gynecological Society—Dr. George H. Wood;

Tennessee Academy of Family Physicians and Tennessee State Academy

of Ophthalmology—Dr. James R. Royal; Tennessee Society of Plastic
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Constitution and By-Laws

Addition re: Nominating

Committee

Board of Medical

Examiners

Licensing of

Physicians’ Offices

for Abortions

& Reconstructive Surgeons and Tennessee Chapter, American College

of Physicians—Dr. James T. Galyon.

Requested that the Constitution and By-Laws Committee draft wording

for inclusion in the Constitution and By-Laws stating that members of

the TMA Board of Trustees cannot serve as members of the Nominating

Committee.

Agreed to submit three names—Dr. Duane C. Budd and Dr. Nat E.

Hyder, Jr., both of Johnson City, and Dr. E. Kent Carter of Kingsport

—for appointment to the Board of Medical Examiners, replacing Dr.

Charles E. Allen of Johnson City, whose term is expiring.

Agreed that a letter be sent over Dr. Clendenin’s signature to Dr.

Eugene W. Fowinkle, commissioner of public health, voicing strong

opposition to licensure of physicians’ offices in any form, be it general

or procedure specific, as with abortions, sutural laceration, doing tread-

mill tests, setting fractures, etc. “We are sympathetic with your wish to

insure the safety of all persons having abortions and understand the

problem that exists when abortions are performed in locations that are

not subject to your regulation,” says the letter in response to Dr.

Fowinkle’s request for a TMA position on the licensing of physicians’

offices in which a substantial number of abortions are performed. Dr.

Clendenin’s letter suggests that appropriate regulation may be achieved

by rewording existing law to define any facility or location at which as

many as five (or other number) abortions are performed per year as a

special class of ambulatory surgery treatment centers subject to what-

ever requirements are deemed appropriate. r ZP

INDUSTRIAL PHYSICIAN

Consider a new career with

Tennessee Eastman in Kingsport

Tennessee Eastman Company, a large manufac-

turer of Chemicals, Fibers and Plastics, needs a

staff physician to provide general occupational

medical services to an employee population of

close to 12,000 people. We are located in Kings-

port, one of the most progressive areas in the

upper, eastern Tennessee region. You will prac-

tice in a modern, well-equipped plant medical

center, receive a salary based on experience and
qualifications, and an outstanding employee
benefits program. You will also enjoy the beauti-

ful scenery of the southern Appalachian Moun-
tains, with numerous parks and recreational

lakes nearby. If interested, send your resume
in confidence to:

Mr. M. F. Lowe
Personnel Department

TENNESSEE EASTMAN COMPANY
Division of Eastman Kodak Company

P.O. Box 511

Kingsport, TN 37662

An Equal Opportunity Employer M/F

PEDIATRIC EMERGENCY
SPECIALISTS NEEDED

Board eligible or certified pediatricians sought

to assume emergency department and in-service

positions in this modern children's hospital lo-

cated in East Tennessee. The community of

175,000 is the home of the 16th largest uni-

versity, boasting numerous cultural and sports

activities and provides outdoor recreation in

your own backyard. Excellent compensation
plus paid professional liability insurance. For de-

tails, send credentials in confidence to Mr. Joe

Woddail, 970 Executive Parkway, St. Louis, MO
63141, or call toll-free 1-800-325-3982.

EMERGENCY MEDICINE
OPPORTUNITIES AVAILABLE

IN TENNESSEE
Director, Emergency Department, 487-bed teach-

ing hospital. Must be eligible for academic ap-

pointment. Will coordinate administrative and
clinical aspects of the department. Excellent

compensation with production bonus; paid pro-

fessional liability insurance. For further details,

send credentials in confidence to Mr. Joe Wod-
dail, 970 Executive Parkway, St. Louis, MO
63141, or call toll-free, 1-800-325-3982.
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compare the analgesic effect
Motrin (ibuprofen) 400 mg tablets provided greater relief of pain than codeine

in a doubk'blind, randomized clinical study of 287 patients.

Motnn was significantly more effective (p < 0.01) than codeine 60 mg at the

2', 3' and 4'hour intervals . . . significantly more effective (p < 0.01) than

codeine 30 mg, codeine 15 mg, and placebo at all intervals.

Degree of pain relief—mean scores

4= Excellent relief 3 = Good relief 2 = Fair relief 1 = Poor relief 0= No relief

I

I

Motrin 400 mg (ibuprofen) (59 patients)

Codeine 60 mg (58 patients)

Codeine 30 mg (59 patients)

Codeine 15 mg (54 patients)

Placebo (57 patients)

1st hour 2nd hour

Time after drug administration (hours)

3rd hour

me tablet q4'6h pm pain

I

well-tolerated, nonnarcotic prescription for mild to moderate pain

bhin
uprofen,UDOhn

TABLETS

mg
'Not a narcotic • Not addictive • Not habit forming • Acts peripherally

iRelieves pain rapidly • Indicated in acute and chronic pain • Well tolerated

tThe most common side effect with Motrin is mild gastrointestinal disturbance.

turn the page for a brief summary of prescribing information.

4th hour

Data on file at The Upjohn Company.

jjTr



Motrin^’(ibuprofen)

now proved an
effective analgesic for

mild to moderate pain

Motrin® Tablets (ibuprofen, Upjohn)

Indications and Usage: Relief of mild to moderate pain.

Treatment of signs and symptoms of rheumatoid arthritis and osteoarthritis during

acute flares and in long-term management. Safety and efficacy have not been

established in Functional Class IV rheumatoid arthritis.

Contraindications: Individuals hypersensitive to it, or with the syndrome of nasal

polyps, angioedema and bronchospastic reactivity to aspirin or other nonsteroidal

anti-inflammatory agents (see WARNINGS).

Warnings: Anaphylactoid reactions have occurred in patients with aspirin hypersen-

sitivity (see CONTRAINDICATIONS).

Peptic ulceration and gastrointestinal bleeding, sometimes severe, have been

reported. Ulceration, perforation, and bleeding may end fatally. An association has not

been established. Motrin should be given under close supervision to patients with a

history of upper gastrointestinal tract disease, only after consulting ADVERSE
REACTIONS.

In patients with active peptic ulcer and active rheumatoid arthritis, nonulcerogenic

drugs, such as gold, should be tried. If Motrin must be given, the patient should be under

close supervision for signs of ulcer perforation or gastrointestinal bleeding.

Precautions: Blurred and/or diminished vision, scotomata, and/or changes in color

vision have been reported. If these develop, discontinue Motrin and the patient should

have an ophthalmologic examination, including central visual fields.

Fluid retention and edema have been associated with Motrin; use with caution in

patients with a history of cardiac decompensation.

Motrin can inhibit platelet aggregation and prolong bleeding time. Use with caution in

persons with intrinsic coagulation defects and those on anticoagulant therapy.

Patients should report signs or symptoms of gastrointestinal ulceration or bleeding,

blurred vision or other eye symptoms, skin rash, weight gain, or edema.

To avoid exacerbation of disease or adrenal insufficiency, patients on prolonged

corticosteroid therapy should have therapy tapered slowly when Motrin is added.

Drug interactions. Aspirin used concomitantly may decrease Motrin blood levels.

Coumarin: Bleeding has been reported in patients taking Motrin and coumarin.

Pregnancy and nursing mothers: Motrin should not be taken during pregnancy or by

nursing mothers.

Adverse Reactions

Incidence greater than 1%

Gastrointestinal: The most frequent type of adverse reaction occurring with Motrin is

gastrointestinal (4% to 16%). This includes nausea,* epigastric pain,* heartburn,*

diarrhea, abdominal distress, nausea and vomiting, indigestion, constipation, abdominal

cramps or pain, fullness of the Gl tract (bloating and flatulence). Central Nervous System:

Dizziness,* headache, nervousness. Dermatologic: Rash* (including maculopapular

type), pruritus. Special Senses: Tinnitus. Metabolic: Decreased appetite, edema, fluid

retention. Fluid retention generally responds promptly to drug discontinuation (see

PRECAUTIONS).

"'Incidence 3% to 9%.

Incidence less than 1 in 100

Gastrointestinal: Upper Gl ulcer with bleeding and/or perforation, hemorrhage, melena.

Central Nervous System: Depression, insomnia. Dermatologic: Vesiculobullous erup-

tions, urticaria, erythema multiforme. Cardiovascular: Congestive heart failure in

patients with marginal cardiac function, elevated blood pressure. Special Senses:

Amblyopia (see PRECAUTIONS). Hematologic: Leukopenia, decreased hemoglobin and

hematocrit.

Causal relationship unknown

Gastrointestinal: Hepatitis, jaundice, abnormal liver function. Central Nervous System:

Paresthesias, hallucinations, dream abnormalities. Dermatologic: Alopecia, Stevens-

Johnson syndrome. Special Senses: Conjunctivitis, diplopia, optic neuritis. Hematologic:

Hemolytic anemia, thrombocytopenia, granulocytopenia, bleeding episodes. Allergic:

Fever, serum sickness, lupus erythematosus syndrome. Endocrine: Gynecomastia,

hypoglycemia. Cardiovascular: Arrhythmias. Renal: Decreased creatinine clearance,

polyuria, azotemia.

Overdosage: In cases of acute overdosage, the stomach should be emptied. The drug

is acidic and excreted in the urine, so alkaline diuresis may be beneficial.

Dosage and Administration: Rheumatoid arthritis and osteoarthritis, including

flares of chronic disease: Suggested dosage is 300, 400 or 600 mg t.i.d. or q.i.d.

Mild to moderate pain: 400 mg every 4 to 6 hours as necessary for relief of pain.

Do not exceed 2400 mg per day.

Caution: Federal law prohibits dispensing without prescription.

For additional product information, see your Upjohn representative or consult the

package insert.

AMA Report

Disciplinary Actions Against

Physicians Continue Upward Trend

The American Medical Association has charted

nearly an 85% increase in the number of complaints
against physicians that are being investigated, an
increase in actual disciplinary actions against physi-

cians—from 685 in 1977 to 1,476 in 1978—which,

is part of an upward trend first noted by the AMA
in 1971. The increase in investigations by state

boards, from 3,662 in 1977 to 6,801 the following
year, can be attributed in part to the growing legal

immunity offered to those who report offenses.

Fifty-seven of 60 state medical boards were sur-

veyed for the disciplinary measures they took against

physicians during 1978 (there are more than 50
state boards because some have separate osteopathic

boards). In the past physicians reporting colleagues

to disciplinary boards exposed themselves to the

possibility of a libel suit. As more states protect

people who, in good faith, report to state boards, the

number of disciplinary actions also increases.

At present, 20 states have enacted all or part of

the AMA’s model legislation on medical discipline.

Some of the provisions adopted by various states

require that physicians report evidence of profes-

sional malpractice to the state disciplinary board;
that medical societies report instances of unprofes-

sional conduct; that health care facilities report

disciplinary actions by the facility; that insurers re-

port malpractice awards or settlements.

The increase in disciplinary actions taken against

physicians can be attributed, in part, to the addition

of more and varied forms of discipline. In addition

to compiling the figures in each state for the four
disciplinary measures surveyed in 1977 (revocation
of medical license, suspension of narcotics permit,

censure and denial of license reciprocity), the 1978
survey also counted: voluntary surrender, suspension

or probation of medical license; revocation of nar-

cotics permit; reprimand and censure; physicians re-

quired to submit to care or counseling; physicians

whose practices must be supervised; and those who
need continuing medical education courses. By giv-

ing the licensing boards something more than the

drastic measure of license revocation, more appro-
priate and more effective discipline will result. These
wide ranging choices of action have come about
largely from enactment of legislation patterned after

the AMA’s model state legislation.

The AMA study shows that while 216 medical
licenses were revoked in 1978, an additional 302
were suspended, voluntarily surrendered or put on
probation. Reprimand and censure was brought
against 268 physicians and 151 had their controlled

substance licenses (drug permits) revoked or sus-

pended.

Upjohn THE UPJOHN COMPANY
Kalamazoo, Michigan 49001 USA
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OFFICERS AND COMMITTEES 1980-1981

Tennessee Medical Association

OFFICERS OF THE ASSOCIATION

President George A. Zirkle, Jr., M.D., Knoxville

President-Elect . . . .Allen S. Edmonson, M.D., Memphis
Vice President (East) Jack E. Butterworth, M.D.,

Bristol

Vice President (Middle) . . . .B. J. Smith, M.D., Dickson

Vice President (West) J. Howard Ragsdale, M.D.,
Union City

Secretary-Treasurer James C. Bradshaw, Jr., M.D.,
L^ebanon

Speaker—House of Delegates . . . Charles E. Allen, M.D.,
Johnson City

Vice Speaker—House of Delegates . . . Malcom R. Lewis,

M.D., Nashville

BOARD OF TRUSTEES

Charles E. Allen, M.D Johnson City

James C. Bradshaw, Jr., M.D Lebanon
Robert E. Clendenin, Jr., M.D., Chairman .

.

.Union City

Allen S. Edmonson, M.D Memphis
James T. Galyon, M.D Memphis
James W. Hays, M.D Nashville

C. Eugene Jabbour, M.D Memphis
Malcolm R. Lewis, M.D Nashville

Gilbert A. Rannick, M.D Johnson City

James R. Royal, M.D Chattanooga

John L. Sawyers, M.D Nashville

George H. Wood, M.D Knoxville

Clarence C. Woodcock, Jr., M.D.,
Vice Chairman Nashville

George A. Zirkle, Jr., M.D Knoxville

COUNCILORS
First District Nat E. Hyder, Jr., M.D., Chairman—

Johnson City
Second District . . .John R. Nelson, Jr., M.D.—Knoxville
Third District .... William C. Patton, M.D., Secretary—

Chattanooga
Fourth District Thurman L. Pedigo, M.D.

—

McMinnville
Fifth District . . .William M. Young, M.D.—Fayetteville

Sixth District . . . Charles M. Hamilton, M.D.—Nashville

Seventh District Kenneth J. Phelps, Sr., M.D.

—

Lewisburg
Eighth District . . . .Charles W. White, M.D.—Lexington
Ninth District Hobart H. Beale, M.D.—Martin
Tenth District Daniel J. Scott, Jr., M.D.—Memphis

DELEGATES TO THE
AMERICAN MEDICAL ASSOCIATION
A. Roy Tyrer, Jr., M.D Memphis
Morse Kochtitzky, M.D Nashville

Thomas K. Ballard, M.D Jackson
David H. Turner, M.D Chattanooga

ALTERNATE DELEGATES TO THE
AMERICAN MEDICAL ASSOCIATION
Charles B. Thorne, M.D Nashville

Hamel B. Eason, M.D Memphis
William O. Miller, M.D Knoxville

E. Kent Carter, M.D Kingsport

COMMITTEES OF THE BOARD OF TRUSTEES

EXECUTIVE COMMITTEE
George A. Zirkle, Jr., M.D., Chairman Knoxville

Robert E. Clendenin, Jr., M.D Union City

Allen S. Edmonson, M.D Memphis
James W. Hays, M.D Nashville

James C. Bradshaw, Jr., M.D Lebanon

FINANCE COMMITTEE
James C. Bradshaw, Jr., M.D., Chairman Lebanon
Clarence C. Woodcock, Jr., M.D Nashville

Robert E. Clendenin, Jr., M.D Union City

PUBLICATIONS COMMITTEE
John B. Thomison, M.D., Chairman Nashville

Addison B. Scoville, M.D Nashville

Oscar M. McCallum, M.D Henderson

COMMITTEE ON EXHIBITS

George H. Wood, M.D., Chairman Knoxville

COMMITTEE ON LONG RANGE PLANNING
James W. Hays, M.D., Chairman Nashville

George A. Zirkle, Jr., M.D Knoxville

Allen S. Edmonson, M.D Memphis
Robert E. Clendenin, Jr., M.D Union City

Gilbert A. Rannick, M.D Johnson City

TRAVEL COMMITTEE

James W. Hays, M.D., Chairman Nashville

George A. Zirkle, Jr., M.D Knoxville

Allen S. Edmonson, M.D Memphis

AD HOC COMMITTEE ON
VOLUNTARY COST CONTAINMENT

A. Roy Tyrer, Jr., M.D., Chairman Memphis
John L. Sawyers, M.D Nashville

William O. Miller, M.D Knoxville

Paul A. Thompson, M.D Memphis
James C. Bradshaw, Jr., M.D Lebanon
C. Robert Clark, M.D Chattanooga
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STANDING COMMITTEES OF THE TENNESSEE MEDICAL ASSOCIATION

COMMITTEE ON SCIENTIFIC AFFAIRS

Oscar M. McCallum, M.D., Chairman Henderson

George W. Shannon, M.D Jackson

Dillard M. Sholes, Jr., M.D Johnson City

Winston P. Caine, Jr., M.D Chattanooga

W. A. Spickard, M.D Nashville

John B. Thomison, M.D. (Ex-Officio) Nashville

C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

COMMITTEE ON LEGISLATION

James W. Hays, M.D., Chairman Nashville

VirgU H. Crowder, Jr., M.D Lawrenceburg

Thurman L. Pedigo, M.D McMinnville

Allen S. Edmonson, M.D Memphis

J. Kelley Avery, M.D Union City

David H. Turner, M.D Chattanooga

Harold L. Neuenschwander, M.D Knoxville

Nat E. Hyder, Jr., M.D Johnson City

John B. Thomison, M.D. (Ex-Officio) Nashville

Chairmen of Four Metropolitan Societies’

Legislative Committees

John S. Buchignani, M.D Memphis

H. Victor Braren, M.D Nashville

Dean R. Conley, M.D Knoxville

William C. Patton, M.D Chattanooga

COMMITTEE ON GOVERNMENTAL
MEDICAL SERVICES

E. Kent Carter, M.D., Chairman Kingsport

David H. Turner, M.D Chattanooga

George A. Zirkle, Jr., M.D Knoxville

R. A. Calandruccio, M.D Memphis

J. Kelley Avery, M.D Union City

James W. Hall, M.D Trenton

Oscar M. McCallum, M.D Henderson

Morse Kochtitzky, M.D Nashville

Virgil H. Crowder, Jr., M.D Lawrenceburg

Eugene W. Fowinkle, M.D. (Ex-Officio) Nashville

James W. Hays, M.D. (Div. Coordinator) Nashville

COMMITTEE ON TMA GROUP INSURANCE

Lloyd C. Davis, M.D., Chairman Knoxville

John P. Glover, Jr., M.D Nashville

Phil E. Orpet, Jr., M.D Memphis

James R. Royal, M.D. (Div. Coordinator) . . Chattanooga

COMMITTEE ON CONSTITUTION AND BY-LAWS

John H. Burkhart, M.D., Chairman Knoxville

Robert H. Haralson, Jr., M.D Maryville

Clarence R. Sanders, M.D Gallatin

William H. Edwards, M.D Nashville

Lehman C. Sammons, Jr., M.D Memphis

Richard L. DeSaussure, M.D Memphis

COMMITTEE ON COMMUNICATIONS AND
PUBLIC SERVICE

Alfred P. Rogers, M.D., Chairman Chattanooga

Alfonso Lopez, M.D Johnson City

Robert M. Overholt, M.D Knoxville

John S. Buchignani, Jr., M.D Memphis
Rex A. Amonette, M.D Memphis
Charles W. White, M.D Lexington

Mark A. Doyne, M.D Nashville

Joseph Knight, M.D Murfreesboro

Jack P. PoweU, M.D Nashville

John B. Thomison, M.D. (Ex-Officio) Nashville

George H. Wood, M.D. (Div. Coordinator) . .Knoxville
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COMMITTEE ON HOSPITALS

A. Roy Tyrer, Jr., M.D., Chairman Memphis
Greer Richardson, M.D Memphis
Hamel B. Eason, M.D Memphis
I. Lee Arnold, M.D Chattanooga
Duane C. Budd, M.D Johnson City

William K. Striker, M.D Chattanooga
George R. Mayfield, Jr., M.D Columbia
Buntwal N. Somayaji, M.D Nashville

James R. Royal, M.D. (Div. Coordinator) . . Chattanooga

PEER REVIEW COMMITTEE
J. Kelley Avery, M.D., Chairman .Union City

C. Gordon Peerman, Jr., M.D Nashville

David H. Turner, M.D Chattanooga
John B. Dorian, M.D Memphis
James W. Hays, M.D Nashville

James R. Royal, M.D. (Div. Coordinator) . . Chattanooga

INTERPROFESSIONAL LIAISON COMMITTEE

Thomas K. Ballard, M.D., Chairman Jackson
James A. Moore, M.D Memphis
Albert J. Grobmyer, III, M.D Memphis
Joseph B. Moon, M.D Knoxville

Joel B. Clements, M.D Chattanooga
James W. Gibson, Jr., M.D Johnson City

William H. Edwards, M.D Nashville

Henry P. Pendergrass, M.D Nashville

Charles Jordan, M.D Cookeville

George H. Wood, M.D. (Div. Coordinator) . .Knoxville

COMMITTEE ON CONTINUING MEDICAL EDUCATION

John B. Thomison, M.D., Chairman Nashville

Allan D. Bass, M.D Nashville

J. T. DeBerry, M.D Cookeville

Richard L. Bilbrey, M.D Crossville

Thomas K. Ballard, M.D Jackson
T. James Humphreys, M.D Jackson

J. Pervis Milnor, Jr., M.D Memphis
James H. Ragsdale, M.D Union City

William E. Foree, Jr., M.D Athens
William P. Grigsby, M.D Kingsport

Winborn B. Willingham, Jr., M.D Chattanooga
Marvin R. Batchelor, M.D Cleveland

Robert B. Gilbertson, M.D Knoxville

Charles E. Allen, M.D. (Consultant) Johnson City

John L. Sawyers, M.D. (Div. Coordinator) . . .Nashville

Representatives of Medical Schools and
Clinical Education Centers

Robert C. Coddington, M.D.—UTCEC, Chattanooga
Richard L. Whittaker, M.D.—UTCEC, Knoxville

Frank A. Perry, M.D.—Meharry Medical School, Nash-
ville

Addison B. Scoville, M.D.—^Vanderbilt University Medi-
cal School, Nashville

Dennis Wentz, M.D.—UTCHS, Memphis
Robert C. Allen, M.D.—ETSU Medical School, Johnson

City

George W. Shannon, M.D.—UTCEC, Jackson

MEDIATION COMMITTEE
David H. Turner, M.D., Chairman Chattanooga
John B. Dorian, M.D Memphis
James W. Hays, M.D Nashville

James R. Royal, M.D. (Div. Coordinator) . . Chattanooga
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SPECIAL COMMITTEES OF THE TENNESSEE MEDICAL ASSOCIATION

COMMITTEE ON OCCUPATIONAL HEALTH—STANDBY
James J. Lawson, M.D., Chairman . . . .New Johnsonville

C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

COMMITTEE ON ENVIRONMENTAL HEALTH-
STANDBY
James B. Ely, M.D., Chairman Knoxville
C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

COMMITTEE ON BLOOD BANKS AND
MEDICAL LABORATORIES—STANDBY
John K. Duckworth, M.D., Chairman Memphis
C. Eugene Jabbour, M.D. (Div. Coordinator) . . Memphis

LIAISON COMMITTEE TO MEDICAL SCHOOLS
IN TENNESSEE—STANDBY
John L. Sawyers, M.D., Chairman Nashville

COMMITTEE ON REHABILITATION—STANDBY
Robert E. Looms, M.D., Chairman Memphis
C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

COMMITTEE ON RURAL HEALTH
F. Houston Lowry, M.D., Chairman Madisonville
Joseph L. Willoughby, M.D Franklin
Lester F. Littell, M.D Dayton
Eugene M. Ryan, M.D South Pittsburg
Karl B. Rhea, M.D Somerville
William H. Tucker, M.D Ripley
George H. Wood, M.D. (Div. Coordinator) . . .Knoxville

Consultants

Hyram Kitchen, D.V.M., Ph.D.—Dean, UT College of
Veterinary Medicine, Knoxville

M. Lloyd Downen, Ph.D.—^UT Agricultural Extension
Service, KnoxviUe

Mr. Kenneth Cherry—Tennessee Rural Health Improve-
ment Association, Columbia

COMMITTEE ON EMERGENCY MEDICAL SERVICES
James C. Prose, M.D., Chairman Knoxville
C. Robert Clark, M.D Chattanooga
James E. Henry, Jr., M.D Knoxville
Harris T. Vandergriff, M.D Maryville
James L. Allen, M.D Sweetwater
Shawn Gazaleh, M.D Chattanooga
Harold L. Neuenschwander, M.D Knoxville
Martha J. Bushore, M.D Knoxville
Donald C. Henard, M.D Memphis
John P. Conway, M.D Memphis
Joseph C. Lougheed, M.D Memphis
Phillip E. Wright, H, M.D Memphis
Daniel J. Scott, Jr., M.D Memphis
Harry Friedman, M.D Memphis
Robert C. Reeder, M.D Memphis
William L. Webb, Jr., M.D Memphis
James T. Craig, Jr., M.D Jackson
James W. Polk, M.D Union City
Kenneth J. Phelps, Sr., M.D Lewisburg
Edmund W. Benz, M.D Nashville
Parker D. Elrod, M.D Centerville
Robert E. Richie, M.D Nashville
Stephen Schillig, M.D Nashville

Norman D. Hasty, M.D Nashville

William G. Sale, HI, M.D Nashville

Ronald E. Rosenthal, M.D., Vice Chairman . . .Nashville

C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

ADVISORY COMMITTEE TO THE
TENNESSEE MEDICAL ASSOCIATION AUXILIARY

Jacob T. Bradsher, M.D., Chairman Knoxville

Robert L. Allen, M.D Cleveland

A. Ho5d Crenshaw, M.D Memphis
John P. Kinnard, M.D Nashville

George H. Wood, M.D. (Div. Coordinator) . . . Knoxville

COMMITTEE ON MENTAL HEALTH
Kent Kyger, M.D., Chairman Nashville

Michael J. Keyes, M.D Nashville

William C. Greer, M.D Chattanooga
Marshall D. Hogan, Jr., M.D Kingsport

David V. MacNaughton, Jr., M.D Chattanooga
John A. Wilson, M.D Kingsport
Harvey C. Reese, Jr., M.D Memphis
Harris L. Smith, M.D Jackson
James S. Brown, M.D. (Ex-Officio) Nashville

C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

Members of the Tennessee Branch of the American
Psychiatric Association Psychiatric Committee

Max H. West, M.D Memphis
John H. Wolaver, M.D Knoxville

COMMITTEE ON MEDICINE AND RELIGION

Alfred P. Rogers, M.D., Chairman Chattanooga
Edgar H. Pierce, M.D Johnson City

Daniel C. Geddie, M.D Nashville

David G. Bowers, M.D Nashville

Jerre M. Freeman, M.D Memphis
Hamel B. Eason, M.D Memphis
James H. Ragsdale, M.D Union City

Lee Rush, Jr., M.D Somerville

Howard W. Thomas, M.D Savannah
George H. Wood, M.D. (Div. Coordinator) . . . Knoxville

TENNESSEE MEDICAL ASSOCIATION/TENNESSEE
NURSES ASSOCIATION JOINT PRACTICE COMMITTEE

Duane C. Budd, M.D., Chairman Johnson City

Hays Mitchell, M.D Cleveland

Homer L. Isbell, M.D Maryville

Howard L. Salyer, M.D Nashville

Leslie B. Shumake, M.D Memphis
David Darrah, M.D Alexandria

A. Roy Tyrer, Jr., M.D. (Consultant) Memphis
James R. Royal, M.D. (Div. Coordinator) . . Chattanooga

COMMITTEE ON MATERNAL AND CHILD CARE

Robert R. Young, M.D., Chairman Union City

Herbert A. Taylor, m, M.D Memphis
Hal P. James, M.D Memphis
Irvin Ray King, M.D Knoxville

Lewis F. Cosby, Jr., M.D Johnson City

Samuel S. Binder, M.D Chattanooga

B. K. Hibbett, III, M.D Nashville

James C. Hudgins, Jr., M.D Lawrenceburg

C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis
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Maternal Mortality Subcommittee

B. K. Hibbett, III, M.D., Chairman Nashville

Larry T. Arnold, M.D Nashville

Barry Corke, M.D Nashville

James C. Hudgins, M.D Lawrenceburg
B. J. Smith, M.D Dickson
A. J. Mueller, M.D Jackson

William Stepp, Jr., M.D Memphis
James S. Bell, M.D Memphis
T. E. Lester, M.D Knoxville

Irvin Ray King, M.D Knoxville

Robert L. Harrington, M.D Dyersburg
Frank H. Boehm, M.D. (Consultant) Nashville

C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

COMMITTEE ON LONG TERM HEALTH CARE
Carl E. Adams, M.D., Chairman Murfreesboro
Eugene W. Fowinkle, M.D Nashville

Joseph L. Willoughby, M.D Franklin

M. F. Langston, M.D Signal Mountain
I. Lee Arnold, M.D Chattanooga
Charles L. Frost, M.D Bolivar

John S. Buchignani, Jr., M.D Memphis
Robert T. Tucker, M.D Jackson

C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

Consultant

Mr. Richard Sadler—Executive Director, Tennessee
Health Care Association, Nashville

INDEPENDENT MEDICINE’S POLITICAL
ACTION COMMITTEE—TENNESSEE

Board of Directors

First District . . . . .Jack E. Butterworth, Jr., M.D.,

Bristol

Second District . Joe B. DeLozier, M.D.,

Knoxville

Third District . . . William C. Patton, M.D.,

Chattanooga

Fourth District . . . .James C. Bradshaw, Jr., M.D.,

Lebanon, Secretary-Treasurer

Fifth District . . . Robert W. Ikard, M.D.,

Nashville, Chairman
Sixth District . . . Thomas K. Ballard, M.D.,

Jackson

Seventh District . J. Kelley Avery, M.D.,

Union City

Eighth District . . . . . .W. David Dunavant, M.D.,

Memphis
Representing the

TMA Auxiliary . Mrs. Lewis W. George,

Memphis

470

IMPAIRED PHYSICIAN COMMITTEE
John B. Dorian, M.D., Chairman Memphis
Howard W. Thomas, M.D Savannah
J. P. Anderson, M.D Memphis
Parks W. Walker, Jr., M.D Memphis
Donald W. Bales, M.D Kingsport
A. Ray Mayberry, M.D Knoxville

C. Paul McCammon, M.D Knoxville

Bennett W. Caughran, M.D Chattanooga
A. Glenn Kennedy, M.D Knoxville

Howard R. Foreman, M.D Nashville

Charles B. Thorne, M.D Nashville

Allan D. Bass, M.D Nashville

Mrs. John B. Turner (Auxiliary Rep.) Springfield

C. Eugene Jabbour, M.D. (Div. Coordinator) . .Memphis

COMMITTEE ON HEALTH PLANNING
Nat E. Hyder, Jr., M.D., Chairman Johnson City

George H. Wood, M.D Knoxville

C. Windom Kimsey, M.D Chattanooga
Oscar M. McCallum, M.D Henderson
Edward W. Reed, M.D Memphis
Rodger B. Lewis, M.D Union City

Robert W. Ikard, M.D Nashville

C. Richard Treadway, M.D. (Ex-Officio) Nashville

Eugene W. Fowinkle, M.D. (Ex-Officio) Nashville

James W. Hays, M.D. (Div. Coordinator) . . . .Nashville

PRIMARY HEALTH CARE CLINICS COMMITTEE
James W. Hays, M.D., Chairman Nashville

John O. Williams, Jr., M.D Mt. Pleasant

Hays Mitchell, M.D Cleveland

Alfred D. Beasley, M.D Knoxville

James H. Segars, M.D Knoxville

James A. Moore, M.D Memphis
James R. Royal, M.D. (Div. Coordinator) . .Chattanooga

Division Coordinators are members of the Board of

Trustees assigned to oversee the activities of the respec-

tive committees.

TENNESSEE MEDICAL ASSOCIATION
STUDENT EDUCATION FUND

Board of Directors

John H. Burkhart, M.D., President . . . .Knoxville

Robert H. Haralson, Jr., M.D.,

Vice President Maryville

Robert L. Chalfant, M.D.,

Secretary-Treasurer Nashville

Charles E. Allen, M.D Johnson City

Allen S. Boyd, Jr., M.D Memphis
John M. Higgason, M.D Chattanooga

Robert E. Clendenin, Jr., M.D.
(Ex-Officio) Union City
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COUNTY MEDICAL SOCIETIES-1980-1981 OFFICERS
Tennessee Medical Association

BEDFORD
Pres.—Carl Stubblefield, M.D., Shelbyville

Secy.—B. Carl Rogers, M.D.
103 Riverview Bldg., Shelbyville 37160

BENTON-HUMPHREYS
Pres.—Wallace J. McClure, M.D., Waverly
Secy.—Arthur W. Walker, M.D.
Doctors Clinic, Waverly 37185

BLOUNT
Pres.—Louis E. Haun, M.D., Maryville
Secy.—James R. Delashmit, M.D.,
Chilhowee Medical Park, Maryville 37801

BRADLEY
Pres.—John M. Powell, M.D., Cleveland
Secy.—Allen C. Chastain, M.D.

2850 Westside Dr., Cleveland 37311

BUFFALO RIVER VALLEY
Pres.—B. L. Holladay, M.D., Centerville

Secy.—Parker D. Elrod, M.D.
103 E. Swan St., Centerville 37033

CAMPBELL
Pres.—Burgin H. Wood, M.D., LaFollette
Secy.—L. J. Seargeant, M.D.

P.O. Box 1381, LaFoUette 37766

CHATTANOOGA-HAMILTON
Pres.—Woodruff Banks, Jr., M.D., Chattanooga
Secy.—Hathaway K. Harvey, M.D., Chattanooga
Exec. Secy.—Mrs. Flo Richardson

960 E. 3rd St., #313, Chattanooga 37403

COCKE
Pres.—David H. McConnell, M.D., Newport
Secy.—Reece B. DeBerry, M.D.

1101 4th St., Newport 37821

COFFEE
Pres.—Jerry L. Kennedy, M.D., Tullahoma
Secy.—Ja-Nan Yu, M.D.

845 McArthur Dr., Manchester 37355

CONSOLIDATED
Pres.—Swan Burrus, Jr., M.D., Jackson
Secy.—^T. James Humphreys, M.D.

616 W. Forest Ave., Jackson 38301

CUMBERLAND
Pres.—Jack C. Clark, M.D., Crossville
Secy.—^T. Gavin Monaghan, M.D.

P.O. Box 2527, Crossville 38555

DeKALB
Pres.—Kenneth H. Abbott, M.D., Smithville
Secy.—Melvin L. Blevins, M.D.

100 E. Church St., Smithville 37166

DICKSON
Pres.—B. J. Smith, M.D., Dickson
Secy.—Stanley M. Anderson, M.D.

Ill Hwy. 70 East, Dickson 37055

FENTRESS
Pres.—Dilip N. Joshi, M.D., Jamestown
Secy.—B. F. Allred, M.D.
Jamestown 38556

FRANKLIN
Pres.—Dudley C. Fort, Jr., M.D., Winchester
Secy.—Richard A. Bagby, Jr., M.D.
Franklin Co. Med. Clinic, Winchester 37398

GILES
Pres.—Walid A1 Agha, M.D., Pulaski
Secy.—Charles W. Burger, M.D.

215 Cedar Lane, Pulaski 38478

GREENE
Pres.—Douglas C. Cobble, M.D., Greeneville
Secy.—William J. Smead, M.D.

725 E. Church St., Greeneville 37743

HAMBLEN
Pres.—William R. Gronewald, M.D., Morristown
Secy.—Timothy W. Thurston, M.D.

405 McFarland Ave., Morristown 37814

HAWKINS
Pres.—Edward M. Henderson, M.D., Rogersville
Secy.—William E. Gibbons, M.D.

900 W. Main St., Rogersville 37857

HENRY
Pres.—William R. Campbell, M.D., Paris
Secy.—John M. Senter, M.D.
Eastwood Clinic, Paris 38242

JACKSON
Pres.—E. M. Dudney, M.D., Gainesboro
Secy.—J. S. Johnson, M.D.
Gainesboro 38562

KNOXVILLE
Pres.—George H. Wood, M.D., Knoxville
Secy.—Ted F. Haase, Jr., M.D., Knoxville
Exec. Secy.—Mrs. Jane Smith
422 W. Cumberland Ave., Knoxville 379C2

LAWRENCE
Pres.—Henry L. Thomas, M.D., Lawrenceburg
Secy.—James D. Rucker, M.D.

P.O. Box 530, Lawrenceburg 38464

LINCOLN
Pres.—David R. McCauley, M.D., Fayetteville

Secy.—Sam M. Ashby, M.D.
207 S. Elk Ave., Fayetteville 37334

MACON
Pres.—Marvin E. Deck, Jr., M.D., Lafayette
Secy.—Charles C. Chitwood, Jr., M.D.

207 W. Locust St., Lafayette 37083

MARSHALL
Pres.—Melvin G. Lewis, M.D., Lewisburg
Secy.—N. N. Sharma, M.D.

P.O. Box 646, Lewisburg 37091

MAURY
Pres.—^Kenneth L. Moore, M.D., Columbia
Secy.—^H. W. Ferrell, M.D.
Maury County Hospital, Columbia 38401

McMINN
Pres.—William G. Morris, M.D., Athens
Secy.—Larry J. Hargis, M.D.

P.O. Box 843, Athens 37303

MEMPHIS-SHELBY
Pres.—James T. Galyon, M.D., Memphis
Secy.—^Nathan K. S^ky, M.D., Memphis
Exec. Dir.—Mr. John M. Westenberger

774 Adams Ave., Memphis 38105

MONROE
Pres.—^F. Houston Lowry, M.D., Madisonville
Secy.—Carolynn A. Parsons, M.D.

P.O. Box 1011, Ten Mile 37880

MONTGOMERY
Pres.—R. W. Young, Jr., M.D., Clarksville

Secy.—W. J. Pedigo, M.D., Clarksville

Exec. Secy.—Ms. Betty Swaffer
Memorial Hospital, Clarksville 37040

NASHVILLE-DAVIDSON
Pres.—Benjamin F. Byrd, Jr., M.D., Nashville
Secy.—Paul R. Stumb, HI, M.D. Nashville
Exec. Dir.—^Mr. Raymond Schklar

205 23rd Ave. North, Nashville 37203

NORTHWEST
Pres.—^J. Ralph Reynolds, M.D., Dyersburg
Secy.—^Thomas R. Thompson, M.D.

519 Morning Road, Dyersburg 38024

OVERTON
Pres.—B. H. Copeland, M.D., Livingston
Secy.—J. L. Shipley, M.D.

c/o Mrs. Joyce Thomas, Med. Rec. Librarian,
Livingston Community Hosp., Livingston 38570

PUTNAM
Pres.—Donald W. Tansil, M.D., Cookeville
Secy.—Thurman Shipley, M.D.

135 W. 2nd St., Cookeville 38501

ROANE-ANDERSON
Pres.—Kenneth F. Luckmann, M.D., Oak Ridge
Secy.—Elaine M. Bunick, M.D., Oak Ridge
Exec. Secy.—Mrs. Silvia Aliberti

207 W. Tennessee Ave., Oak Ridge 37830

ROBERTSON
Pres.—John M. Jackson, M.D., Springfield
Secy.—Edita Milan, M.D.
White House 37188

RUTHERFORD/STONES RIVER
Pres.—Rodney C. Bryant, M.D., Woodbury
Secy.—Harold T. Akin, M.D.

614 E. Clark Blvd., Murfreesboro 37130

SCOTT
Pres.—Roy L. McDonald, M.D., Oneida
Secy.—George L. Kline, M.D.

Alberta Ave., Oneida 37841

SEVIER
Pres.—Charles Waldroup, M.D., Pigeon Forge
Secy.—John C. Jacobs, Jr., M.D.

Sevier Co. Med. Ctr., Sevierville 37862

SMITH
Pres .—Ed K. Bratton, M.D., Hartsville
Secy .—Hugh E. Green, M.D.
North Main St., Carthage 37030

SULLLVAN-JOHNSON
Pres.—Jerry L. Miller, M.D., Kingsport
Secy.—Billy N. Golden, M.D. •

126 W. Ravine, Kingsport 37660

SUMNER
Pres .—Joseph R. Blackshear, M.D., Gallatin
Secy .—M. Alfred Todd, M.D.

575 E. Bledsoe, Gallatin 37066

TIPTON
Pres .—J. Sterling Ruffin, M.D., Covington
Secy .—W. A. Alexander, M.D.

209 W. Pleasant Ave., Covington 38019

WARREN
Pres .—Thomas L. Hill, M.D., McMinnville
Secy .—Michael A. McAdoo, M.D.

1502 Sparta Rd., McMinnville 37110

WASHINGTON-CARTER-UNICOI
Pres .—Clarence E. Goulding, M.D., Johnson City

Secy.—C. Steven Webb, M.D.
403 Princeton Rd., Johnson City 37601

WHITE
Pres .—Billy C. Nesbett, M.D., Sparta
Secy .—Colin Muir, M.D.

Medical Arts Bldg., Sewell Rd., Sparta 38583

WILLIAMSON
Pres .—Fulton M. Greer, M.D., Franklin
Secy .—Douglas C. York, M.D.

439 Battle Ave., Franklin 37064

WILSON
Pres .—Sam B. McFarland, M.D., Lebanon
Secy .—Thomas R. Puryear, M.D.

239 E. Main St., Lebanon 37087
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GROUP INSURANCE PLANS AVAILABLE TO TMA MEMBERS

For Details of Each Plan Contact the Administrator

TYPE OF COVERAGE COMPANY ADMINISTRATOR

Major Hospital and Nurse Expense Commercial Insurance Company of

Insurance Program. $10,000 or $25,- Newark, N.J. (A Subsidiary of the

000 plans with deductibles of $300, Continental Insurance Companies)

$500 or $1,000. Surgical benefits

optional.

Smith, Reed, Thompson and Ellis

Company
P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846

In Hospital Protection Insurance. Commercial Insurance Company of

$20 to $80 per day while hos- Newark, N.I. (A Subsidiary of the

pitalized in addition to any other in- Continental Insurance Companies)

surance. Spouse, children, and em-

ployees eligible.

Smith, Reed, Thompson and Ellis

Company
P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846

24-Hour High Limit Accidental Commercial Insurance Company of

Death Insurance. $25,000 to $100,- Newark, N.J. (A Subsidiary of the

000 coverage. May include spouse Continental Insurance Companies)

and children.

Smith, Reed, Thompson and Ellis

Company
P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846

Professional Liability Insurance. State Volunteer Mutual Insurance

Modified coverage from $100,000/ Company
$300,000 to $1 million/ $3 million.

Corroon & Black Corp.

P. O. Box 1020

Nashville, TN 37202

Telephone: (615) 367-9702

Workers’ Compensation Insurance. Dodson Insurance Group
Standard coverage at approved rates

with yearly savings opportunity

based on claim experience.

Mr. Glenn Cross

716 Robert Burns Drive

Nashville, TN 37217

Telephone: (615) 361-6280

Group Life Insurance. Term Life Great-West Life Assurance Company
Insurance. Members and spouses of Winnepeg, Canada

$25,000 up to $250,000. Employees

of members $5,000 up to $50,000.

Accidental death benefit $5,000 up

to $250,000.

Insurance Planning & Service Com-
pany, Inc.

P. O. Box 1109

Chattanooga, TN 37401

Telephone: (800) 572-7389

Disability Income Plan. $ 1 ,000 Acci- Commercial Insurance Company of

dental D & D. Monthly indemnity Newark, N.J. (A Subsidiary of the

up to $1,300. Five year accident/five Continental Insurance Companies)

year sickness plan. Lifetime accident

coverage and to age 65 for sickness.

Optional hospital benefits.

Smith, Reed, Thompson and Ellis

Company
P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846

Overhead Expense Insurance. Bene- Continental Casualty Company
fits from $300 to $5,000 per month
beginning on 31st day of disability

and may continue for up to 24

months.

John E. Lovelace and Associates,

Inc.

P. O. Box 452

Brentwood, TN 37027

Telephone: (615) 373-1996

Excess Major Medical Plan. Pays up Sentry Insurance of Stevens Point,

to $1,000,000 after deductibles of Wis. (A Mutual Company)

$25,000 or $50,000 have been met.

Smith, Reed, Thompson and Ellis

Company
P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846
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Valley

Psychiatric

Hospital
P.O. Box 21373 • Shallowford Road

Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment

facility with programs designed to treat psycho-

logical, alcoholic and drug abuse problems of

adults, adolescents and children.

A full range of treatment modalities is utilized,

including individual and group psychotherapy,

pharmacological therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for school-age children and
adolescents, recreational, occupational and the

complete range of expressive therapies. Group
therapy is five days each week with individual

therapy at least three days a week. Patients

have six hours a day in scheduled therapeutic

activities. Comprehensive outpatient services

are available with outpatient group therapy ses-

sions being held two nights each week.

Licensed by the State of Tennessee. A mem-
ber of the Tennessee Hospital Association, the

American Hospital Association, and the National

Association of Private Psychiatric Hospitals. Ac-

credited by the Joint Commission on Accredita-

tion of Hospitals.

Psychiatry

John Bolinger, M.D.

D. Ross Campbell, M.D.

Peter L. DeRuiter, M.D.

Henry Evans, M.D., F.A.C.P.,

Clinical Director

William C. Greer, M.D.

Frances A. Harmatuk, M.D.

David V. MacNaughton, M.D.

John S. McDougal, M.D.

Robert T. Spalding, M.D.,

F.A.P.A., Medical Director

Clinical Psychology

Thomas L. Cory, Ph.D.

Jerry C. Gilliland, Ph.D.

James Pruiett, Ph.D.

Bobby G. Rouse, Ph.D.

Roy Smith, Ph.D.

Administrator Assistant Administrator

Dennis P. Dobard Dan B. Page, M.Ed.
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Tenuate^®
(diethylpropion hydrochloride NF)

Tenuate Dospan*
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The Needfor a New Approach to the

Management of
Nasopharyngeal Carcinoma

EDWARD H. WITHERS, M.D.; J. B. LYNCH, M.D.;

and LOUIS ROSENFELD, M.D.

Introduction

Although aggressive surgery combined with

radiation and chemotherapy has led to improve-

ment in survival of many head and neck malig-

nancies, nasopharyngeal carcinoma remains one

of the most lethal and poorly understood head

and neck cancers. Recent efforts to treat these

tumors surgically have met with little success';

nasopharyngeal carcinomas treated with

chemotherapy and radiation have shown some
improvement.^ In addition, investigators have

demonstrated elevated antibody titers to the

Epstein-Barr virus in patients with naso-

pharyngeal carcinoma.^

We undertook a retrospective study to answer
the following questions: Why is the prognosis for

nasopharyngeal carcinoma so poor when these

tumors are frequently small? Does the prognosis

vary with cell type and stage? What are the risk

factors for developing nasopharyngeal car-

cinoma? What is appropriate therapy?

Materials and Methods
The charts of 100 patients with nasopharyngeal

carcinoma were reviewed and classified accord-

From the Plastic Surgery Service and the Head and Neck
Surgery Service, Vanderbilt University Hospital and the

Veterans Administration Hospital, Nashville.

Reprint requests to Department of Plastic Surgery, Van-
derbilt University Hospital, Nashville, TN 37232 (Dr.

Lynch).

ing to their histology and state of disease, and an

analysis of their symptoms, treatment, habits,

occupation, and geographic location were made.

Results

As expected, the most frequently occurring

tumor was squamous cell carcinoma (Table 1).

There were three salivary gland carcinomas and

two melanomas listed as other (Table 1). The
ages range from 5 to 89 years, with an average

age of 53 years (Fig. 1). The male to female ratio

was 3:1 and only one patient was of Oriental

extraction.

The most frequently stated occupation was
farming and no patient had been exposed to pro-

longed smoke or fumes in an enclosed environ-

ment. Less than 50% of the patients had a

positive history for tobacco and ethanol abuse.

TABLE 1

CLASSIFICATION BY CELL TYPE

Squamous 37%

Transitional 6%

Lymphoepithelioma 10%

Anaplastic 28%

Lymphoma-Sarcoma 10%

Adenocarcinoma 4%

Other 5%
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One patient had strongly positive antibody titers

to the Epstein-Barr virus at the time of diagnosis.

The most common presenting symptoms were

otitis media and epistaxis, and cranial nerve in-

volvement was frequently seen (Fig. 2). Unfor-

tunately, the symptoms were usually prolonged

and the treatment was often delayed.

The overall mortality rate was 82%, with an

incidence of cervical node metastasis of 63%
(Fig. 3). Whereas patients with adenocarcinomas

had a uniformly fatal outcome (Fig. 4), 21 pa-

tients with stage 1 disease limited to the

nasopharynx enjoyed a slightly better prognosis

of 33%. The majority of deaths, 56, occurred

within one year of diagnosis and initiation of

treatment (Fig. 5). All patients received radiation

therapy to their primary tumor and the neck via

AGE

Figure 1. Age at diagnosis and treatment.

opposing ports. The usual dose of radiation was
5,000 to 6,000 rads. Six patients received radia-

tion therapy plus a radical neck dissection (Table

2), and 1 1 received radiation and chemotherapy
with cyclophosphamide (Cytoxan), methotre-

xate, and 5-fluorouracil. One patient was treated

with triple therapy, which included radiation,

chemotherapy, and radical neck dissection when
cervical node metastasis could not be controlled

with radiation and chemotherapy. The survival

for the patients treated with combined therapy

was 22%, which was not significantly better than

those treated with radiation alone (Table 2).

Discussion

Nasopharyngeal carcinoma has been the sub-

ject of considerable recent interest. It is a rare

neoplasm in many parts of the world but remains

one of the leading cancer problems in Southeast

Asia,^ where previous reports have focused on

the relative importance of genetic and en-

vironmental factors in the etiology of this fre-

quently occurring tumor. ^ Many theories have

ADENOCARCINOMA

LYMPHOMA-SARCOMA

TRANSITIONAL

SQUAMOUS

LYMPHOEPITHELIOMA
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Figure 4. Percent mortality by cell type.
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been proposed as to its possible etiology, includ-

ing exposure to cigarettes, smoke from outdoor

cooking fires, salted fish, and alcohol.'^

Demographic studies have indicated that

Filipinos, Tunisians, and Chinese also have a

higher risk of development of nasopharyngeal

carcinoma.* Although the nasopharyngeal cancer

rates in Chinese who have immigrated to

California declines somewhat in the first genera-

tion, it remains considerably higher than in a

matched white population. There is a strong

suggestion from California mortality rate data

that successive generations of Chinese bom in

the United States are at decreasing risk for the

development of nasopharyngeal carcinoma^;

only one of our patients was of Oriental extrac-

tion. The majority of patients were of Western

European origin, which alone called for re-

evaluation of the genetic role in nasopharyngeal

carcinoma.

The role of environmental factors has been
hotly debated. Poorly ventilated housing, smoke
from exotic trees, opium, incense, and antimos-

quito coils, as well as cigarettes, have been
shown by recent epidemiological studies not to

increase the risk for development of naso-

pharyngeal carcinoma,^ and there has been
shown also to be no association in Hong Kong
and Singapore between occupation, socio-

economic level and nasopharyngeal carcinoma.’^

One of the more interesting environmental fac-

tors to emerge has been the association of el-

evated antibody titers to the Epstein-Barr virus,

shown to be present in virtually 100% of patients

with nasopharyngeal carcinoma regardless of ra-

cial origin or geographic location of the cases.'*’

Our most recent patient was found to have a sig-

nificantly elevated antibody titer to the Epstein-

Barr virus. Whether the vims is a necessary
cofactor for the development of nasopharyngeal
carcinoma or a “passenger” vims remains unre-

TABLE 2

METHOD OF TREATMENT WITH SURVIVAL

Survival

Method No. %

Radiation alone 82 17

Combined therapy 18 22

Radiation, RND* (6)

Radiation, chemotherapy (11)

Radiation, chemotherapy, RND* (1)

'Radical neck dissection.

solved. Although there is certainly no clear cause

and effect relationship between Epstein-Barr

vims and nasopharyngeal carcinoma, the associ-

ation between the two is overwhelming, suggest-

ing that this tumor is biologically different from
other head and neck malignancies. This relation-

ship has by no means been fully delineated, but

as there certainly is no longer any question that a

strong relationship exists between elevated anti-

body titers to the Epstein-Barr virus and
nasopharyngeal carcinoma, pretreatment anti-

body determinations are recommended." This

may also be a useful way to follow the clinical

progress of the patient and may have some value

in determining his prognosis.

It is interesting that fewer than half of the pa-

tients gave a strong history for the alcohol and

tobacco abuse so commonly seen in other car-

cinomas of the head and neck.

Two factors related to a poor prognosis are

delay in diagnosis and initiation of treatment.

These tumors frequently do not reach the bulky

dimensions seen in other head and neck cancers,

and by the time therapy is initiated there is fre-

quent nodal and central nervous system involve-

ment even though the primary tumor may remain

very small.

It would be our present recommendation that

these patients be treated with radiation to the

primary site, followed by radical neck dissection

for cervical node metastasis. It is hoped that im-

proved multiple drug chemotherapy combined
with radiation therapy will improve their chances

for survival. r ^
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Upper Gastrointestinal

Endoscopy—1980

Technical advances in gastrointestinal en-

doscopy have changed our understanding of the

natural history and treatment of such diseases as

gastric ulcer, gastritis, gastrointestinal hemor-

rhage, and inflammatory bowel disease. This ar-

ticle is the first of the series sponsored by the

Tennessee Society of Gastrointestinal Endoscopy

to define the areas in which this tool can assist

the clinician, including appropriate timing and

reasonable expectations.
— Howard E. Rosen, M.D., President

Tennessee Society of Gastrointestinal

Endoscopy

As the medical profession becomes increasing-

ly dependent on sophisticated diagnostic proce-

dures we are pleased to explore with our col-

leagues the use of upper gastrointestinal en-

doscopy. The purpose of this article is to review

with the non-endoscopist the development of the

procedure, and, even more importantly, to give

him some insight as to when he should seek con-

sultation for endoscopy.

The goals of upper gastrointestinal endoscopy

are to look at all portions of the esophagus,

stomach, and duodenum, without blind spots,

and to perform with relative ease various diag-

nostic and therapeutic procedures without sig-

nificant discomfort or risk to the patient.' These

goals have essentially been realized in 1980 after

22 years of research and development of the flex-

ible fiberoptic scope following its introduction

by Hirschowitz in 1958.^ Instruments now avail-

able can be passed with minimal sedation in out-

patients as far as the ligament of Treitz. As a

rule, these instruments require cleaning and not

sterilization, and are quite durable if properly

From the Department of Medicine, University of Tennes-
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handled. These facts underscore the progress

made since the pioneer work of Rudolf Schind-

ler.^

Standard indications for the use of the upper

gastrointestinal endoscope include:

• Acute or chronic upper gastrointestinal

bleeding;

• Dysphagia;

• Questionably abnormal x-rays, i.e., when
the radiologist is “not sure”;

• X-ray abnormalities, i.e., neoplasm of the

esophagus versus stricture, gastric ulcer,

gastric outlet obstruction;

• Unexplained abdominal pain or chest pain

with negative x-rays;

• Evaluation of postoperative symptoms in

the stomach, i.e., hiatal hernia repair, gas-

tric resection, pyloroplasty, etc.;

• Transduodenal pancreatography;

• Operative procedures, i.e., gastric or esoph-

ageal biopsy and cytology, polypectomy,

removing foreign bodies, and even cauteri-

zation of a bleeder.

Some controversy still exists about the use of

endoscopy in acute gastrointestinal bleeding.

Several studies indicate that although the proce-

dure may have a significant diagnostic yield, it

does little to enhance therapy, reduce hospital

stay, or diminish morbidity or mortality.'^ ^ A de-

tailed discussion of this controversy is beyond

the scope of this paper, but certainly the final

answer is not in. Continuing investigation has

produced at least one significant observation that

seems to defend the use of endoscopy in the

acute gastrointestinal bleeder.^ Identification of

an actively bleeding vessel during endoscopy ap-

pears to indicate that chances for spontaneous

cessation of bleeding are poor and that surgeiy is

inevitable.^ Should this be confirmed by other

studies and be found to reduce morbidity and

mortality, the role of endoscopy in this situation

may prove worthwhile. In a recent study by
i

Gilbert et al,"^ active bleeding at endoscopy, ^

whether oozing or pumping, seemed to imply a

higher complication rate.
,
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The endoscopic examination in the acute

bleeder should tell us:

• The location and identity of the bleeding

source;

• Whether bleeding is continuing;

• Whether bleeding is arterial;

• Which of multiple lesions is the source of

bleeding (e.g., despite known esophageal

varices, they are often not the source of

bleeding);

• Whether visible vessels protrude from an

ulcer base.

Notwithstanding all this, the use of endoscopy

in such a situation is still controversial.^

The “hottest” area in upper gastrointestinal

endoscopy presently is “therapeutic endos-

copy.”^ Assuming we now can identify the

bleeding site, what, short of surgery, can be

done? There are two basic therapeutic tech-

niques:

• Contact, i.e., unipolar or bipolar elec-

trocoagulation, and a thermal probe. The
disadvantage of this system is that the heat

can perforate the intestinal wall.®

• Noncontact, i.e., sprays (clotting factors,

glues, acrylic resins, and iron-oil mixture)

and bases.

^

Although therapeutic use of the endoscope to

stop bleeding is still experimental, within the

next four to five years it should be available in

most medical centers.

Several contraindications to endoscopy, in-

cluding an uncooperative or unwilling patient,

the probability of a perforated viscus, and instabil-

ity of the patient for any reason,’ should always

be kept in mind. Also, it is not good judgment to

perform the examination in patients with an acute

myocardial infarction, pneumonia, sepsis, or a

thoracic aneurysm without extenuating eircum-

stanees.

Complications from endoscopy have been sig-

nifieantly reduced by the newer scopes. A survey

in 1974 by Silvis et aP” of members of the

American Society of Gastrointestinal Endoscopy
showed 279 complications in over 2 1 1 ,000 endos-

copies, with 13 fatalities, five from perforations,

two from bleeding, and six from cardiopulmo-

nary complications, for an overall mortality rate

of 1:16,262 examinations. This was not broken

down into the types of scopes nor related to the

experience of the endoscopist.

Perforation, the major eomplication, must be

reeognized early, and if it is dealt with appropri-

ately, i.e., with nasogastric suction, antibiotics,

and surgery, most patients will survive. This

complication is becoming less common since the

introduction of the smaller diameter scopes,

which range in diameter from 12.5 mm to a

pediatric size of 9 mm. It is important, however,
that the non-endoscopist be aware of this compli-

eation, as it may not be detected for several hours

after the procedure, and the primary physician is

often the first one called when problems arise.

Another question raised today concerns the

risk of spreading hepatitis via the endoscope.
There is at present no good evidence that this is a

problem.” The possibility of transient bac-

teremia during sigmoidoscopy or colonoscopy
occurs only rarely, and bacteremia during upper
endoscopy seems even less likely.”

To summarize, we now have instruments read-

ily available to help answer many of the ques-

tions raised by the gastroenterologist and the

referring physician, but as recently pointed out

by Kern” and Panish and Sherlock,” en-

doscopy, although a major facet of clinical gas-

troenterology, should be balanced by appropriate

attention to the whole clinical picture. Nothing
replaces a good history and physical examina-
tion, and endoscopy is but another tool, albeit a

useful one, in diagnosing and treating diseases of

the digestive tract. r ^
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Case Report

Double Pylorus—An Unusual Complication of

Peptic Ulcer Disease

K. R. SOMASHEKAR, M.D.; DOUGLAS P. MITCHELL, M.D.; and HAROLD 0. DENNISON, JR., M.D.

Introduction

A double channel pylorus is an unusual lesion

which has been recognized with increased

frequency.''* The cause of this anomaly is a

source of speculation, most of the reported cases

apparently having been secondary to ulcer dis-

ease. In many instances a prepyloric ulcer on

the lesser curvature has been found eroding into

the duodenal bulb. We report a case supporting

the theory that the double channel pylorus is an

acquired gastroduodenal fistula.

Report of a Case
A 71 -year-old white man was admitted to the Baptist

Hospital, Nashville, on Aug. 9, 1978 for evaluation of

upper abdominal pain. For five to six years the patient had

had a history of significant postprandial indigestion and

heartburn. The pain was partially relieved by antacids, and

at times was so severe that it required injectable medication.

It radiated into his back, and was worse when he lay on his

back. Associated with this distress had been a weight loss of

approximately 20 lb over the six to eight weeks prior to

admission. He denied anorexia or emesis. Although he had

used significant amounts of ethanol in the past, the patient

denied ingestion in many years.

Physical examination revealed a well-nourished man in

no acute distress, with normal vital signs. There was ten-

derness to deep palpation in the epigastrium, with some
fullness, but no rebound tenderness. Bowel sounds were

normal, and rectal examination was negative.

Upper GI series showed a fistulous tract between the

superior fornix of the duodenal bulb and the lesser curvature

of the stomach (Fig. 1). The radiologist's opinion was that

this was old peptic ulcer disease with perforation. Because

of this, the patient underwent gastroscopy with an Olympus

GIF-D3 fiberoptic gastroduodenoscope. The esophagus and

the upper stomach were normal, but in the antrum, two

openings were found communicating with the duodenum
(Fig. 2). When the scope was passed through the lower

opening, the normal pylorus, a very large active ulcer crater

was visible in the apex of the bulb. Biopsies taken of the

From the Departments of Surgery and Medicine, Baptist

Hospital, Nashville.
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base of the ulcer and the margin of the false pylorus showed
acute and chronic gastritis with focal metaplasia. Because of

the size of the ulcer and the severity of the symptoms,
surgical therapy was elected.

At exploratory laparotomy on Sept. 18, 1978, a small

hiatal hernia sac was found which admitted three fingers and

was easily reduced. The prepyloric area was thick and ed-

ematous, with some serosal exudate, and the duodenal bulb

was thickened. The remainder of the duodenum, liver,

gallbladder and pancreas were normal, and the rest of the

abdominal examination was unremarkable. Following re-

pair of the hiatal hernia, bilateral total truncal vagotomy,
antrectomy, Billroth I gastroduodenostomy and appendec-

tomy, the patient's postoperative course was uneventful.

The specimen (Fig. 3) shows the double-barreled

pylorus. Hemostats are attached to the ends of the transected

pylorus, and the probe passes through the false pylorus into

the duodenum. The proximal duodenum demonstrates an

area of peptic ulceration with full thickness scarring. The
diagnosis was chronic duodenal ulcer.

Discussion

The number of reported cases of double

pylorus has increased greatly in the last five

years, possibly because of increased awareness

of the problem, and because the radiographic and

endoscopic findings are very distinctive. An
ulcer crater is usually found adjacent to the fis-

tulous channel and most of these ulcers have

been found on the lesser curvature of the

stomach.

Ferack et aP speculate that these lesions are

caused by an ulcer which penetrates deeply into

the wall and finally penetrates the adjacent struc-

tures. They had a case in which a prepyloric

ulcer was present prior to development of a dou-

ble pylorus, strongly suggesting that it was an

acquired lesion. Other observers have supported

this. Drapkin et aP had a case very similar to

ours which also required surgery because of re-

current upper GI bleeding.

Hansen et al,^ who reported two cases of dou-

ble pylorus in 1972 and added six more in 1974.

point out that all of their cases had either a
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Figure 3. Surgical specimen demonstrating open pylorus

with hemostats on each end of pyloric muscle and for-

ceps extending through fistulous tract from antrum into

duodenal ulcer crater.

duodenal or prepyloric ulcer, and agree it is an

acquired lesion caused by penetration of an ulcer

through the pyloric ring.

Hunt et aP report a case in which a double

pylorus was associated with a benign prepyloric

ulcer. The ulcer healed with cimetidine therapy

and the patient’s symptoms resolved, indicating

that the mucosal disease is probably more re-

sponsible for the symptoms than the double

pylorus, and that medical management rather

than surgical correction of the anatomical defor-

mity should be used. Other authors, such as

Rozele et al,^ have reported the disappearance of

the double pylorus with medical treatment of the

ulcer disease.

Most reports of congenital forms of a double

pylorus have not been very convincing. One by

Sufian et al^ shows an unusual form of double

pylorus which may be truly congenital in that the

second channel was much longer, but it arose

from the greater curvature and had normal

mucosal folds running through it. Another form

of pyloric double channel deformity was reported

by Gupta and Hollander* “ in which the patient

was also noted to have achalasia. They found no

evidence of remote or recent peptic ulcer disease

and thought it a congenital abnormality.

Conclusion

The entity of a double pylorus is being increas-

ingly recognized. In most instances, it is secon-

dary to benign peptic ulcer disease of either pre-

pyloric antrum or the duodenal bulb. X-rays, if

properly interpreted, can be quite definitive. En-

doscopy, with distention of the distal antrum,

can be helpful. Although therapy in this uncom-

mon disease has not yet been defined, conven-

tional ulcer surgery has proved quite satisfactory.
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Case Report

The Anemia of Uremia:

Erythropoietin and Bone Marrow Culture Studies

W. HANNA, M.D.; C.D.R. DUNN, Ph.D.; and L N. SMITH, B.S.

The anemia of uremia is generally attributed to

the inability of the diseased kidneys to produce

adequate quantities of erythropoietin (Ep).' The
role of erythroid inhibitors has not been ade-

quately defined^'^ and we have been unable to

find any clinical reports of systematic attempts to

study Ep, the potential role of inhibitors, and the

ability of uremic bone marrow to develop eryth-

roid colonies in vitro all in the same population.

The patient described herein provided such an

opportunity. Serum Ep titers were not appropri-

ately elevated for the degree of anemia, no ev-

idence of a specific erythroid inhibitory material

in the serum was obtained, and the patient’s mar-

row failed to grow normal numbers of erythroid

colonies in methylcellulose cultures. Her anemia

appears to be due to inadequate Ep production.

Case Report

Since she was 2 years old this 21-year-old woman had

anemia of moderate severity with hemoglobin concentra-

tions ranging from 8 to 9 gm/dl and hematocrit from 24%
to 28%. Although investigated in several centers, its eti-

ology was undetermined. There is a strong family history of

renal disease, the patient’s father and the father’s identical

twin having died in their 20s of Bright’s disease, and a

cousin, one year older than the patient, has had chronic

kidney disease since childhood, with chronic renal impair-

ment but without anemia.

At the age of 12 an episode of acute nephritis occurred

two weeks after an attack of sore throat with an elevated

level of antistreptolysin titer, although because of previous

abnormal urinary findings acute nephritis superimposed on

chronic nephritis could not be excluded. A biopsy was not

done. The patient was acutely ill with a serum creatinine of

10 mg/dl and a BUN of 170 mg/100 ml, and had marked

hyperkalemia with a serum potassium of 7.6 mEq/liter. She

recovered from the acute episode of nephritis but mild to

moderate residual renal impairment and anemia persisted.

Further hematological evaluation did not reveal the

pathogenesis of the anemia, and she was followed

conservatively.

The patient became pregnant in June 1979, and her course

was complicated by increased anemia. Hematocrit values

From the Department of Medical Biology, University of

Tennessee Center for the Health Sciences, Memorial Re-

search Center and Hospital, Knoxville.

Reprint requests to Department of Medical Biology, Uni-

versity of Tennessee Memorial Research Center, 1924 Alcoa

Hwy.
,
Knoxville, TN 37920 (Dr. Dunn).
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decreased to 17%, requiring several blood transfusions, and
in early February 1980, at 33 weeks of gestation, she was
referred to University of Tennessee Memorial Hospital for

care of potential premature labor. She was complaining of
lower back and abdominal pain and the cervix dilated to 3

cm. At the end of February her membranes ruptured spon-

taneously, without further assistance, and she delivered a

healthy 4 lb 1 1 oz female infant who required no special

care. During her three-week period in the hospital it was
possible to evaluate the patient hematologically.

Laboratory Data: The hemoglobin level on admission,

shortly after transfusion in the referring hospital, was 7.4

gm/dl and hematocrit was 22.9%. BUN was 45 mg/100 ml

(nonnal 8-15 mg/100 ml) and serum creatinine was 2.2

mg/dl (normal 0-1.5 mg/dl). Uric acid was >12 mg/dl

(normal 2.5- 8.0 mg/dl) and creatinine clearance was 30.2

mg/min (normal 70—100 mg/min).

The serum iron, TIBC, and saturation were all within

normal limits. Serum ferritin was 724 ng/ml (normal

12-180 ng/ml). Ham’s test, red cell osmotic fragility,

G6PD, and autohemolysis were normal. The absolute re-

ticulocyte count was within the normal range. Haptoglobin,

serum B,2 , folate, and coagulation tests were all within

normal limits.

Bone marrow aspirate and biopsy revealed a normocellu-

lar bone marrow with normoblastic erythropoiesis which,

considering the anemia, was decreased in activity (myeloid:

erythroid ratio— 14:1). Bone marrow iron was increased but

abnomial ring sideroblasts were not evident. The remainder

of the marrow findings were within normal limits.

Hemoglobin electrophoresis revealed hemoglobin A
without any increase in or F hemoglobins. The hemoglo-

bin O2 dissociation curve was normal (p50 = 29 mm Hg).

Experimental Findings: Serum Fp titers were below the

sensitivity threshold in the in-vivo assay** (i.e. <0.03
units/ml). In the in-vitro fetal mouse liver cell (FMFC)
assay^ the patient’s serum gave an titer of 0.08

units/ml (95% confidence limits 0.05-0.13) (normal 0.05

± 0.02 units/ml). Parallelism of the log-dose/log-response

relationship of the patient’s serum to that of an Ep standard

in the in-vitro assay tends to exclude the presence of an

inhibitor.

In view of the patient’s renal disease, with the possibility

of circulating erythroid inhibitors, an attempt was made to

determine the effect of her serum (pre- and post-overnight

dialysis against phosphate buffered saline) on erythroid col-

ony formation from mouse bone marrow in methylcellulose

cultures. The cultures were established using 2 units Ep per

culture dish, as described previously,’ substituting 10% of

the fetal calf serum (FCS) with either 10% patient's serum.

10% dialyzed FCS, or one of two sera obtained from

hematologically normal subjects. Colonies were scored se-

quentially after two (CFU-E), four (4 BFU-E) or nine (9
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TABLE 1

ERYTHROID COLONIES FROM MOUSE BONE MARROW GROWTH WITH
SUPPLEMENTS OF VARIOUS SERA

Supplement

1. 30% FCS

2. 20% FCS

3. 20% FCS + 10% dialyzed FCS

4. 20% FCS + 10% PS

5. 20% FCS + 10% dialyzed PS

6. 20% FCS + 10% NSl

7. 20% FCS + 10% dialyzed NSl

8. 20% FCS + 10% NS2

9. 20% FCS + 10% dialyzed NS2

* P « 0.05 from colonies grown in 30% FCS.

t P « 0.05 from comparable nondialyzed serum

BFU-E) days of culture (Table 1). Substitution of 10% FCS
with 10% patient’s serum (line 4) or of two normal sera

(lines 6 and 8) had only a marginal effect on erythroid

colony growth, but prior dialysis of all test sera significantly

impaired development of erythroid colonies (lines 5, 7 and

9). This impairment, particularly of the CFU-E growth, was

much greater than could be accounted for just by the reduc-

tion of the serum content by 10% (line 2). Erythroid colony

growth of the early progenitors, the 4 BFU-E and 9 BFU-E
(line 3) was most dramatically impaired by the substitution

of 10% of the FCS with dialyzed FCS.
When cultured in methylcellulose according to the

method of Ogawa et al,* the patient’s own marrow yielded

only 19.0 ± 4.9 CFU-E (normal 60- 100), 5.3 ± 2.3 inter-

mediate BFU-E (30—60) and no early BFU-E-derived col-

onies (5—20) per 2 x 10^ nonadherent cells plated. In these

studies, human leukocyte conditioned medium’ was used as

a source of burst promoting activity.

Comment
Although our patient’s clinical situation upon

presentation at this hospital was complicated by

pregnancy, the experimental and laboratory

workup was nevertheless revealing. A nutritional

cause for the anemia could be excluded on the

basis of a normal serum iron, normal bone mar-

row iron stores, and normal serum folate levels.

As her serum Ep titer did not show a significant

elevation when compared to normal sera levels,

it seems probable that this lack, presumably sec-

ondary to her renal disease, was the major cause

for her anemia. In addition, the inability of the

patient’s marrow to develop normal erythroid

colonies in methylcellulose cultures indicates an

impaired erythroid progenitor cell population

which, no doubt, contributed to the anemia. The
reason for decreased colony growth is not clear;

although it may be related, in part, to the low
serum Ep titer, it did not appear to be a conse-

Colonies/2 x 10^ nonadherent

mouse bone marrow cells

CFU-E 4 BFU-E 9 BFU-E

38.6 ± 6.8 31.0 ± 3.6 10.3 ± 0.9

32.4 ± 5.1 5.9* ± 2.4 0.8* ± 0.6

23.0 ± 4.2 2.3* ± 2.3 0.7* ± 0.7

22.0* ± 4.2 26.0 ± 2.3 8.6 ± 4.3

0.7*t ± 0.7 0.3*t ± 0.3 0.3*t ± 0.3

25.0 ± 4.2 29.3 ± 1.7 1.6* ± 1.6

o*t o*t 0*

48.0 ± 11.3 46.7* ± 2.0 10.6 ± 4.0

4.0*t ± 2.5 0.3*t ± 0.3 0.3*t ± 0.3

FCS = fetal calf serum, PS = patient’s serum, NS = normal serum.

quence of circulating erythroid inhibitors be-

cause the addition of the patient’s serum to

murine bone marrow cultures did not show an

effect distinguishable from that of two normal

sera. The apparent inhibitory effect of dialyzed

human sera on murine bone marrow erythroid

colony growth was completely unexpected and

cannot now be explained. Studies are under way
to elucidate the mechanism of this inhibition.

This patient’s anemia is most likely due to an

inappropriate production of Ep which may or

may not be related to the inability of her marrow
to develop erythroid colonies in vitro. No ev-

idence of erythroid inhibitory factors could be

found. r ^
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Broad-spectrum
coverage in mixed
helminthic infections

Vermox’
(mebendazole)
Contraindications VERMOX is contraindicated in

pregnant women (see: Pregnancy Precautions) and
in persons who have shown hypersensitivity to

the drug.

Precautions PREGNANCY: VERMOX has shown
embryotoxic and teratogenic activity in pregnant rats

at single oral doses as low as 1 0 mg/kg. Since
VERMOX may have a risk of producing fetal damage
if administered during pregnancy, it is

contraindicated in pregnant women.

PEDIATRIC USE: The drug has not been extensively
studied in children under two years; therefore, in the
treatment of children under two years the relative
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If the patient is not cured three weeks after

treatment, a second course of treatment is advised.
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are required.

Mean cure rate of VERMOX® in treating whipworm;
cure rate range of 61 -75%. Data on file at Janssen
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* * Mean egg reduction of VERMOX® in treating
whipworm; egg reduction range of 70-99%. Data on
file at Janssen Pharmaceutica Inc.
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Mebendazole an effective anthelmintic for

trichuriasis and enterobiasis. JAMA 230 (10): 1412-
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PENINSULA PSYCHIATRIC
HOSPITAL
Jones Bend Road

Louisville, Tennessee yj777

Peninsula Hospital is a 60-bed private psychi-

atric hospital, providing treatment for acute

emotional disturbances, alcohol and drug abuse,

with separate programs for adults and adoles-

cents.

Peninsula is accredited by the Joint Commis-
sion on Accreditation of Hospitals and is a mem-
ber of the American Hospital Association, Ten-

nessee Hospital Association, and the National

Association of Private Psychiatric Hospitals.

Treatment of Patients

The age range of patients is from teens to

advanced age. Peninsula’s program applies to

all categories of nervous and mental disorders,

including alcohol and drug abuse.

The program includes individual psychother-

apy, large and small group therapy, as well as

special groups for couples, adolescents, parents,

families, alcoholics.

Activities

Recreational therapies include tennis courts,

gymnasium, swimming pool, handball, paddle-

ball, volleyball, softball, archery, jogging, fish-

ing, horseshoes, shuffleboard, weight lifting, and

mountain hiking.

Occupational therapies include crafts, music,

sewing, needle art, library, and table games.

A high school educational program is con-

ducted by an educational specialist and is co-

ordinated with public school programs.

Admission Procedures

Patients have access to the full range of ac-

tivities on the scenic 25 acre ground located

on Fort Loudon Lake.

Patients may be admitted by telephone ap-

pointment upon referral of their doctor or may
be self referred. It is desirable for the hospital

to receive information from physicians and

therapists who have previously treated the

patient.

Patient Inquiries Welcome

(615) 573-7913 Bruce Q. Green, M.D.

(615) 983-8216 Will Brownlow, Administrator
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Medical Grand Rounds

Zollinger-Ellison Syndrome

CHARLES E. KOSSMANN, M.D., Editor

JOSEPH K. SAMARA, M.D.:

A 40-year-old black woman complained of recurrent se-

vere midepigastric burning pain radiating to the back and to

both upper quadrants over a period of 15 years. She was first

brought to medical attention at this hospital in 1977 with a

perforated gastric ulcer. After recovery, because two fasting

serum gastrin levels on different occasions in the medical

clinic were greater than 400 pg/ml , she was readmitted for

further evaluation. She smoked one to two packs of cigaret-

tes per day for 20 years, and occasionally used ethanol. The

family history was strongly positive for peptic ulcer disease.

She was an obese woman in no acute distress, afebrile,

with a blood pressure of 136/80 mm Hg and a pulse rate of

84 beats per minute. Bowel sounds were readily audible.

There was no organomegaly or masses. There was moderate

midepigastric and left upper quadrant tenderness without

rebound tenderness. Rectal examination revealed brown

stool with a 4+ guaiac test. A nasogastric aspirate was

negative. Endoscopy revealed gastritis.

The hematocrit was 40% and the white blood cell count

14,000/cu mm with a normal differential. The admission

blood chemistries where within normal limits. Basal gastric

acid output (BAO) was 23.7 mEq/hr (normal<4); the max-

imal output was 33.5 mEq/hr (normal 10-20). An intraven-

ous secretin test using 2 units/kg (120 units) showed a basal

serum gastrin of 389 pg/ml (normal <200); at 5, 10, and 15

minutes gastrin was paradoxically 652, 496, and 436 pg/ml

respectively. An upper GI x-ray series revealed evidence of

an extrinsic mass interpreted as a swollen pancreas.

She was started on cimetidine, 600 mg every six hours. A
repeat of the basal acid output after the fourth day of this

medication was 4.6 mEq/hr, and she reported marked re-

lief.

The clinical diagnosis was gastrinoma, with Zollinger-

Ellison syndrome, type II.

LAWRENCE W. SCHMIDT, MD.:
Today’s case is an excellent example of the

Zollinger-Ellison, or gastrinoma, syndrome. The

patient had peptic ulcer disease for 15 years and a

Erom the Department of Medicine, University of Tennes-

see, 951 Court Ave., Memphis, TN 38163.

City of Memphis Hospital Case No. 212529. Presented

Aug. 22, 1979.
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Strong family history of that disease; She pre-

sented initially with acute gastric perforation re-

quiring surgical correction. When symptoms
continued she was found to have elevated fasting

serum gastrins which gave a paradoxical re-

sponse with elevation of the serum gastrin on

secretin testing. Gastric secretory studies re-

vealed basal hypersecretion which improved

markedly on cimetidine.

The Zollinger-Ellison (ZE) syndrome was first

described at Ohio State University in 1955 by the

physicians whose names it bears. They described

two patients with the triad of peptic ulcer dis-

ease, gastric hypersecretion, and a pancreatic

non-^ islet cell tumor. They postulated that a

hormone was secreted by the pancreatic tumor

that caused gastric hypersecretion and the ulcer

diathesis.

The approach to the discussion today will be to

start with gastrin, to describe where it comes
from, what it is, what it does and how it is regu-

lated. We will then consider the differential

diagnosis of hypergastrinemic states, and finally

will turn our attention to the ZE syndrome, how
to make the diagnosis, and how to treat it. We
will conclude by discussing some of the interest-

ing endocrinological abnormalities seen in ZE
patients.

Gastrin

Gastrin is a peptide produced by the antral

mucosal cells in the distal portion of the

stomach.' Morphologically the antrum is consid-

ered to be the part of the stomach beyond the

angularis, but histologically characteristic

gastrin-producing cells can occur along the lesser

curvature into the body of the stomach.

The existence of gastrin was postulated as

early as 1950 but it was not actually identified

and isolated until 1964. It takes many forms in

the human body. The main forms are G-34, or

big gastrin, and G-17, little gastrin; the latter is
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the terminal 17-amino acids of the former. In the

fasting state all of the gastrin present in the human
stomach is big gastrin but after a meal the

stomach secretes 50% of each form. Little gas-

trin, six times as potent as big gastrin, is respon-

sible for most of the acid secreted after a protein

meal.

Gastrin is metabolized primarily by the kid-

ney. It is not excreted in free form but is

metabolized by an enzyme system in the kidney

that is not well understood. In addition, the small

bowel degrades and metabolizes gastrin to a cer-

tain extent.

Although there are many actions of gastrin,

both pharmacologic and physiologic, most of the

actions are pharmacologic. If a laboratory animal

or human is given very large doses of gastrin,

secretion from the pancreas and from the

gallbladder occurs and motility of the small

bowel increases. The physiologic action is basi-

cally stimulation of secretion of acid by the

parietal cells and of pepsin by the peptic cells,

and an increase of antral motility. What effect

gastrin has on the lower esophageal sphincter is

not really well known but most investigators

think it of little importance in the tonic pressure

of that structure. Therefore, the main physiologic

aspects we want to concentrate on today concern

hydrochloric acid, pepsin, and antral motility.

There are three main factors regulating gastrin

release: (1) Through the vagus nerve, the gastrin

cell, the G-cell in the antrum, receives stimuli to

TABLE 1

HYPERGASTRINEMIA

Hypochlorhydria

Type A atrophic gastritis

(pernicious anemia)

Gastric carcinoma (achlorhydria)

Truncal vagotomy

Hyperchlorhydria

Chronic renal failure

Gastric outlet obstruction

Retained antrum

Antral (G-cell) hyperplasia

(ZE type I)

Gastrinoma (ZE type II)

Miscellaneous

Short bowel syndrome

Pheochromocytoma

Rheumatoid arthritis

Hyperthyroidism

produce the hormone; (2) protein, peptides and

amino acids of ingested food release gastrin; and

(3) distention of the antrum will release gastrin.

Although those are the three major stimulating

factors, calcium and epinephrine in large doses

also release gastrin.

Once the gastrin is released it causes the

parietal cell in the body of the stomach to pro-

duce acid. This completes the negative feedback

loop since acid is the main inhibitor of release of

gastrin. Inhibition of the G-cell starts at about a

pH of 3 and is maximal at a pH of 1 . Further,

when the secreted acid reaches the duodenum,
secretin and glucagon are produced by the

duodenal mucosa. Pharmacologically, these

hormones block the G-cell from producing gas-

trin but in the adult human the magnitude of their

roles in this regard is not exactly known. Suffice

it to say the main inhibitory factor is acidity of

the gastric contents.

Gastrin and Intestinal Diseases

Turning to gastrin in common gastrointestinal

diseases and postoperative states,^ it is to be

noted that with duodenal ulcer, a hypersecretory

state, gastrin is usually decreased; in gastric ulcer

it is mildly elevated to as much as twice normal,

although 10% of ulcer patients will fall into the

transitional level of 100 to 500 pg/ml. After

vagotomy— truncal, selective or superselective

for parietal cells— there is moderate elevation,

and after antrectomy there is a slight to moderate

decrease of gastrin because the bulk of the

gastrin-producing cells is removed. In the gas-

trinoma syndrome the gastrin ranges from 300 to

the thousands of picograms per milliliter, al-

though 40% are in the moderate range between

100 to 500 pg/ml, which overlaps the findings in

peptic ulcer.

Differential Diagnosis of Hypergastrinemia

In the differential diagnosis, it is useful to

subdivide hypergastrinemia into achlorydric and

hyperchlorhydric forms (Table 1).

In the first group the main abnormality is low

acid output with secondar}' gastrin release (posi-

tive feedback). Type A atrophic gastritis, at-

rophy of the parietal cells of the body of the

stomach in pernicious anemia, causes elevated

gastrin, but type B, a diffuse gastritis affecting

all the cells, including antral cells, does not. As
mentioned previously, carcinoma arising in the

body of the stomach and causing achlorhydria

will show elevated gastrins, as will truncal vag-

otomy. The hyperchlorhydric states such as

JULY, 1980 497



occur with chronic renal failure are common
causes of hypergastrinemia. Since the kidneys

metabolize gastrin, in chronic renal failure the

gastrin goes up linearly with the serum
creatinine. After renal transplantation or

hemodialysis, the gastrin falls immediately. The
same relationship occurs in acute renal failure;

the gastrin can go up acutely and falls as the renal

function returns. Gastric outlet obstruction is

thought to elevate the gastrin through antral dis-

tention.

The main differential diagnoses in patients

with elevated serum gastrin and hyperchlorhy-

dria, in addition to peptic ulcer, are the “retained

antrum syndrome,” G-cell hyperplasia, and gas-

trinoma (ZE type II). A retained antrum may
result from a Billroth II gastrectomy, in which

there is resection of the pylorus and lesser curva-

ture, closure of the cut ends of the duodenum and

stomach, and creation of a posterior gas-

trojejunostomy. Occasionally a small cuff of ant-

ral cells will be left in the duodenal stump. This

is called “retained antrum.” The biliary and

pancreatic secretions bathe that antral mucosa in

an alkaline fluid of pH about 6 to 8. Since there

is no acid for inhibition of gastrin release, there

is massive outpouring of gastrin from the cells of

the retained cuff of antrum, which in turn causes

the remaining parietal cells to release acid, lead-

ing to recurrence of the ulcer.

Antral G-cell hyperplasia was first described

in the early 1970s and is thought to produce a

subset of duodenal ulcer patients, particularly

postvagotomy. As determined by immuno-
fluorescence, these patients have increased gas-

trin production in the G-cells of the antrum. They
also secrete excess acid and have an increased

peptic ulcer diathesis. The treatment is antrec-

tomy. They were assigned the term, ZE syn-

drome type I, in 1972. ZE type II is the true ZE
syndrome; it is caused by a tumor, a gastrinoma,

usually arising in the pancreas, which autonom-

ously produces gastrin.

The short bowel syndrome may also display

elevated serum gastrin. The small bowel
metabolizes gastrin to a limited extent, and if

60% to 70% of it is removed because of infarc-

tion or Crohn’s disease, serum gastrin may be

elevated.

There have been two case reports of pheo-

chromocytoma with hypergastrinemia. The in-

creased epinephrine, as noted earlier, releases

gastrin. Increased gastrin also occurs in

rheumatoid arthritis. The cause is not known but

it is of interest that such patients are usually not
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acid hypersecretors. A few cases have also been
reported of hyperthyroidism with elevated gas-

trins.

The ZE Syndrome, Type II

The remaining time will be devoted to the ZE
syndrome itself." There is a slight male predomi-
nance, 60% vs 40%; the usual age range is be-

tween 20 and 50 years. Symptoms, if there has

not been previous surgery, have been present for

almost three years when the patient first seeks

help. In one series at the Mayo Clinic, 50% had
symptoms for less than three months, an un-

usually early recognition, but in the group that

had previous surgery, symptoms had been pre-

sent on the average of 14 years. Our patient today
had symptoms for 15 years, and 75% of those

who came to surgery had symptoms longer than

five years. The point to be noted is that

symptoms of ulcer for a long time do not rule out

the ZE syndrome.

Pain is the most common symptom; it is con-

sistent with the pain of ulcer in 74% of patients.

In the Mayo Clinic series there was acute gastric

or duodenal perforation in 18%, or almost one-

fifth of the cases. Bleeding as melena or

hematemesis is quite common, and diarrhea oc-

curs in one-third to two-thirds of the cases. Pep-

tic ulcer disease in one form or other— duodenal

or gastric ulcer, gastritis, or duodenitis— is pres-

ent in 93%. Some clinicians say that since we are

recognizing the disease earlier now, all that may
be found is gastritis, as in our patient, or

duodenitis. Diarrhea occurs by itself in 7% of the

cases, sometimes with associated steatorrhea.

The basic pathophysiologic mechanism of the

ZE syndrome that causes the peptic ulcer diath-

esis is hypersecretion of acid, and the diarrhea is

the result predominantly of the large volume of

gastric acid delivered to the duodenum. But al-

though nasogastric suction or total gastrectomy

cures the diarrhea, three minor factors are also

involved— mucosal cell abnormalities secondary

to gastric acid, increased intestinal transit, and

decreased small bowel absorption. Concerning

the steatorrhea, it is known that acid inactivates

pancreatic lipase, and also precipitates glycine-

conjugated bile salts, thus decreasing lipolysis

and micelle formation, with resultant

steatorrhea.

Diagnosis

Which manifestations suggest gastrinoma?

They are (1) intractable peptic ulcer disease

which is not responsive to good medical therapy,
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TABLE 2

GASTRIN STIMULATION TESTS

Clinical State Basal Gastrin Protein Meal Calcium Infusion Secretin Test

Normal Normal Increase Slight reponse

(up to 15% increase)

Decrease

Incomplete vagotomy Normal Increase Slight response Decrease

Isolated retained

antrum

High Variable

response

May show slight

positive response

Decrease

G-cell hyperplasia

(ZE type 1)

High Marked

increase

Minimal response Minimal to

no response

ZE syndrome type II

(gastrinoma)

High No response Moderate response to

> 395 pg/ml (2% false-

positives, 10% false-

negatives)

Paradoxical rise in

gastrin of >110 pg/ml

{no false-positives,

0-5% false-negatives)

including frequent antacids or cimetidine; (2)

complications, such as perforation, bleeding or

recurrence, after surgery for peptic ulcer disease;

(3) secretory diarrhea and steatorrhea. If the

usual causes for the above cannot be found, gas-

trinoma should be suspected.

There is nothing pathognomonic in the

roentgenogram of the upper GI tract but there are

several findings which are suggestive. These in-

clude ulcers at abnormal sites, such as the distal

duodenum and proximal jejunum; irregularly

thickened gastric folds, a manifestation of a gas-

tric hypersecretory state; flocculation of barium
in the stomach due to the large volume of gastric

acid; rapid emptying; and coarse mucosal folds

in the duodenum and jejunum. Angiography will

detect gastrinoma 50% of the time.

After a patient has been determined to be at

risk of having the ZE syndrome, it is then

necessary to make frequent serum gastrin deter-

minations because they may only be elevated

transiently. If it is elevated, the next step is to

perform a gastric secretory study. Once the pa-

tient with an elevated gastrin and increased acid

secretion is identified, the differential diagnosis

is made as mentioned earlier. If renal disease and
pyloric obstruction are ruled out, there remain to

be differentiated isolated retained antrum, G-cell

hyperplasia, and ZE gastrinoma type II. These
can be differentiated by the secretin test (Table

2 ).

The test substance must be pure secretin from

the Karolinska Institute in Sweden, as the usual

secretin made in England has gastrin in it which

ruins the assay. Secretin will normally inhibit

gastrin secretion in the retained antrum syn-

drome, and to a minimal degree in antral

hyperplasia. In the ZE syndrome the typical re-

sponse is a rise of at least 110 pg/ml (in our

patient, gastrin increased by 263 pg/ml). Since

test yields no false-positives and only 5% false-

negatives, it is quite reliable. If secretin is not

available, calcium can be used but it carries with

it some risk because most patients become mildly

hypercalcemic.^

If serum gastrin does not rise with secretin and

the patient has not had a Billroth II operation, the

next test consists of giving a protein meal, which

will cause a rise in serum gastrin of as much as

four times above fasting level with G-cell

hyperplasia.

Gastrinoma

Histologically, the gastrinoma of the ZE syn-

drome type II cannot be identified as benign or

malignant. Malignancy is recognized by finding

metastases at operation. Ninety percent of the

tumors arise in the pancreas and are frequently

multiple, but because they often cannot be seen

or felt they are missed at surgery. Ten percent are

in the duodenum, half of them solitary. Two-
thirds have metastasized at the time of operation

and cure is not possible. In the pancreas only

20% are single and resectable.
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Gastrinoma-Associated Endocrinopath ies

Fifteen percent to 48% of patients with ZE
syndrome have associated endocrinopathies. The
multiple endocrine adenomatosis syndrome
(MEA I syndrome— pituitary, parathyroid and

pancreatic tumors) is commonly associated. In

up to 20% of the cases the most commonly as-

sociated single tumor is the parathyroid

adenoma. Tumors of the pituitary, adrenal,

ovary, and thyroid can also be found.

Pancreatic islet cell tumors may also produce

other hormones. In one case of Cushing’s disease

with ZE syndrome the pancreatic tumor secreted

ACTH. A family has been reported in which the

father had WDHA (watery diarrhea, hypo-

kalemia, achlorhydria) syndrome with a VIP
(vasoactive intestinal peptide) producing tumor,

and the son had ZE syndrome. Thus, various

combinations of abnormalities of the endocrine

system occur. Of patients who have gastrinoma

and the MEA I syndrome, 35% of the family

members have endocrine abnormalities of one

sort or another, most of them asymptomatic.

Five percent of patients with gastrinoma have a

family history of gastrinoma. With a strong fam-

ily history of peptic ulcer disease, it will be im-

portant to check some of the family members of

today’s patient for gastrinoma.

Summary
Although the workup and treatment of gas-

trinoma is still quite controversial, certain steps

are indicated. When a patient is suspected of hav-

ing ZE syndrome type II (gastrinoma), he will

need, in addition to the gastrin and secretin

studies, an upper GI series to search for a

duodenal wall tumor. Many gastroenterologists

will also do angiography. If a solitary tumor is

found in the duodenum, cure is possible. The

consensus seems to be not to do an exploratory

laparotomy initially; at this institution, the gas-

trointestinal division feels it is important to rule

out other common endocrine abnormalities, es-

pecially of the parathyroids, by serial serum cal-

cium levels. It probably would also be useful to

measure serum parathyroid hormone, and to get

a tomogram of the sella turcica since 8% of the

patients also have pituitary tumors which may be

detected in this manner before they are

symptomatic. Family members should be ex-

amined for evidence of gastrinoma or other en-

docrinopathies.

The present-day treatment, though also con-

troversial, is long-term therapy with cimetidine,
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with frequent checks on the BAO to see if it has

been suppressed to less than 5 mEq/hr. Before

cimetidine was available the classic treatment

was total gastrectomy. Removing the parietal

cells relieved the diarrhea, and the ulcer disease

and its complications were also eliminated. Most
patients with gastrinoma, if they live long

enough, will develop metastases, for which
streptozocin and 5-fluorouracil can be used for

palliation.
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Radiology Case of the Month

WILLIAM ROUTT, M.D.; MARTIN PINSTEIN. M.D.;

and RANDALL SCOTT, M.D.

A 53-year-old female presented with crampy abdominal pain, nausea,

and vomiting. A barium enema was performed on the day of admission

(Fig. lA-B). What is your diagnosis?

( 1 ) Annular carcinoma

(2) Ischemic structure

(3) Intussusception

(4) Pancreatic carcinoma

Figure I (A-B). Barium examination of the colon

demonstrating obstruction to retrograde flow.

From the Department of Radiology, University of Ten-

nessee Center for the Health Sciences, 865 Jefferson Ave.,

Memphis, TN 38163.
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Discussion

Three of the suspected diagnoses have charac-

teristic radiographic findings that enable the

physician to exclude them as possibilities.

With annular carcinoma, also referred to as

“napkin ring” or “apple core” carcinoma, the

bowel lumen is narrowed and the mucosa is de-

stroyed. Proximal and distal overhanging edges

are characteristically identified.*

Ischemic strictures of the colon are found

more commonly at or distal to the splenic flex-

ure.^ The lesion typically consists of a narrowed

tubular segment of bowel with a smooth contour.

Because of the intimate relationship of the

pancreas to the transverse colon, pancreatic car-

cinoma may initially present with colonic

symptoms. The carcinoma spreads along the root

of the transverse mesocolon to involve the wall

of the colon with irregularity, mass effect, and

teathering of the folds. Usually no intraluminal

component is present and the mucosa is pre-

served.

The radiographic appearance in this case is

unique to intussusception. Figure 1 (A) shows an

intraluminal filling defect with the characteristic

“coiled-spring” appearance caused by barium

outlining the circular bands of crowded haustra.^

Figure 1 (B) was obtained after maximum hyd-

rostatic reduction of the intussusception. The
cup-shaped filling defect represents the distal end

of the intussusception.

Intussusception is an invagination of a proxi-

mal segment of the bowel into the adjacent distal

segment. The proximal segment is commonly re-

ferred to as the intussusceptum, while the distal

segment is called the intussuscipiens. These le-

sions are labeled as being jejunol-ileal, ileo-ileal,

ileo-colic or colo-colic, depending upon the

segment of intestine involved. The entity is seen

in both the pediatric and adult populations.

In the pediatric age group intussusception is

usually seen from age 3 months to 24 months and

is relatively rare outside this age span. One can

find an etiology such as Meckel’s diverticulum,

polyp, intramural hemorrhage, hypertrophied

Peyer’s patch, or lymphoma in about 5% of chil-

dren; the remainder are idiopathic."^ In adults one

nearly always finds an etiology, the lead point

usually being a sessile or pedunculated tumor.

Lead points include polypoid carcinomas,

adenomatous polyps, lipomas, and leiomyomas.

Clinical manifestations include intermittent, col-

icky, abdominal pain, a palpable abdominal

mass, and in more advanced stages, bloody
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stools. The diagnosis is confirmed by barium en-

ema, which may at times yield a therapeutic re-

duction.

Radiographic signs for intussusception are

classic. As the barium column reaches the

obstruction, it widens and has a concave appear-

ance at its end. Characteristic ring-like densities

(“coiled-spring”) of barium surround the con-

cave defect; these represent barium caught in the

haustra of the intussuscipiens.^

ANSWER: The case presented above shows the

characteristic radiographic findings as described.

At surgery a polypoid carcinoma of the cecum
was found to be the lead point of the intussuscep-

tion (Fig. 2). /

Figure 2. Delayed film from antegrade barium examina-
tion demonstrates spontaneous reduction of the intus-

susception. Notice nonobstructed transverse colon and
polypoid cecal mass.
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CAT Scan of the Month

STEPHEN GAMMILL, M.D.; EUGENE NOBLES. M.D.; WILLIAM LANKFORD, M.D.;

JEFF UPSHAW, M.D.; and ALAN BISNO, M.D.

A 19-year-old man was admitted to Baptist

Memorial Hospital in sickle cell crisis, complain-

ing mainly of right thigh and leg pain. SS hemo-
globin had been previously documented. He was

treated with intravenous fluids and nasal oxygen.

Since he was febrile, urine, sputum and blood

cultures were obtained and he was placed on

penicillin and given analgesics as needed for

pain. When blood cultures grew Salmonella he

was switched to ampicillin.

Abdominal ultrasound detected gallstones and

an enlarged common bile duct. The patient con-

tinued to spike a temperature to 104° F, so

chloramphenicol was added to the ampicillin. A
gallium scan suggested an abscess in the liver.

Bone marrow aspirate grew Salmonella and pus

drained from the left iliac crest at the biopsy site

of the bone marrow aspirate.

A CAT scan of the abdomen was obtained,

and Figures 1 and 2 are representative cuts from

that study at about the level of the iliac crest.

Please examine the films and see if you can find

an abnormality.

Following the CAT scan, which was inter-

preted as a retroiliac mass effect, most likely

abscess on the right, an exploratory celiotomy

was performed, at which the appendix and

gallbladder were removed and an abscess in the

left iliac bone drained. The gallbladder contained

stones, but an operative cholangiogram showed
the bile duct system to be free of stones. The
right lower quadrant, including the right iliac

muscle, was thoroughly explored but no abnor-

mality (i.e., mass effect) could be seen or felt, so

the abdomen was closed.

Ampicillin and chloramphenicol were con-

tinued for two weeks following surgery but the

patient continued to spike a temperature to

From the Departments of Radiology, Medicine, and

Surgery, Baptist Memorial Hospital, 899 Madison Ave.,

Memphis,TN 38146.

Figure 1. Cross-section through the abdomen at the lower

poles of the kidneys (k = kidneys).

Figure 2. A cut through the lower abdomen distal to the

level of the lower poles of the kidneys (R = right; L = left).

102° F. The CAT scan was reviewed and again

interpreted as showing mass dorsal to the right

iliac muscle, most likely abscess.

Reexploration of the retroperitoneum with dis-

section of the right iliac muscle from the iliac

bone produced 50 ml of pus from an abscess,

culture from which grew Salmonella. The am-

(Continiied on page 509)
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EKG of the Month

W. BARTON CAMPBELL, M.D.

An 86-year-old woman was admitted to St. Thomas Hospital because

of abdominal pain and a pulsating abdominal mass. Her blood pressure

was 160/70 mm Hg and a grade III ejection murmur was audible at the

base of the heart and radiated to the carotid arteries. An S 4 gallop was

present. Abdominal ultrasound disclosed a 5.5 cm abdominal

aortic aneurysm and echocardiography showed a calcific aortic

valve with slightly diminished mobility. Left ventricular septal

and posterior free wall thickness was 1 .

1

cm (upper limits of

normal 1.2 cm). The following electrocardiogram was obtained

(Fig. 1).

l5c71C.

Figure 1

Bifeg

Discussion

This electrocardiogram shows sinus rhythm at

a rate of 58/min with a PR interval of 0.20 sec-

onds. There is an initial small r wave in II, III

and aVF, and a .02 to .03 second Q wave is

present in leads I and aVL. There is left axis

deviation resulting in a prominent S wave in

standard lead II and an R wave in aVL which is

taller than the R wave in standard lead I. The Q

From the Department of Cardiology, St. Thomas Hospi-

tal, Box 380, Nashville, TN 37202.
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waves in leads V 2 through are .03 seconds in

duration and are therefore of insufficient duration

or magnitude to indicate anterior infarction. This

tracing is presented as an example of left anterior

hemiblock.

It has been generally held that the left bundle

branch of the conduction system divides into two

reasonably discrete fan-like divisions called the

anterior (or superior) and the posterior (or in-

ferior) radiation.* If a lesion involves the anterior

radiation of the left bundle branch it may result in

an abnormality of intraventricular conduction

manifested by left axis deviation. Pryor and

journal of the TENNESSEE MEDICAL ASSOCIATION



Blount^ (who called this abnormality left

superior intraventricular block) felt that the ini-

tial forces remain normal, a view also held by

Grant, ^ who referred to this process as left

superior parietal block. Left anterior hemiblock

now is the most common term for this abnormal-

ity, described by Rosenbaum et ari as having (1)

a mean QRS axis between —45° and —60°; (2) a

small (.02 second) Q wave in leads I and aVL;

(3) the QRS not widened in excess of 0.10 sec-

onds; and (4) voltages not significantly in-

creased.

As left anterior hemiblock may be intermittent

and may be related to heart rate, fixed anatomic

change involving the intraventricular conduction

system are not necessary to produce it.

Recent studies of the left bundle branch by

Massing and James^ have shown that the

anatomy of the left bundle branch is quite vari-

able. It has been demonstrated that the left

CAT Scan of the Month . .

.

(continued from page 507)

picillin was discontinued and the dosage of

chloramphenicol increased. The patient pro-

gressed satisfactorily postoperatively and was
discharged in two weeks with a low-grade tem-

perature attributed to low-grade osteomyelitis.

Discussion

The CAT scan is perhaps at its most useful in

evaluating the retroperitoneum, especially dorsal

to the posterior musculature of the abdomen. As
was so succinctly demonstrated by this case, sur-

gical exploration, even by the best of surgeons.

bundle branch is not frequently organized (as

previously thought) into two distinct hemidivi-

sions without multiple interconnections. Current

concepts are that a relative delay of activation in

one or another portion of the left bundle branch

system results in the disorders commonly labeled

anterior or posterior hemiblock.

ELECTROCARDIOGRAPHIC DIAGNOSIS:
Left anterior hemiblock with left axis deviation.
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may fail to detect masses posterior to the abdom-

inal musculature. Since chronically ill patients

often develop abscesses without the usual degree

of surrounding inflammatory reaction, when le-

sions such as the one presented here are detected

on CAT scanning, the scan must be “believed”

and surgical dissection carried down to the lesion

in lieu of simple palpation and inspection.

EINAL DIAGNOSIS: Retroiliac muscle abscess,

right.
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Mental Health Report

After Graduation: Services for Mentally Retarded Adults

Recent state and federal laws have mandated

for all handicapped children the right to receive

appropriate educational services. Although the

Tennessee Department of Education has indi-

cated that over 25,000 mentally retarded children

are presently being educated in Tennessee’s pub-

lic schools, parents and teachers are often con-

cerned about the services available to mentally

retarded young adults after graduation.

With the vocational training and job placement

programs operated by almost every public school,

most of the mentally retarded students graduating

from schools live and work independently. Some
students, particularly those with severe or multi-

ple handicaps, will require various types of assist-

ance. The Tennessee Department of Mental

Health and Mental Retardation (TDMHMR), Di-

vision of Mental Retardation Community Ser-

vices, supports a system of programs and services

designed to provide this assistance to both the

retarded adults and their families.

The service system is based first on the prem-

ise that all persons are capable of growth and

development regardless of the degree of their

handicap. Second, services should promote this

growth and development in environments which

are as close to normal as possible while still re-

specting each retarded person’s abilities and

needs. After graduation a wide range of voca-

tional opportunities are available to mentally re-

tarded young adults. Placement into a particular

type of program depends upon a person’s skills

and abilities. Tennessee’s 60 adult activity cen-

ters provide training in community living skills

(simple meal preparation and housekeeping, use

of money, use of public transportation), func-

tional academic skills (reading, writing, and lan-

guage), socialization skills, and prevocational

work adjustment skills (packaging, sorting, as-

sembling, and following instructions).

Although adult activity centers prepare many
persons for placement into sheltered workshops

or vocational training programs, many graduates

of public school special education programs are

able to enter vocational training and job place-

From the Tennessee Department of Mental Health and

Mental Retardation, Nashville, TN 37219.
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ment programs directly. In fact, many public

schools have excellent vocational training pro-

grams which place mentally retarded students

into competitive jobs after high school. Recent

experiences in Tennessee and other states have

shown that mentally retarded people can be suc-

cessful in a wide variety of occupations and that

employers have been impressed with the amount
and quality of their work.

Perhaps the major concern of parents of men-
tally retarded persons is what will happen to their

son or daughter after the parents die, a concern

which in the past has led many parents to request

institutionalization for their retarded child be-

cause of the stability afforded by such place-

ments. The TDMHMR has developed a com-
prehensive system of community residential

services as alternatives to institutionalization.

Outreach social services, respite care, and home
training provide support to the family. Outside

the family an adult could live in a foster home,
group home, or sheltered apartment, depending

upon the different levels of supervision which

might be needed. These residential programs op-

erated by private, non-profit agencies under con-

tract with the TDMHMR provide a stable, super-

vised living environment consistent with each

person’s unique needs.

It has been said that the birth of a handicapped

child is one of the most traumatic experiences

encountered by a family. Almost as traumatic are

the choices that need to be made when a mentally

retarded student graduates from public school

special education programs. Is competitive em-

ployment realistic, or would a sheltered work-

shop be more appropriate? As a son or daughter

reaches adulthood, should he stay with the fam-

ily, live in a group home, or live in a sheltered

apartment?

The TDMHMR provides a comprehensive

array of services and employs trained profession-

als who can help families with these very dif-

ficult decisions. Information about services for

mentally retarded adults, by locality, is available

by calling the TDMHMR, Division of Mental

Retardation Community Services at

(615) 741-3806. ^=3^
— Michael P. Carney. Ed.D.
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OVER $16,000,000 OF COVERAGE EV FORCE
ON TMA MEMBERS AND SPOUSES

m ONLY SK MONTHS!

DOCTOR, TAKE TWO MINUTES TO REVIEW
THE NEW GROUP LIFE PLAN—

IT MAY SAVE YOU $$$

COMPARE THESE RATES AND BENEFITS
TO ANY OTHER TERM INSURANCE PLAN

SEMI-ANNUAL PREMIUMS PER $100,000 OF GROUP TERM
LIFE INSURANCE INCLUDING WAIVER OF PREMIUM IN CASE

OF TOTAL AND PERMANENT DISABILITY

Age Male Female
Nearest Premium Premium
Birthday Per $100,000 Per $100,000

Under 30 72 40
30-34 76 48
35-39 112 56
40-44 166 92
45-49 280 148
50-54 474 248
55-59 732 432
60-64 1,168 716
65-69 1,868 1,196

COMPARE THESE
SEMI-ANNUAL

RATES

If you are a member of the Tennessee Medical Association and you are under age 70
and actively at work, you may apply for any amount of coverage from $25,000 to

$250,000—on yourself and/or your spouse. Coverage is also available for your em-
ployees in amounts from $5,000 to $50,000. Great-West Life Assurance Company of

Winnipeg, Canada underwrites the plan and reserves the right to request evidence of

insurability prior to issuing coverage.

To Apply or to obtain additional information

Call the Plan Administrator:

Insurance Planning & Service Company, Inc.

822 McCallie Avenue • P.O. Box 1109
Chattanooga, Tennessee 37401

Non-Tennessee Residents—Call Collect 0-615-756-2850

Tennessee Residents Call Toll Free 1-800-572-7389

THE ADMINISTRATOR WILL TAKE YOUR APPLICATION BY PHONE.
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Tennessee Medical Association’s

Exclusively Approved

Disability Insurance

&
Major Hospital Insurance

Programs

Administered By

Smith, Reed, Thompson & Ellis Co.

P.O. BOX 1280

NASHVILLE, TENNESSEE 37202

PHONE 255-7625

Manager
WILLIAM H. ELLIS, C.L.U.

Supervisors

ROBERT K. ARMSTRONG
THOMAS G. HENRY, JR.

ROBERT M. GARRIGUES

Underwritten

SINCE THE PROGRAM'S INCEPTION IN 1942

By

Commercial Insurance Company

Newark, New Jersey
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Special Communication

The Medicolegal Dilemma of the

Mary Northern Case

R. BENTON ADKINS, JR., M.D.

Mary Northern was a 72-year-old white

female recluse who was brought by police into

the emergency ward of the Metropolitan

Nashville General Hospital on Jan. 10, 1978,

after her house had partially burned. Examina-

tion showed her to be free of any surface burns or

other injuries, and no signs of pulmonary

symptoms due to smoke inhalation were de-

tected.

She was brought in again on Jan. 16, 1978,

when the police found her to be suffering from

prolonged exposure to the cold during a pro-

tracted mid-winter period of subfreezing

weather. She had been living in her partially

burned house, a wall of which had been de-

stroyed by the fire. Her only source of heat had

apparently been an open fireplace or wood stove.

She was covered from head to foot with ashes

and soot and her feet and toes were severely

frostbitten. There was also some question of pos-

sible thermal burns resulting from attempts to

keep warm in the ashes and coals from the fire-

place.

Her feet were massively swollen and her legs

were without sensation. The toes of both feet

were black, blistered, and markedly swollen, and

the feet themselves were red, blistered and weep-

ing from the broken skin area. She had conges-

tive heart failure, acute respiratory distress, pul-

monary edema, and pneumonia. Her PO2 was

60, WBC count 17,000, LDH 720, a blood pH of

7.43 and her BUN was 30. Chest x-ray showed
pleural effusions, and she had atrial fibrillation

with arrhythmias and a rate of between 150 and

200.

Over the next few days she was treated with

antibiotics, diuretics, lidocaine, digoxin and

From the Department of Surgery, Metropolitan Nashville

General Hospital, Nashville. Dr. Adkins is surgeon-in-chief

at the hospital.

Reprint requests to Department of Surgery, Metropolitan

Nashville General Hospital, 72 Hermitage Ave., Nashville,

TN 37210 (Dr. Adkins).

low-dose heparin. Although her general physical

condition slowly improved, the cellulitis pro-

gressed up both legs, and the infected, frostbit-

ten, gangrenous feet developed a putrid odor as

the massive edema began to subside. The patient

refused amputation, refused to discuss any opera-

tion, and denied that her feet were frostbitten,

infected or gangrenous. After many attempts to

locate responsible relatives proved unsuccessful,

on Jan. 24, 1978, permission for amputation was

obtained from the Chancery Court. Bilateral am-

putation of the gangrenous feet was scheduled

for the next day, but a court-appointed guardian

ad litem obtained a stay of the chancellor’s per-

mission for amputation.

At a Court of Appeals hearing of the case on

Saturday, Jan. 28, 1978, at the Metropolitan

Nashville General Hospital, testimony by all the

doctors supported the contention that her gan-

grenous feet should soon be amputated to prevent

the spread of the infection and gangrene and to

prevent possible pulmonary embolism. The
judges and a court reporter visited the patient in

her bed in the surgical intensive care ward, in-

specting her foul smelling, gangrenous feet.

When they discussed the possibility of operation

with her, she related the same story that her feet

had been this way before and would get well

again. The Court of Appeals therefore ruled to

amend the original order of the Chancery Court.

An amputation could be done only if the doctors

and her guardian, Mr. Horace Bass, the commis-

sioner of human services, would all sign an af-

fidavit to the effect that she was in “imminent

danger” of death.

Over the next few weeks Mary Northern was

treated with antibiotics, whirlpool debridement

of the feet, and other conservative methods. The

necrotic tissue finally separated from the bones

of her feet and toes. Following the Court of Ap-

peals ruling that amputation could be done if we
felt there was “imminent danger” of death, the
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guardian ad litem appealed the case to the Ten-

nessee Supreme Court, which on Feb. 8, 1978,

ruled that the order of the Court of Appeals

would remain in effect. This failed to satisfy the

guardian ad litem, who next petitioned for a hear-

ing before the U.S. Supreme Court for “relief”

of the order. When after some delay the highest

court in the land refused to hear the case, a sec-

ond appeal was filed, again requesting a stay of

amputation.

Over the next few weeks Mary Northern

weathered several bouts of pneumonia, sepsis,

renal function impairment, and progressive loss

of soft tissues of the feet. The exposed bones

of the toes were the source of much infection

and cellulitis, and the areas around the ankles

and metatarsals required continuous cleansing and

whirlpool baths. Throughout this period, the pa-

tient intermittently refused most medications and

attempts at care of her gangrenous feet. Bouts of

vomiting and dehydration were treated by in-

travenous fluids and medications. She continued

to refuse amputation.

Her general condition continued to decline.

Around March 1 she weighed 97 lb, had daily

fever spikes of 102 F, and continued to vomit

most of her oral intake. At this point, the courts

were informed through Commissioner Bass that

we did not feel like an amputation was indicated

and that, indeed, her condition was such that she

likely could not tolerate an amputation. During

the next month, however, she remained stable

and gradually improved. She began to eat a little,

although she continued to have fever almost

every day, and refused medications most of the

time. By this time the toes had separated from

the metatarsals, and a line of demarkation at

the ankle level had stabilized. She permitted the

house officers to remove the loose bones at

the metatarsal and phalangeal joints, and some of

the metatarsals were also removed over the next

few weeks.

We made renewed efforts for her to permit

amputation and revision of the stumps, but again

she refused. During April she continued to have

fever spikes, bleeding and drainage from her raw

infected stumps continued, and she developed

swelling in both legs to the level of her knees.

She refused heparin injections and other medica-

tion, although occasionally she would permit in-

travenous antibiotic therapy. By the end of April,

most of the necrotic bone and soft tissue had

been removed either by autoamputation or gentle

debridement, but edema of the lower extremities

continued and the raw granulation tissue cover-

ing the ankle and foot areas continued to bleed

and drain. Many consultations with orthopedic,

plastic, and general surgeons were obtained, and

all were in agreement that amputation should be

done. The internist who had been following her

also agreed. Her condition by then was good
enough to allow safe amputation, and we were

concerned that the swelling in her calf and ankle

indicated deep vein thrombosis.

On the evening of May 1, 1978, Mary North-

ern suddenly died. Autopsy showed massive

bilateral pulmonary embolism, a 700-cc pleural

effusion on the right, severe generalized ar-

throsclerotic cardiovascular disease, and gan-

grene of the remains of both feet.

As the physician responsible for the medical

care of Mary Carolyn Northern, I have had many
problems to resolve. I feel we failed to get a

“good result” by not being able to care for her

on our own terms. We likely would have been

able by an early amputation to prevent all her

suffering and to save her life. I feel we could

have prevented her death even at a late date, after

her long period of suffering, had we been able to

revise her stumps or amputate her feet.

From daily contact with her, I know she did

not want to die. Should I have declared her in

“imminent danger” of death at some point,

asked her guardian. Commissioner Bass, for his

agreement, and forced the issue by risking ampu-
tation after the court fights were all finished?

This would likely have raised a public furor via

the efforts of her guardian ad litem. If she had

survived, the necessity for the amputation would
have remained in question.

A comment on the issue of her right to die is in

order. Everyone who cared for Mary Northern in

any way, all of those who asked her directly, and
those of us who dealt with her constantly, agree

that she had not the slightest intention of dying.

She truly believed she could get well without

operation, and was willing to suffer the conse-

quences of pain and inconvenience to prove her

point.

I feel the courts were fair in every respect in

their dealings with this case. They listened, they

talked with us and the patient, and they left us

with an opportunity to perform an amputation if

we would declare ourselves. I wonder if they are

as disappointed with us as we are with ourselves

for not getting a better result. They did, in fact.
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leave us that opportunity.

I must also have some questions about the fi-

nancial obligation of an institution in a case such

as this one. Her hospital bill was in excess of

$25,000. Her care involved many hours by many
people, and her court costs and legal fees were

probably quite a sum. All of these were borne by

public sources— city, state and federal. If no con-

troversy had altered the usual sequence of

events, the cost in her case would have been a

small fraction of the actual figure.

The medical profession must concern itself

with many outside influences these days: the

media, the legal profession, the consumer, public

opinion, and pressures from the federal govern-

ment. Our best defense against all these

onslaughts must always rest in our ability to hold

to certain principles. Intellectual honesty will

keep us in the bounds of our own professional

competence and abilities. A passion for truth and

learning will keep us free from ignorance and

incompetency. A sincere love, and enjoyment in

caring for our patients in their hour of need, will

keep us free of callousness. If we are to defend

ourselves and our profession in these trying

times, there can be no defects in our armor and

no doubts of our intentions.

I hope I have grown from this experience. But

I hope with equal fervor that I shall never have to

deal with another such case again. r ^

CLINICAL CENTER STUDY OF PATIENTS WITH SARCOMAS

The National Cancer Institute is seeking the referral of patients with primary soft tissue or bony

sarcomas for the evaluation of new programs for the treatment of these diseases.

We are interested in seeing any patient with a diagnosis of fibrosarcoma, liposarcoma, rhab-

domyosarcoma, osteogenic sarcoma, undifferentiated sarcoma, synovial cell sarcoma, mesen-

chymoma, angiosarcomas or any soft tissue mass suspected of being a sarcoma.

Patients suitable for these treatment protocols are primarily those who have had incisional or

needle biopsy or local excision to confirm the diagnosis. Selected patients with previously untreated

metastatic disease may also fit into the treatment protocols.

Every effort will be made to keep you fully informed as to the results of treatment and to promptly

return the patient to your care for joint follow-up in collaboration with the National Cancer Institute.

Because of the investigative nature of these treatment protocols, patient care and transportation

costs are reimbursed by the National Cancer Institute.

To refer a patient or to obtain further information please call collect or write: Ernest V. deMoss,

M.D., Admitting Officer, Surgery Branch, National Cancer Institute, Bldg. 10, Room 10N119,

Bethesda, MD 20205, Tel. (301) 496-1533; or Steven A. Rosenberg, M.D., Ph.D., Chief of

Surgery, National Cancer Institute, Bldg. 10, Room 10N116, Bethesda, MD 20205, Tel (301)

496-4164.

The five-year survival of patients with most soft tissue and bony sarcomas is less than 40%. We
would very much appreciate your assistance in our efforts to improve the dismal outlook for these

patients.
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Special Item

Report to SVMIC Policyholders

J. BRANSFORD WALLACE

The advent of SVMIC’s fifth year will be

commencing very shortly and, for the first time

since the company was formed on May 15, 1976,

physicians throughout our state are going to pay

a rate increase for their coverage. This, I feel

sure, will cause some concern and is particularly

confusing when these same physicians are re-

ceiving more of their original capital contribu-

tions back and can note that their company was
again profitable in 1979. In addition to those

facts is the apparent reality that insurance of all

kinds seems to be readily available and insurance

companies in general are posting record-breaking

earnings.

I hope I can put the situation in proper perspec-

tive and have you understand as do we on your

board of directors that the next two to four years

are going to severely test and, hopefully, dramat-

ically demonstrate, the real wisdom and strength

of owning your own insurance company for pro-

viding physicians’ professional liability insur-

ance.

In December 1979, Theodore Koskoff,' presi-

dent of the Trial Lawyers’ Association of

America, in Trial magazine delivered a blistering

attack on commercial malpractice insurers, cit-

ing, among others, the following statistics:

• Premiums collected 1975-1978 — $4 billion

• Incurred losses same years — $3 billion

• Paid losses same years — $190 million

He then noted that the investment income

alone from the current reserves should pay all

future malpractice claims in perpetuity based on

past payments of claims; thus, no malpractice

premiums need be charged in the future. He then

Presented at the Annual Policyholders Meeting of the

State Volunteer Mutual Insurance Company, Opryland

Hotel, Nashville, April 9, 1980.

Mr. Wallace is a member of the SVMIC board of direc-

tors.

singled out St. Paul Insurance Company citing

the following:

• Premiums in 1975-1978 — $415 million

• Reserves in 1975-1978 — $200 million

• Paid in 1975-1978 — $17 million

He then points out that doctors are being

ripped off for the well-being of insurance com-
panies, and concluding with the urgent message

that doctors should insure themselves, implies

that the crisis, real or imagined, would then dis-

appear forever.

I cite this article because I am confident that

many Tennessee physicians have felt this same
way and assume the malpractice crisis was either

the figment of someone’s imagination contrived

to extract more money from you or, if it existed,

it did so in geographical areas far removed from

Tennessee.

Unfortunately, Mr. Koskoff was, to be charit-

able, simplistic in his article, and simply fails to

cover the entire picture which is necessary to

understand what the situation is today as far as

medical malpractice is concerned.

First, he neglected to mention the enormous

costs involved in investigating claims brought, as

well as the sums expended in the defense of

claims, many of which are without merit.

Second, he assumed that all premiums taken in

by insurance companies go to either claims or

profits. Like everyone else, insurance com-

panies, including SVMIC, have overhead costs.

Third, he didn’t mention that already there are

over 20 doctor-owned insurance companies in-

suring approximately 40% of the nation’s doc-

tors, and that in some states the rates charged by

the doctor-owned companies are higher than

those of commercial insurers.

Fourth, he also completely ignored the fact

that the trend in malpractice claims is decidedly

on the upswing, both in frequency of claims and
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in severity of claims. Mr. Koskoff also didn’t see

fit to mention the obvious fact that up to 50% of

the awards are taken by trial attorneys as their

fees.

Fifth, and finally, he ignored the fact that

many coverages written in the last four years are

on a “claims-made” basis and, therefore, there

is a delay in claims surfacing, creating a false

temporar}’ euphoria. In truth, the malpractice

loss picture is indeed worsening and doing so

dramatically.

A. M. Best, the insurance “Bible,” says that

in 1979 estimated loss and expense ratios for

malpractice was 121.4%. In our own company,

claims increased 33% in 1979 over 1978 while

the average cost by claim increased 142%.

Further, 1980, thus far, indicates an even more
rapid rise in claims.

Awards continue to escalate, with two awards

in California last year being S17 million and S5

million respectively; another in Raleigh, N.C.

was for the staggering sum of $11,500,000. Even
in areas like rural Missouri and Louisiana, losses

from $300,000 to $400,000 were awarded and,

right here in Tennessee, a jur>’ voted 11-1 for a

settlement in excess of $1 million, and it was
only because one juror held out that something

more reasonable resulted.

Against that backdrop of gloomy happenings,

SVMIC does offer some ver>' reinforcing facts.

• Even though your rate for 1980 is in-

creased, it is still slightly lower than the

fifth year claims-made rate we anticipated

when the company was organized in 1976.

• We write claims-made coverage and can

therefore react much more quickly to ad-

verse trends as they develop.

• We do in fact get the investment income
from our own reserves, and that amount in

1979 more than paid the entire overhead

cost of running the insurance company.
• We have a dedicated group of physicians

who work diligently at the board and com-
mittee level. Parenthetically, the physi-

cians’ involvement on the Claims Review
and Undenxriting Review Committees is

absolutely invaluable, and serves as a price-

less asset to our high quality claims and

underwriting staff.

• Finally, we have a company that you own
“lock, stock and barrel.” It is here for the

one purpose that it is performing, and its

profits, if any, are yours.

I truly believe with the trends I have already

described combined with continued runaway in-

flation, we are headed for another genuine tight-

ening of the malpractice market— not as bad as

1975, but one that will test the strength of our

own and a lot of other companies in this market.

I am confident we will function effectively and

efficiently during that period, and that the

SVMIC concept will be demonstrated as the

proper solution for the doctors in Tennessee.

Support your company because it is just that—
your company. Constructive criticism is, as al-

ways, welcome, but rumor, innuendo, and a con-
tinuing case of insurance paranoia have no place

in Tennessee. Check with SVMIC for the facts

and, good or bad, you will get them.

REFERENCE
1. Koskoff T; Physician insure thyself, president's page. Trial 15;4. 1979.
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Special Communication

Abortion in Proportion

MARVIN G. GREGORY, M.D.

The risk of Down’s syndrome (mongolism) is

1 in 45 for a child bom to a woman 45 or more
years of age. ‘ Recently, a 44-year-old

woman was admitted to a large non-Catholic

hospital requesting elective termination of a

six-week pregnancy on the basis of increased risk

of fetal abnormality with advancing maternal

age. She was summarily discharged, allegedly

because elective abortions are not allowed in that

hospital.

The purpose of this communication is to re-

view the current status of abortion and to make
recommendations for improvement in manage-

ment of a relatively small but very important

group of patients.

There exists no more beautiful nor eloquent

admonition than that of Oliver Wendell Holmes
for management of the pregnant woman at or

near term*

The woman about to become a mother, or with her

newborn infant upon her bosom, should be the object

of trembling care and sympathy wherever she bears

her tender burden or stretches her aching limbs. God
forbid that any member of the profession to which

she trusts her life, doubly precious at that eventful

period, should hazard it negligently, unadvisedly, or

selfishly.

With such a commission, it would appear in-

congruous to tolerate management less ex-

emplary at any point prior to parturition. Unfor-

tunately, every pregnancy does not culminate in a

healthy happy mother and a healthy baby.

Miscarriage, or spontaneous termination of

pregnancy, usually within the first trimester, may
occur in as many as 10% to 20% of all pregnan-

cies.‘(p503) Its treatment requires ingenuity and

finesse, as it is almost always impossible to make
this a pleasant experience and therefore must

simply be made as nontraumatic as possible.

Premature termination of pregnancy by any

means is by definition abortion. Few words carry

such a generally unfavorable connotation or are

518

as capable of arousing such emotional

paroxysms. Of all modern operative procedures

abortion is perhaps the most maligned, and often

creates a flagrant case of guilt by association.

When preceded by the term criminal, abortion

becomes illegal as well as immoral. Abortion on

demand is often considered lascivious of the pa-

tient and degrading to the physician. The terms

abortion on request or elective termination of

pregnancy may be aesthetically more acceptable,

but nonetheless philosophies about it are as di-

vergent as abhorance of the procedure for any

purpose to wanton solicitation for patients under

thinly veiled, if not blatant, advertisement.

Abortion was made legal in 1973 by the Su-

preme Court decision upholding a woman’s right

to terminate an unwanted pregnancy. Termina-

tion of pregnancy has a legitimate place in

medicine. Pregnancy arising either as a result of

rape or incest is the most frequently quoted ex-

ample of legitimate indication for abortion, even

by the most outspoken opponents of legalized

abortion. Other indications, while not legion, are

substantial, among them rubella in the first

trimester of pregnancy, Down’s syndrome diag-

nosed by chromosome analysis, sex-linked dis-

orders such as hemophilia and muscular dys-

trophy in heterozygous women, and less known
genetic defects such as Hurler’s and Tay-Sachs’

diseases.^ It is conceivable that in the future

more diseases of obscure etiology may be added

to the list of preventable, if not curable, diseases,

such as sickle cell anemia and multiple sclerosis.

On the other hand, few conditions justify termi-

nation or recommendation for termination of

pregnancy against the woman’s will. If a woman
wishes it, she can be carried successfully through

many a pregnancy under the most unfavorable of

conditions.

It seems superfluous to plead in a professional

Journal for understanding and tolerance, but

perhaps it is appropriate to remind ourselves that
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there is simply no place in medicine for personal

prejudice. An indication for abortion may arise

in any system, and therefore may indirectly af-

fect all medical specialties, but with few ex-

ceptions actual performance of the abortion is

considered the prerogative and responsibility of

the obstetrician-gynecologist. In a recent ruling,

U.S. District Court Judge John F. Dooling, Jr.

recognized a woman’s decision to terminate her

pregnancy when medically necessar>’ as one of

her most fundamental rights, nearly equal to her

right to exist. If this is to have meaning, the

physician must have the right to perform the

abortion.

At the present writing, it appears legalized

abortion is firmly established in our society and

therefore in medical practice. Seldom is anything

either all good or all bad. Discrimination be-

tween ligitimate termination of an undesirable

pregnancy and indiscriminant abortion is obvi-

ously necessary. But when the indication is ac-

ceptable, and when the decision is made to ter-

minate a pregnancy, both the patient and her

physician should receive the best support we are

capable of providing.

At a recent symposium a distinguished profes-

sor presented an outstanding discussion of the

implications and opportunities afforded by in-

vitro fertilization. This procedure will doubtless

provide future generations with moral and ethical

controversies far overshadowing the current

issue of abortion. r ^

300 - 25th Ave. North

Nashville, TN 37203
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Just a few words. To people who need us but don’t know we exist.

We’re Recording for the Blind. We’re already helping more than 13,000

handicapped students. But there are a lot more out there who need our help.

You know who they are. In your work you come across students who are

blind, dyslexic or physically unable to handle books. These are the students we
help. Since they cannot read their textbooks, we do it for them. On tape. And we
send the tapes to the students free of charge.

All we want you to do is tell eligible students about us. Have them contact:

Student Services, RFB, Inc., 215 East 58th Street, N.Y, N.Y 10022, (212) 751-0860.

We’ll take it from there.

It’s such a little thing to ask.

Recording for the Blind is a non-profit organization. All contributions are tax-deductible.

Recording for the Blind, inc.
an educational lifeline.
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Straight Talk About
Continuing Medical Education

Continuing Medical Education, both as a concept and as an operational

entity, continues to experience growing pains. Some prominent educators

have referred to CME as “the sleeping giant” in medical education and this

label further accentuates the unrealized potential and problems of the disci-

pline.

CME is not new to our present schools and hospitals. It has been going on

at Harvard for over 100 years. The intensified interest in CME and the rapid

growth of CME courses and programs in recent years make one think of it as

something new.

Postgraduate medical education has been and is necessary for the practic-

ing physician in order for the physician to keep up with the rapid changes

and treatment modalities, pharmacology, and new techniques.

Most of the specialty societies are either requiring or strongly suggesting

recertification over a period of three to six years. The recertification pro-

gram will provide physicians with the opportunity to test and verify the

effectiveness of their maintenance of knowledge and skills in the art and

science of their specialty. The recertification program has been developed in

conjunction with a program of continuing education to be conducted under

the auspices of the specialty boards. The program must meet the “Guidelines on Recertification for

Specialty Boards” of the American Board of Medical Specialties.

The goals of these programs are to assist physicians, through continuing education, to maintain old

and acquire new abilities needed for diagnosis and management of acute and chronic illness and for the

maintenance of health of our patients; furthermore, they provide physicians with the opportunity to

show that their level of achievement of these abilities has met predetermined, acceptable standards.

The surge of CME activity has saturated the market with courses which often are repetitious and

very expensive in some instances. Add to this an increasingly heard complaint that “it’s difficult to

discern for whom CME exists.” Is it the faculty or the practicing physician who is the benefactor of

CME? The practicing physician, by being able to provide patients and the public better services as a

result of postgraduate education, is the true benefactor. The educational establishment must understand

that medicine is a learned profession and that a physician must continue his education throughout his

professional life.

George A. Zirkle, Jr.
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Salute to a Teacher

. I will impart a knowledge of my art to my
own sons and those of my teachers, and to disci-

ples bound by a stipulation and oath according to

the law of medicine. . . With purity and holiness

I will pass my life and practice my art. .

.”

—Hippocrates, The Oath

As editing this or any other medical journal

has its trials, it stands to reason there must be

compensations. Since the journals are run on a

shoe-string, whatever compensation there is has

to be from personal satisfaction. One satisfaction

is that I get to write pretty much as I please,

within limits which are mostly self-imposed.

Those limits define our editorial policies. At the
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same time, editors and others in similar positions

can on occasion, by invoking personal privilege,

bypass policy. This is one of those occasions.

On the Saturday morning of Vanderbilt

Alumni Weekend just past, several hundred

friends of John Lawton Shapiro, M.D., most of

them colleagues and former students, gathered to

pay tribute to this remarkable man on his as-

sumption of the title of Professor of Pathology,

Emeritus, of Vanderbilt Medical School. Just as

on George Otv/qWs Animal Farm all the animals

were equal, only some were more equal than

others, so it could be said that while every indi-

vidual is by definition unique, some are more
unique than others. It is in this sense that I say

John Shapiro is unique in the experience of most

of us. My arrival as a resident in the Pathology

Department coincided with John’s succession,

following the legendary Jim Dawson, to the posi-

tion of de facto head of the department, since the

titular head. Dr. E.W. Goodpasture, was acting

dean of the medical school. Although Dr. Good-

pasture still gave his lectures twice a week and

was available to the housestaff as needed, the

actual day-to-day running of the department and

responsibility for the course were delegated to

John. Six years later, on Dr. Goodpasture’s re-

tirement, John became head of the department

{not chairman, as he was fond of pointing out), a

position .he held until poor health forced him to

relinquish it in 1971.

Jesus gave service as the sine qua non for

greatness— “He that would be chief among you,

let him be the servant of all,’’ He said. Although

it was often difficult for the student to perceive it

while under the gun, so to speak, John Shapiro

was the students’ true friend on every occasion,

even when he was “getting their attention.’’ His

acts of friendship were often so unobtrusive as to

go unnoticed, and frequently were com-
prehended only in later years. He sought to make
young men and women into doctors in the finest

sense of the word, and into lifelong students of

medicine. The presence of so many of his former

students, and letters from them and a host of

others, attest to their appreciation of his service

to them— service frequently— characteristical-

ly— above and beyond what everyone else would

consider the call of duty.

Although he received recognition from

academe, it would be inappropriate to list in this

space John Shapiro’s academic accom-
plishments, because what he cared most about

was— and is— the lives and careers of those

placed in his care. He discharged his duty to

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



them in a way that left nothing to be desired. His

stamp is on every one of us whose lives he

touched.

This editorial is a tribute to one man, but in a

sense it is also more than that. It is a tribute also

to all those teachers from whom John Shapiro,

and all those like him, learned their art, and to all

those who follow after in what could properly—

and not in the least irreverently—be called an

apostolic succession, since an apostle is “one

sent with a message.”

Few of us can say not only, “Do as I say,” but

also, “Do as I do.” John Shapiro could. But he

never would.

J.B.T.

Make Mine Lite

She ’as a way o’ seeing the serious side o’ things

that ’ave no serious side.

— Andy Capp

The editorial page of a recent a Wall Street

Journal displayed an interesting melange of

compositions not conducive to peace of mind.

There was a piece on the dangerous political

activism in the World Council of Churches, an

editorial on India’s nuclear aspirations and Mr.

Carter’s encouragement, albeit unintentional, of

it, and another on the Miami race riots. To top it

off, Vermont Royster, one of my favorite es-

sayists, who appears periodically on the Jour-

nal’s editorial page, commented that in previous

years he had returned from his vacation observ-

ing that he had missed nothing by not reading the

newspapers or listening to the news during that

time. But not this year. Among other things, the

rescue attempt of our hostages in Iran failed,

London newspapers carried an essay on “The
Shrinking of America,” Arab terrorists took over

the Iranian Embassy in London, ending with a

dramatic shootout, coups d’etat occurred in El

Salvador, Uganda, Rwanda, and Surinam, the

Libyan Embassy in Paris was bombed, and

utopian Sweden was closed down by strikes.

Alongside all that. Buck Rogers flourishes in

hyperspace and Darth Vader, evil as ever, is

back, but he is doomed. Imitations of both

abound, because Good is sure to triumph there,

at any rate. The Elo Capps of the world (assum-

ing Andy’s evaluation of her is correct) fret that

those of us who like such things are frittering

away our time, as life, they say, is serious busi-

ness. Perhaps we are wasting our time, but

maybe not for that reason.

Some years ago there was an essay in Time
magazine reflecting on the failure of the ’60s to

produce any humorists of the caliber of Jack

Benny, Pred Allen, George Bums, and Bob
Hope. Their reading of the situation was that this

was so not because Americans had lost their

sense of humor, but that they could dream up
nothing more ridiculous than, say, Lyndon
Johnson, the President of the United States,

showing his gallbladder incision to a national

television audience. Of course, some thought

that not funny but disgraceful, and that those

who thought it funny were seeing the light side of

things that ’ave no light side, so to speak.

Perhaps so; the line is often fine.

But today— well, what about today?

Apparently the Iranian hierarchy sees nothing

comical in their condemnation of the Saudi Ara-

bians for taking over Iran’s London Embassy.
It is to laugh!

J.B.T.

Creation and Inspiration

. . . Two vast and trunkless legs of stone

Stand in the desert. Near them, on the sand,

Half sunk, a shattered visage lies . . .

On the pedestal these words appear:

“My name is Ozymandias, king of kings:

Look on my works, ye Mighty, and despair.’’

Nothing beside remains. Round the decay

Of that colossal wreck, boundless and bare

The lone and level sands stretch far away.

Percy Bysshe —Ozymandias of Egypt

The world’s last great frontier was Polynesia,

those hundreds of thousands of square miles of

nearly empty ocean enclosed in the triangle at

whose comers are New Zealand, Hawaii, and

Easter Island. Until the arrival of Cook and

Bougainville in the late 18th century the Polyne-

sians shared with the Eskimos the belief that they

were alone in the world. Their origins are

obscure, as they have no cultural or mythological

ties with any continent. Colonization of those

tiny dots of fertile land began perhaps 2,000

years ago, and for every individual who made it

to another island, countless thousands went to

watery graves, impelled by who knows what to

seek new lands. Michener gives us in Hawaii a

believable and altogether fascinating history, but

most of it is the product of his fertile imagina-

tion. The origins of the Polynesians are not only
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unknown, but unknowable. Anthropologists and

ethnologists can only speculate.

The most occult of all Polynesia’s mysteries is

the origin and meaning of the colossal stone im-

ages on Easter Island, carved in their quarries of

black volcanic stone, somehow erected else-

where, and capped with red stone hats from yet a

third site. Recent studies have yielded some in-

sight into their significance and the civil war that

brought an abrupt end to their manufacture.

Something is known of the religious fervor

which inspired them. But most of it remains mys-

tery, and like the Sphinx these colossae keep

their secrets, gazing imperturbably and inscruta-

bly over the centuries of pounding surf.

One of nature’s masterpieces is the Black Hills

of western South Dakota, a jewel in a crown that

begins with the Badlands and stretches through

Wyoming to Yellowstone and the Grand Tetons.

Contemplation of this crown— the Badlands’

spires and chasms, the spectacular cuts in the Big

Horn Mountains which are Ten Sleep, Wind
River, and Shell Canyons, the immense volcanic

spire of Devil’s Tower, monopolizing the skyline

for miles, the folded red buttes, the Needles, and

myriad other wonders— must first prompt us to

marvel at what awesome forces the earth has

been able to survive. The greater marvel,

though, is the surpassing beauty these crushing,

straining, exploding, grinding forces have

wrought.

Near the center of the Needles area in the

Black Hills lies little Sylvan Lake, nearly sur-

rounded by narrow stone columns, like soldiers

standing guard over a precious sapphire. For

blueness of water, quiet solitude, and setting,

this is the crown jewel. Each step along its curv-

ing shore reveals new wonders, as just now the

low sun glistens on. the barely trembling water,

outlining the purple shadows of the stately sen-

tinels. A day could be spent, and many other

days through the changing seasons, in just watch-

ing the shifting light on this small wonder and its

constant guardians. It could be a Walden’s pond

or a Tinker Creek for some fortunate observer.

Just north and over the ridge is the main tourist

attraction of the Black Hills—Mount Rushmore.

With its four colossal heads of American

presidents— George Washington, Thomas Jef-

ferson, Abraham Lincoln, and Theodore
Roosevelt— it is a monument both to its sculptor,

whose life work it is, and to the republic. But I

kept hearing a haunting voice: Will it one day be

just another Easter Island?

Men build spectacles for different reasons.

The figures on Easter Island were perhaps bom,
says Loren Eiseley, out of the loneliness of the

island, where men had the time to meditate. On
Mount Rushmore one man was moved by the

grandeur of our republic and its founders to cre-

ate what is an unquestioned patriotic shrine— not
just the figures, but the show and the entire com-
plex that are a part of it. Doubtless the figures of
Easter Island were surrounded by similar pomp
and ceremony. Elsewhere the pyramids and the

Sphinx were erected to satisfy personal vanity.

Not only have the builders all passed away, but

their works themselves are in varying stages of

disintegration. The world changes, and they

change.

There is no need to carve faces on the stone

columns around Sylvan Lake to see them as its

guardians. Nor would the great central spine of

Bora Bora be enhanced by making it into giant,

black figures with red hats. I have seen no in-

stance where man’s tinkering did more or less

than detract from nature’s handiwork, and of all

the reasons man can have for the exercise of his

creative ability, improving on nature is not one.

God can say with conviction, “Look on my
works, ye Mighty, and despair’’; even His de-

stmction is more creative than man’s best efforts.

J.B.T.

Insurance

Through the centuries, at least until the 20th,

there have been, ladies of the evening to the con-

trary notwithstanding, three, and only three pro-

fessions: theology, the law, and medicine. Public

opinion has presently decreed that we bow to

almost any job, and instead of craft or trade, we
must term the work of not only the aforemen-

tioned ladies, but that of almost every employed

person, a profession. Perhaps that is proper.

When Walter Courtenay was pastor of

Nashville’s First Presbyterian Church, the

Communion service went off with military preci-

sion. After accepting the elements in the chancel

from the hands of the ministers, we— the elders

serving them— marched down three steps and

spread out from there to our respective assign-

ments. We had a sort of informal pact that should

any one of us stumble and fall— not unlikely, as

it was unthinkable to look down at the steps— he

would feign unconsciousness, thereby removing

any stigma. Actually, no one ever fell, but being

good scouts, we were prepared.

Having dinner the other evening in a gounnet
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restaurant, I had arrived at the main course, and

my waiter’s eyes met mine as, piece de resis-

tance in hand, he smilingly ascended the three

steps to the level where I was seated. Horror of

horrors, his foot slipped on the top step, and,

although he regained his balance, the plate up-

ended and my swordfish and wild rice were de-

posited neatly— so to speak— beneath the next

table. With fallen countenance, he mumbled,

“Sorry, it was yours.’’

I could have reacted in one of several ways. I

could have screamed— or my eyes could have

screamed— “Dolt!’’ I could have ignored it al-

together. Or I could have accepted his apology.

What I actually said was a soft, “You win some
and you lose some.’’ Why did I?

My waiter was a pleasant young man, an ac-

complished waiter— in the modern context pro-

fessional through and through. He had es-

tablished his proficiency before the accident, and

maintained it afterwards. Except for repeating

his apology for the delay, when my entree finally

arrived, neither of us mentioned it again. He pro-

ceeded with his work like the professional he is.

As a pre-law student, my waiter will, I have

no doubt, one day be a member of one of the

learned professions. Today he is a good waiter.

As all of us sometimes do, he blew it. He did not

feign death, but met the calamity head on. Since

there are curmudgeons who are both customers

and waiters— and patients— there is never a

guarantee of immunity, but in the long run an

attitude such as his can’t hurt. Even though the

slips ascribed to us as doctors are usually more
apparent than real, and are by no means malprac-

tice, perceived injury is all that is required in

today’s litigious climate to precipitate legal ac-

tion. We can be— are being— sued even when we
are acting in the most patient, capable, loving,

professional manner possible. But a disarming

manner and previously established competence

are our most effective professional liability

insurance— insurance that is free.

J.B.T.

Edward E. Reisman, Jr., age 67. Died April 30,

1980. Graduate of University of Tennessee School of

Medicine. Member of Chattanooga-Hamilton County
Medical Society.
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The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

FRANKLIN COUNTY MEDICAL SOCIETY
G. David Hopkins, M.D., Sewanee

KNOXVILLE ACADEMY OF MEDICINE
D. Stevenson Goudelock, M.D., Knoxville

Robert N. Montgomery, M.D., Knoxville

MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY
Andrew Stephen Anderson, M.D., Memphis
William Emmett Armour, III, M.D., Memphis
Charles Lawrence Barker, M.D., Memphis
Bertram Harrington Buxton, M.D., Memphis
William Scott King, Jr., M.D., Memphis
Charles Newton Larkin, M.D., Germantown
David Marc Mirvis, M.D., Memphis
Paul Nesmith Pettit, Jr., M.D., Memphis
Jaya Ramanathan, M.D., Memphis
Narayanaswami Rangaswami, M.D., Memphis
InaL. D. Tonkin, M.D., Memphis
Stephen Ward Welden, M.D., Memphis

MONROE COUNTY MEDICAL SOCIETY
James W. Ness, M.D., Tellico Plains

NASHVILLE ACADEMY OF MEDICINE
C. Leon Partain, M.D., Nashville

Charles W. Stratton, M.D., Nashville

Ralph E. Wesley, M.D., Nashville

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
Lalita Krishnan, M.D., Oak Ridge

SULLIVAN-JOHNSON COUNTY MEDICAL
SOCIETY
Brooks M. Talton, Jr., M.D., Kingsport

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Michael Dimler, M.D., Johnson City

Armand A. Lefemine, M.D., Johnson City

Mary Louise Voltaw, M.D., Johnson City

WILSON COUNTY MEDICAL SOCIETY
Roger L. Jackman, M.D., Lebanon
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Knoxville Academy of Medicine

The Knoxville Academy of Medicine recently re-

ceived the Public Responsibility Service Award from

the Public Relations Society of America Volunteer

Chapter at an awards dinner at Fox Den Country

Club. Dr. Abner Glover accepted the award on behalf

of the Academy. The Academy received the award for

its “progressive efforts in promoting public under-

standing of the medical profession.”

AOfiOAOl ACUI/

FROM THE AMA’S OFFICE IN WASHINGTON, D.C.

NHI Flame Flickers Fitfully

National health insurance sparks keep flickering.

The Senate Finance Committee has budgeted six days

of sessions this summer on the issue.

Committee Chairman Russell Long (D-La.) steered

the panel close to a vote recently but then postponed

consideration after resistance surfaced on the

budget-breaking aspects of any NHI plan.

The bill before the committee has been chopped

back in an effort to make it easier to win approval.

The catastrophic provision was changed to a volun-

tary plan with tax incentives to encourage businesses

to purchase such coverage for their workers.

Several senators have remarked privately they be-

lieve the NHI bill is dead, but when the powerful

Long is running the show and wants a bill, legislation

can’t be written off.

The legislative trip through committee. Senate

floor. House committees and House floor, appears far

too lengthy and difficult for an NHI bill to survive this

year, particularly in the light of the growing fight for a

balanced budget.

The House-Senate Conference Agreement on Con-

gressional Spending Limitations has directed a $1.4-

billion reduction in Medicare-Medicaid spending next

fiscal year. House and Senate health committees are

trying to figure out how to accomplish this and

squeeze other health programs under the low ceilings.

AMA Blovirs Whistle on FTC

The American Medical Association has called upon

the Federal Trade Commission to junk its investiga-

tion of physician control and impact on Blue Shield

plans.

Physicians’ formal participation on the boards of

open-panel medical prepayment plans has been de-

clining since 1977, when the two FTC reports on the

issue were concluded, the AMA noted in a statement

to the commission.

“An objective review of the current state of these

plans’ operations would support immediate termina-

tion of the staff investigation. Many public dollars

have been spent to generate the staff reports and their

somewhat simplistic analyses. This matter should be

closed, and the boards of such plans commended for

the substantial move in recent years to open to public

view and control these medical plans.”

By 1979 more than 60% of Blue Shield plans, rep-

resenting 83% of total subscription income, had non-

physician majorities on their boards, the AMA noted.

“Every year there is less and less reason to consider

any rulemaking by FTC, much less litigation or other

punitive action against these plans.”

The AMA said there’s no justification “for spend-

ing more public dollars to pursue FTC’s speculation

that any physician participation on these boards in-

creases physician reimbursement levels and health

care costs.”

Physician leaders who have served on open-panel

plans, the AMA said, have been able to bring perti-

nent experience to bear without undermining the pub-

lic and subscribers’ interest. “The beneficial impact

of medical participation in these endeavors must be

recognized.”

FTC Alive and -Alas-Well

Meanwhile, the Congress has granted the FTC a

new lease on life, providing a formal three-year

money authorization. The bill clips the controversial

agency’s wings by subjecting its decisions to a veto

by Congress. Enactment of the measure followed a

lengthy bitter dispute by members of Congress with

the ETC, which lawmakers contended was overstep-

ping authority in its all-out campaign to crack down
on business and the professions.

Virginia Health Plans Illegal?

The Justice Department has told Virginia health

planners that some health planning agreements may
be a violation of the federal antitrust laws.

The case involves a proposal to encourage
Richmond, Va., hospitals to take cooperative steps to

reduce obstetric services.

The Central Virginia Health Systems Agency was
told by the Justice Department that such proposed

joint actions might come under the shadow of the

antitrust laws unless specifically approved by Con-
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gress or state legislatures.

The advisory Justice Department letter has national

implications on health planning activity and may

force Congress to take another look at the wording of

the law. The comment was termed a “very serious

development that would run directly contrary' to what

the Congress intended,” by the American Health

Planning Association.

A Richmond hospital group had challenged the

obstetric proposal, claiming it could inhibit competi-

tion and new services. As a result, the Justice De-

partment was asked to express its views.

The problem was bound to arrive sooner or later

since health planning decisions often run contrary to

the assumptions of a competitive health marketplace.

C-O-N Wicket Still Sticky

Facilities planning to reduce bed capacity or ser-

vices should not have to seek certificate-of-need ap-

proval by planning authorities, the AMA has told the

Health and Human Services Department.

Commenting on proposed regulations to cany out

changes in the planning law, the AMA said “such

application of the certificate-of-need program could

force an institution to keep beds and maintain a ser-

vice even though it might deem it inappropriate and

infeasible to do so. This would seem to be holding the

institution in bondage.”

Congress’ concern in the planning law was in-

creases, not decreases, the AMA noted.

Also questioned by the AMA was the wording of

the new regulation extending certificate-of-need to

purchase of expensive equipment (more than

S150,000) for physicians’ offices if the equipment is

designed in large part for use by hospital inpatients.

The requirement for “irregular” use only for inpa-

tients is too inflexible since it would apply to such

cases as an agreement with a hospital to use the office

equipment when the hospital equipment is undergoing

regularly scheduled maintenance, the AMA said.

The AMA said it was “strongly concerned” with a

requirement that the state planning agency consider

the quality of care in an institution as an element in

certificate-of-need determination. The actual deter-

mination of quality should be resolved by agencies

such as the Joint Commission on Accreditation of

Hospitals, state licensing authorities, and professional

standards review organizations, said the AMA.

Carter Clips Bed Budget

President Carter is reported ready to order a strin-

gent clampdown on all hospital construction and ren-

ovation involving federal funds. Almost $1 billion of

building and renovation planned for federal hospitals

might be cancelled.

The impact on nongovernment hospital construc-

tion would be far greater.

The presidential action would be the most dramatic

step taken by President Carter against adding hospital

beds. The administration has contended there are

130,000 unneeded beds in the nation and that adding

to the supply is wasteful, costing the country S4 bil-

lion annually.

One of the prime weapons against new hospitals

could be the threat of withholding Medicare and

Medicaid payments for capital costs, a S2. 3-billion

budget item next fiscal year. Other federal aid that

could be shut off includes federal grants, loan guaran-

tees and loans administered through a variety of agen-

cies. Consideration is being given to action against

issuance of tax-exempt bonds for hospitals in surplus

areas.

The government estimates there are too many beds

at present in 196 of the nation’s 213 health service

areas. Thus, this administration policy could affect

construction and renovation in most areas of the coun-

try. The policy would not hit construction in areas

found to need beds.

The proposal to move against hospital construction

is thought to have been in the works for several

months with the White House, the Office of Man-
agement and Budget, and the Health and Human Ser-

vices Department working on the plan. One reason for

the proposed action is the failure of Congress so far to

enact the administration’s hospital cost containment

plan which included a limit on capital spending.

Fed Med Capitation Cut

In trouble on Capitol Hill is the federal govern-

ment’s long-standing program of money for medical

schools based on the number of students.

A sharp reduction in the so-called capitation aid

was contained in the Health Manpower bill approved

recently by the House Commerce Committee. There

are strong pressures in the Senate to whittle the aid

program.

Not only are medical schools under the gun from

the authorizing committees— House Commerce and

Senate Human Resources— but the appropriations

committees are eyeing cutbacks.

The Carter administration wants to kill capitation

aid, arguing that the number of physicians is becom-

ing ample and that it is time for the government to

start easing back on the financial aid launched more

than a decade ago to expand the physician supply.

There have been veto threats raised if Congress

approves legislation providing more than the S424

million the administration has asked for the entire

medical manpower package.

The Commerce Committee bill goes over the

budget, authorizing $649 million, though it pares the

capitation program, authorizing over the next three

fiscal years $61 million, $40 million, and $20 million.

The present level is $81 million.

JULY, 1980 531



Meantime, acting under severe budget pressures,

the Senate Appropriations Committee has agreed to

cut $40 million of currently allocated funds for capita-

tion payments. Acting on the same budget rescission

and supplemental appropriations bill, the House Ap-

propriations Committee rebuffed the administration’s

request to eliminate the capitation money.

A House-Senate conference probably will be

needed to determine whether current capitation ap-

propriations can survive intact.

Senators Slap New

Reimbursement Regs

Ten senators have challenged a government pro-

posal to change Medicare reimbursement for

hospital-based physicians.

The regulation at issue would require hospitals to

contract with hospital-based physicians for certain

services rather than the present practice of reimburs-

ing them on a reasonable charge basis under Medicare

Part B.

The HHS Department was urged to withdraw the

proposal “until the impact of the change has been

properly evaluated.’’

Signing the letter to HHS Secretary Patricia Harris

were Sens. Howard Baker (R-Tenn.), Lloyd Bentsen

(D-Tex.), David Boren (D-Okla.), Dale Bumpers
(D-Ark.), Ernest Hollings (D-S.C.), Robert Morgan
(D-N.C.), David Pryor (D-Ark.), Jim Sasser (D-

Tenn.), Strom Thurmond (R-S.C.), and John Tower
(R-Tex.).

The proposed rules would require all hospital-based

physicians to be reimbursed under Medicare Part A
unless (1) the services are personally performed by

the physician, and (2) the services contribute to the

diagnosis or treatment of the patients.

The new regulations probably will not result in any

cost savings for the Medicare program, the senators

said. A cost that was borne by the Part B portion of

Medicare will now be paid through Part A— the hospi-

tal portion. “Shifting the costs of these services to the

hospitals could lead to higher hospital expenses at a

time when the administration is actively attempting to

reduce hospital costs,’’ they said.

Their principal concern, “is the effect on delivery

of medical care in medically underserved areas.

“For example, one clinic in the southwestern part

of Arkansas provides services for seven rural hospi-

tals. These physicians are often the only specialists

serving these communities and provide regular on-site

consultations with the patients and staff in these facili-

ties. These services will be severely disrupted by this

proposed change.’’

The change is proposed to be implemented by July

1, 1980. This does not give hospitals or physicians

adequate time to comply with the regulations, the let-

ter said.

A study should concentrate on the effect of the

change on medical care in rural areas. Medicare re-

cipients, and the overall effectiveness of the Medicare

program, the senators wrote.

Medigap Standards Proposed

House-Senate conferees have agreed on a proposal

to set voluntary federal standards for “Medigap’’ pri-

vate health insurance aimed at meeting the gap not

filled by Medicare coverage. The proposal stemmed
from congressional hearings earlier this year on

abuses in the commercial insurance field. The stan-

dards include a minimum loss ratio, the amount of

premiums paid back. In states that do not meet terms

of a proposed model law, the federal minimum stand-

ards would apply. Companies that meet the standards

could advertise the fact.

OAnouncemcAl/

CALENDAR OF MEETINGS

NATIONAL

Aug. 20-22

Sept. 2-6

Sept. 3-6

Sept. 8-10

Sept. 11-12

Sept. 12-14

Sept. 15-19

Sept. 19-21

Sept. 21-25

Sept. 24-27

Sept. 25-28

Sept. 27-30

NIH Consensus Development Confer-

ence on Endoscopy: What is its Role in

Upper Gastrointestinal Bleeding?—
Masur Auditorium, Bethesda, Md.
American Electroencephalographic

Society— Sheraton Hotel, Boston

American Association of Obstetricians

and Gynecologists—The Homestead,

Hot Springs, Va.

American Neurological Association—

Sheraton Hotel, .Boston

AMA Congress on Occupational

Health— Hilton Hotel, Salt Lake City

AMA Hyannis Regional Meeting—
Dunfey’s Resort, Hyannis, Mass.

American Institute of Ultrasound in

Medicine— Superdome Hotel Hyatt,

New Orleans

Chicago AMA Regional Meeting—
Chicago Marriott Hotel, Chicago

American College of Radiology—The

Fairmont, New Orleans

Society for Computer Medicine— San

Diego Hilton Hotel, San Diego

American Association for Hand
Surgery— Marriott Hotel, New Orleans

AMA Kansas City Regional

Meeting—Crown Center, Kansas City,

Kan.
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The continuing medical education accreditation

program of the TMA has full approval by the Council

on Medical Education of the AMA. An accredited in-

stitution or organization may designate for Category 1

credit toward the AMA Physician s Recognition Award
those CME activities that meet appropriate guidelines.

If you wish information as to how your hospital or

society may receive accreditation, write: Director of

Continuing Medical Education, Tennessee Medical As-

sociation, 112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities which come to our

attention which might be of interest to our membership. As some of these

are very long, full year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be published in only

one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one
to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, confer-

ences, ward rounds, learning individual procedures,

observing new surgical techniques, and access to ex-

cellent library resources. Experience in more than one
discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

Anesthesiology

Cardiology

Chest Diseases

Clinical Pharmacology . .

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, .M.D.

John A. Oates, .M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . .W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Medicine Grant W. Liddle, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology Lonnie S. Bumen, .M.D.
Oncology Robert Oldham, M.D.
Orthopedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D..M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Eee: $200 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-

tion Accreditation.

Application: For further information and application,

contact Paul B. Slaton, M.D., Director, Continuing

Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Aug. 18-23

Sept. 26-27

September

Fall

Oct. 3

Oct. 6-10

Nov. 5-8

Nov. 12-14

Nov. 21-22

Dec. 12-13

3rd Annual Diagnostic Imaging Sym-
posium (44 hours)

11th Annual Pediatric Symposium on

Child Neurology (10 hours)

William F. Orr Lectureship in

Psychiatry’ (10 hours)

4th Annual John S. Zelenik Lecture (1

hour)

Symposium on Thrombolytic Therapy

(4 hours)

Recent Advances in Internal Medicine

(38 hours)

9th Annual Rhamy-Shelley Lecture-

ship in Urology (16 hours)

Scientific Sessions, Tennessee Public

Health Association Annual Meeting

Anesthesiology Update 1980 (11

hours)

Annual High Risk Obstetrical Seminar

(11 hours)

For information contact Vanderbilt Continuing Ed-

ucation, 3200 West End Ave., Suite 306, Nashville,

TN 37203, Tel. (615) 322-2716.
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MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that ser-

vice’s activities for a period of one to four weeks.

This program provides an opportunity for physicians

to study in depth for a specified period. The schedule

of activities is individualized in response to the physi-

cian’s request by the participating department. The
experience includes conferences, ward rounds, au-

diovisual materials and contact with patients, resi-

dents and faculty.

Participating Departments

Anesthesiology . .

Family Practice .

.

Internal Medicine
Cardiology . . . .

Chest Disease

Dermatology

Gastroenterology

General Medicine
Hematology/Oncology ....

Neurology

Obstetrics & Gynecology . .

Ophthalmology
Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Ramon S. Harris,

John Arradondo,

John Thomas,
Kermit R. Brown,
Qamar A. Kahn,

. . . .Joseph M. Stinson,

Paul A. Talley,

Edward A. Mays,
. . .Thomas W. Johnson,

David Horowitz,

. . .Ludwald O. P. Perry,

Buntwal M. Somayaji,
Edward A. Mays,
Robert S. Hardy,

Calvin L. Calhoun, Sr.,

Gregory Samaras,
Henry W. Foster,

Axel C. Hansen,
Wallace T. Dooley,

Louis D. Green,

John C. Ashhurst,

E. Perry Crump,

Louis J. Bernard,

Charles E. Brown,
David B. Todd,

Ira D. Thompson,
. . Marcel le R. Hamberg,

M.D.
M.D.

M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.

M.D.
M.D.
M.D.
M.D.
M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1). American Academy
of Family Physicians Continuing Education Accredi-

tation and Continuing Education Units by Meharry

Medical College.

Application: For further information contact Frank A.

Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave. North,

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Aug. 12 Office Practice Management

Sept. 9 Infectious Disease Review

Sept. 17 Parental Therapy

Oct. 15 Pediatrics Prep

Nov. 6 Hypertension

Dec. 2 Occupational Medicine

Jan. 9-10

Feb. 27

March 21

April 11-12

May 13

June 5-6

July 18

Aug. 8

Sept. 19

Oct. 16

Oct. 24

Nov. 2-6

Sports Medicine

School Health III

Immunology— Allergy Review

Gynecologic Endocrinology: Infertili-

ty-Hirsutism-Menstrual Abnormalities

Substance Abuse in East Tennessee

Geriatrics II: Sexuality and the Aging

Basic Science Review III: Psycho-

pharmacology

Stress in Medical Practice

Advances in Laboratory Medicine

Pediatrics Prep III: Neonatology

Infection Control

CPRL Faculty Inservice

For information contact Office of Continuing Med-

ical Education, East Tennessee State University, Col-

lege of Medicine, Johnson City, TN 37601, Tel. (615)

928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses in-

cludes programs of the Chattanooga, Knoxville, and

Memphis units. The codes (C), (KL and (M) indicate

the continuing education unit handling the arrange-

ments for a particular program.

Aug. 20 (M) Epilepsy Symposium
Sept. 5 (K) Exercise and Aerobics

Sept. 11-12 (M) Medical and Surgical Emergen-

cies

Sept. 17 (M) The Menopausal Patient

Sept. 18-19 (C) Cancer in Women
Sept. 25 (M) Aging, Hyperglycemia, and

Diabetes

Oct. 2-3 (M) 12th Annual Conference on

Mother, Fetus, and Newborn
Oct. 6-8 (K) International Blood Symposium
Oct. 13-15 (K) Obstetrics and Gynecology Con-

ference

Oct. 15-17 (K) Cancer Concepts 1980

Oct. 22-24 (K) 3rd Annual Office Ultrasound

Conference

Oct. 23-24 (C) Pediatric Update

Oct. 24 (K) 9th Annual Internal Medicine

Symposium
Oct. 29-31 (C) Family Practice Update and Re-

view

Nov. 14 (M) Medical Alumni Day
Nov. 15-17 (K) Seminar in Clinical Hypnosis

|

Nov. 21 (K) 2nd Annual Pediatric Nutrition •

Seminar

Dec. 4-6 (C) Basic Cardiology, EKGs & ,

Therapy
i
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Dec. 11-12 (M) Cardiac Risks—New Orleans

Dec. 12-13 (M) Cardiovascular Risk Factor

Modification

Jan. 15-16 (K) Advanced Cardiac Life Support

Course

Feb. 2-4 (K) 2nd Annual Emergency Medi-

cine Symposium

Feb. 7-14 (K) 3rd Annual Winter Update and

Review Course for Physicians

—Steamboat Springs, Colo.

Feb. 12-13 (C) Diagnostic Radiology for the

Primary Care Physician

Feb. 23-26 (C) Emergencies in Obstetrics and

Gynecology

March 5-8 (C) Emergency Medicine Review

March 15-20 (M) 14th Annual Review Course for

Family Physicians

March 16-19 (M) Three Nights on Cardiac Auscul-

tation

March 16-19 (C) Gut Problems III

April 1-3 (M) Adolescent Gynecologic Endo-

crinology/VI Reproductive

Medical Symposium
April 2-3 (C) Workup and Treatment of

Anemia
April 23-24 (M) 12th Annual Leigh Buring Con-

ference—The Gifted Child

April 23-25 (K) 4th Annual Family Practice Up-

date and Review Course

May 7-8 (C) Solving Problems in Drug
Therapy

June 4-7 (C) Family Medicine Review

June 4-8 (K) 3rd Annual Practical Otolaryn-

gology Course for the Primary

Care Physician

June 15-18 (C) Basic Cardiology, EKGs &
Therapy

June 21-24 (C) Diagnostic Radiology for the

Primary Care Physician

July 10-12 (M) Cardiac Emergencies

Community-Based CME

Knoxville Campus

Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,
Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, second Wednesday; 12:00 noon (1 hr. credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

Memphis Campus

UPDATES IN MEDICINE
Carroll County Hospital; Huntingdon, Tenn.

McKenzie Memorial Hospital; McKenzie, Tenn.

Henry County Hospital; Paris, Tenn.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

If you would like assistance in planning a

community-based CME program, contact Dennis K.

Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of our

three campuses.

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine

800 Madison Ave.

Memphis, TN 38163

Tel. (901) 528-5605

IN SURROUNDING STATES

UNIVERSITY OF KENTUCKY

Mini-Residencies for Medical and Surgical

Practitioners in Office Management
Of Emotional Problems

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy

office practices. The technique uses a concept of

emotions that is consistent with human anatomy and

psycho physiology. Yet, the technique requires no

more physician time or patient cost than routine eval-

uations of new patients. Finally, the technique is read-

ily understandable and easy for practitioners to apply.

One, two and three week courses. Minimum of 40

hours per week. Tuition Fee; $350 per week for the 1st

& 2nd week of training; $500 for 3rd week of super-

vised practice with patients in the Intensive RBT
Treatment Program.

For further information contact Maxie C. Maultsby,

Jr., M.D., Office of Continuing Medical Education,

Dept, of RBT, University of Kentucky, Lexington,

KY 40506.
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UNIVERSITY OF MISSISSIPPI

Oct. 20-24 Practice of Electrocardiography—
University of Mississippi Medical

Center, Jackson

Nov. 6-8 Family Practice Update— Holiday Inn

Medical Center, Jackson

Nov. 14-15 Neurosurgery International Conference:

Vascular Anomalies of the Brain—
Holiday Inn Downtown, Jackson

Dec. 4-5 Mississippi Perinatal Postgraduate

Course 1980— Holiday Inn Downtown,
Jackson

Jan. 19-23 Practice of Electrocardiography—
University of Mississippi Medical

Center, Jackson

Feb. 5-6 Renal Update—Ramada Inn Coliseum,

Jackson

For information contact Continuing Education,

Dept. A, University of Mississippi Medical Center,

2500 N. State St., Jackson, MS 39216, Tel. (601)

987-4914.

OF SPECIAL INTEREST

AMERICAN CANCER SOCIETY

Oct. 9-11 National Conference on Gynecologic

Cancer, 1980— Los Angeles Hilton,

Los Angeles. Credit: 16 hours AMA
Category 1. Fee: None.

For information contact Nicholas G. Bottiglieri,

M.D., American Cancer Society, 111 Third Ave.,

New York, NY 10017.

INT’L MEDICAL EDUCATION CORP.

Cardiac Ischemia and Arrhythmias— Current Con-

cepts for Diagnosis and Treatment (13 hours AMA
Category 1)

Sept. 26-28 Water Tower Hyatt, Chicago

Dec. 5-7 Hyatt Regency, Atlanta

Clinical Management of Coronary Disease and Ex-

ercise Testing (13 hours AMA Category 1)

Aug. 22-24 Hilton Head Hyatt, Hilton Head, S.C.

Oct. 24-26 Peachtree Plaza, Atlanta

Oct. 31-

Nov. 2 Hyatt Regency, Chicago

EKG Interpretation and Arrhythmia Management (13

hours AMA Category 1)

Aug. 22-23 Dutch Inn, Lake Buena Vista, Fla.

Oct. 31-

Nov. 1 Carrousel Inn, Cincinnati

For information contact International Medical Ed-

ucation Corporation, Division of Postgraduate Educa-

tion, 64 Inverness Drive East, Englewood, CO 80112,

Tel. (800) 525-8646.

536

Quinamrri
AVAILABLE ONLY ON PRESCRIPTION

Brief Summary

INDICATIONS: For the prevention and treat-

ment of nocturnal recumbency leg muscle
cramps, including those associated with

arthritis, diabetes, varicose veins, throm-

bophlebitis, arteriosclerosis, and static foot

deformities.

CONTRAINDICATIONS: Because of the

quinine content, Quinamm is contraindicated

in women of childbearing potential, in

pregnancy, in patients with known quinine

sensitivity, and in patients with glucose-

6-phosphate dehydrogenase deficiency.

Hemolysis (with the potential for hemolytic

anemia) has been associated with a G-6-PD
deficiency in patients taking quinine.

PRECAUTIONS: Thrombocytopenic pur-

pura may follow the administration of quinine

in highly sensitive patients. Recovery will fol-

low withdrawal of the medication.

Cinchona alkaloids, including quinine, have
the potential to depress the hepatic enzyme
system that synthesizes the vitamin K-de-

pendent factors. The resulting hypopro-

thrombinemic effect may enhance the action

of warfarin and other oral anticoagulants.

ADVERSE REACTIONS: Aminophylline

may produce intestinal cramps in some
instances, and quinine may produce symp-
toms of cinchonism, such as tinnitus, dizzi-

ness, and gastrointestinal disturbance. If

ringing in the ears, deafness, skin rash, or

visual disturbances occur, the drug should

be discontinued.

DOSAGE AND ADMINISTRATION:
1 tablet upon retiring. When necessary,

1 additional tablet may be taken following the
.

evening meal.

Product Information as of September, 1977 I

U.S. Patent 2,985,558

Merrell
MERRELL-NATIONAL LABORATORIES Inc.

Cayey, Puerto Rico 00633

Direct Medical Inquiries to:

MERRELL-NATIONAL LABORATORIES
Division of Richardson-Merrell Inc.

Cincinnati, Ohio 45215, U.S.A. "

Licensor of Merrell"

8-3305 IY371AI



A summary of AMA, medical & health news
American Medical Association / 535 North Dearborn Street / Chicago, Illinois 60610 / Phone (312) 751-6000 / TWX 910-221-03(X)

AMA dues will not be raised in 1981. After re-

viewing the success of the Association’s five-year

financial plan, the Board of Trustees voted not to seek

a dues increase at the Annual Meeting of the House of

Delegates in July. “The fiscal and performance con-

trols developed by the Board and senior management
over the past five years, together with efforts to in-

crease revenues from sources other than dues, have

been successful,” said Board Chairman Lowell H.

Steen, MD. “So far, in spite of the highest inflation in

history, the payment of taxes on unrelated business

income, and costly litigation, we have managed to

keep in balance.” Since Jan. 1, 1976, AMA dues have

been $250 annually for regular members, $35 for in-

terns and residents, and $15 for students.

The groundbreaking ceremony for the ama’s
office building in Washington, D.C., was May 12. The
AMA’s Washington staff will occupy the top two floors

of the 12-story building at 1101 Vermont Ave., N.W.

The building is expected to be completed by the fall of

1981. “The presence of an AMA building in Washing-
ton underlines the Association’s commitment to in-

creased interaction with the Washington-based leader-

ship of both the public and private sectors,” said AMA
EVP James H. Sammons, MD. The AMA’s national

headquarters will remain in Chicago.

The first state to surpass its 1979 ama member-
ship figure is South Dakota. On April 25 the South

Dakota State Medical Assn, reported 391 AMA
members, an increase of about 10% over the 354 AMA
members reported for all of 1979. The SDSMA said

membership in the state society also is up this year

and noted that the society’s first publication of a direc-

tory of members may have resulted in greater

membership at both the state and national levels.

The AMA will receive a “Golden Trumpet Award ”

for its membership recruitment and retention cam-
paign. The award from the Publicity Club of Chicago
cites a 16-mm film titled “What is the AMA? The AMA
is You”; a membership kit called “Organized Medicine
Working for You”; AMA Highlights, a biweekly news-
letter geared to promote membership; Federation

Membership News, which shares recruitment tips

with state and county medical society executives; and
a mobile van unit which brought information on Asso-
ciation activities to the field.

The AMA will serve as a national clearinghouse

for information on errant physicians, in an effort to

help state licensing boards provide an orderly and ef-

fective pattern of medical discipline. AMA President

Hoyt D. Gardner, MD, told the Federation of State

Medical Boards of the United States: “The AMA
wants to be notified of all license revocations and
other disciplinary actions taken by state boards. In this

way, it can help keep serfous offenders of one state

from abusing the medical and hospital privileges of

another state.” Dr. Gardner called for more states to

finance their medical boards through licensing fees

rather than through general revenue, thus making the

boards less subject to political pressure.

State medical societies are urged to sponsor re-

sident delegates for the AMA Resident Physicians

Section’s assembly on July 18-20 in Chicago. Each

state is entitled to one delegate for every 100 resident

AMA members. Since the formation of the RPS in

1976, seven states have sent full delegations and more
than 20 states have been represented. For information

contact the Dept, of Housestaff Affairs, AMA Head-

quarters.

The investigation of physician participation on
open-paneled prepayment plans such as Blue Shield

should be ended, the AMA told the Federal Trade

Commission. As of June 1979, the AMA pointed out,

more than 60% of the plans— representing 77% of

total enrollment and 83% of total subscription in-

come-had non-physician majorities on their boards.

Not only should the investigation be closed, the AMA
said, but the plans should be commended for their

successful efforts to open their operations to public

view and public control.

The AMA is unable to support Council on Wage
and Price Stability guidelines that limit the rate of in-

crease in physicians’ fees in 1980 to 6.5%. The rate of

inflation appears to be about 18%, the AMA pointed

out, and the COWPS wage guidelines for industry are

7.5% to 9.5%. At a meeting of leaders of the Voluntary

Effort to Contain Health Care Costs and HEW officials,

the AMA said it would continue to urge individual

physicians to exercise restraint, a policy that has

resulted in fee increases well behind the Consumer
Price Index figures for the economy in general.
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Distance Running Studied as

Possible Safeguard Against

Coronary Disease

Does distance running help protect the runner against

the development of coronary disease?

A study of physical attributes of 50 physician run-

ners, members of the American Medical Joggers As-

sociation, as compared to 50 nonrunning doctors,

showed the runners had significantly lower pulse rates

and lower relative weights, with elevated high-density

serum lipoprotein (HDL) levels. It has been postulated

that the HDL affords protection against coronary artery

disease by acting as a clearing agent in removing

cholesterol from body cells. If the theory that increased

HDL lowers risk of heart disease is correct, then dis-

tance runners should have a lower risk of developing

coronary artery disease than nonrunners.

AMA Judicial Council Updates

Standards of Medical Ethics

The rising tide of concern in biomedical ethics has

recently produced medical standards dealing with test

tube fertilization, fetal research, genetic engineering

and medical ethics standards covering the confidential-

ity of computerized medical records and the examina-

tion of a patient’s records for employment purposes.

The new standards are contained in the latest re-

vision of the American Medical Association’s

and Reports of the Judicial Council. The booklet,

compiled by the Judicial Council after studying numer-

ous articles, editorials, regulations and court decisions,

includes tht Principles of Medical Ethics setvd Rules of

the Judicial Council.

At the same time, the Council has also published its

stand on euthanasia and terminal illness. It advises

courts or legislatures facing the problem to consider

several criteria, including one that suggests that the

advice and judgment of the physician or physicians

involved should be readily available to the patient, his

immediate family and/or his lawful representative in

all such situations.

The AMA, which has repeatedly formulated and re-

viewed ethical standards since its founding in 1847, has

developed guidelines for such timely issues as abor-

tion, organ-transplant considerations, advertising and

solicitation of patients by physicians, unnecessary med-

ical services and the disciplining of unethical physi-

cians.

Under a section entitled: Patient Relations and Medi-

cal Responsibilities, the Council’s standards dealing

with laboratory fertilization and embryo transplantation

declare: “This new method of human artificial insemi-

nation holds out new hope for couples who want chil-

dren but have previously been unable to conceive.’’

It is not unethical for a physician to perform such

procedures within the confines of the professional

physician-patient relation upon obtaining the patient’s

voluntary and informed consent according to these

guidelines.

In its standard covering Genetic Engineering, the

Council adopted a position that states that, “if and

when gene replacement with normal DNA becomes a

practical reality for the treatment of human disorders,’’

some eight factors should be considered, including one

that suggests that “such procedures should be under-

taken in the future only after careful evaluation of the

availability and effectiveness of other possible

therapy.’’ If safer and simpler treatment is known, the

Council feels, “it should be pursued.’’

In the section dealing with Public Responsibilities,

the Council has discussed cost-benefit analysis and de-

cision theory as it applies to the practice of medicine.

The Council intimates that, “while physicians should

be conscious of costs and should not provide or pre-

scribe unnecessary services or unnecessary ancillary

facilities, concern for the patient and the quality of care

the patient receives comes first.’’

In an area covering Office Practices, the Council has

discussed a standard dealing with Laboratory Services:

Husband-Wife Referrals. According to this guideline,

“The AMA has advocated equal opportunities for men
and women in all phases of medical professional en-

deavor and activities. Equal opportunity for all is a

legal and professional standard befitting our nation’s

traditions and organized medicine’s commitment to

achievement based on accomplishment.’’ But, because

this commitment may present some unusual problems

when a husband and wife both are physicians, the

Council steadfastly states that “a physician’s primary

professional responsibility is to his or her patients, not

to family relations or economic well-being.

Dbesity Escalates Risk

of Early Death

Excessive extra weight increases the risk of early

death by very high margins, says a report from Los

Angeles on a study of 200 men who averaged more

than 300 lb each. They had come to the hospital to tiy

to lose weight, but most did not succeed. Follow-up

period was for seven years.

The younger obese men, age 25 to 34, had a 12-fold

excess death rate above men of nomial weight in the

same age bracket, and in the age group 35 to 44. the
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death rate increased sixfold. The ratio diminished with

advancing age. Cardiovascular disease was reported as

the most frequent cause of death. Fifty of the 200 men
died during the course of the study. The heavier the

man, the greater the risk of early death.

AMA Drug Evaluations, Volume IV,

Most Inclusive Drug Compendium

Ever Assembled

The completely reorganized, updated, and ex-

panded, fourth edition of AMA Drug Evaluations is

the most comprehensive, inclusive drug compendium
ever assembled. The 1,522-page volume reflects a

joint scientific effort by staff members of the AMA
Department of Drugs and the American Society for

Clinical Pharmacology and Therapeutics, as well as

by more than 300 distinguished physicians and other

health professionals who served as consultants during

preparation of the book. Each of the 87 chapters was

reviewed by a number of experts in their respective

fields.

Since AMA Drug Evaluations is designed for the

practicing physician, it is clinical in point of view,

and 'as the title suggests, enough comparative infor-

mation is provided to guide the physician in selecting

and prescribing the best drug for a disease category.

By offering both general and specific information on

indications, preferred and alternative drugs, adverse

reactions and precautions, drug interactions, dosages,

and drug preparations, AMA Drug Evaluations at-

tempts to answer such questions as; What drug should

be selected from among those available? What are the

relative and absolute contraindications? What is the

effective dose?

When possible, preferred drugs are distinguished

from acceptable drugs, and those whose use cannot be

advised or recommended are denoted clearly. Thus,

the value of this book is its ability to offer alternatives

based on substantive scientific and medical opinion

on the use of a drug in a particular situation. In con-

trast, the Physicians’ Desk Reference lists only drugs

selected by the manufacturer and describes labeling,

indications and dosages that are approved by the Food
and Drug Administration.

Highlighted in the AMA/DE IV are introductory

statements that present an overview of comparative

dmg therapy within a therapeutic category; individual

evaluations on over 1,300 drugs including 57 new
entities marketed since the third edition was published

in March, 1977; new information on both labeled and
nonlabeled indications and doses for older drugs; and
evaluative statements on investigational agents.

Other useful features in this convenient volume in-

clude an outline at the beginning of each chapter to

aid in determining chapter organization quickly; struc-

tural formulae, extensive use of tables, citation of

dosage ranges for adults, children, and the elderly by

route of administration; listing of available dosage

forms and sizes by both generic and trademark names,

general comments on and listing of composition of

mixtures; selected references at the end of each chap-

ter for further reading; and a conveniently located,

comprehensive index, including drug name (generic,

trademark), indications, and adverse reactions.

The 87 chapters in AMA Drug Evaluations are di-

vided into 13 categories covering such areas as Nerv-

ous System-Special Senses Drugs, Respiratory Tract

Drugs, Cardiovascular-Renal Drugs, Endocrine and

Metabolic Agents, Antimicrobial Agents, and Drug

Antidotes in Poisoning.

New chapters appearing in this edition include

those on Antiviral Agents, Immunomodulators,
Parenteral and Enteral Nutrition, and Agents Used to

Treat Infertility. In addition, general information

chapters discuss the use of drugs for special groups of

patients (pediatric, geriatric, pregnant and lactating

women, those with renal impairment), adverse reac-

tions, drug interactions, and drug response variation.

AMA Drug Evaluations may be ordered from Order

Department, OP-075, American Medical Associa-

tion, P.O. Box 821, Monroe, WI 53566. The cost is

$48.00. In addition, the book is being distributed by

John Wiley & Sons, Inc., to medical bookstores and

distributors.

Computer Assists Psychiatrists In

Diagnosing Mental Ills

Adaptation of a computer to assist the psychiatrist in

producing highly accurate diagnoses is reported in the

American Medical Association publication “Comput-

ers and Medicine.”

When one is dealing with psychiatric patients, es-

pecially acutely psychotic ones, it is important to iden-

tify early in the treatment those disorders which are

likely to respond to specific treatments. The new pro-

gramming will facilitate the process of diagnosing a

patient’s condition without requiring the physicians to

compulsively remember and aggregate the many
specific criteria required to include and exclude

psychiatric diagnosis.

With the advent of effective psychiatric treatment,

greater accuracy in diagnosis has become a vital con-

cern for training, research, and patient care. Routine

use of the computer can have an impact on each of

these areas.

“Computers and Medicine” is a bimonthly newslet-

ter produced by the AMA Computers in Medicine Pro-

gram. The publication highlights new and innovative

applications of computer technology in health care in-

cluding both clinical and administrative activities.

For a sample issue and a cumulative index write to;
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Computers and Medicine, American Medical Associa-

tion, 535 N. Dearborn St., Chicago, IL 60610.

Generic Thyroid Preparations

Sometimes Provide Wrong Dosage
Generic thyroid replacement preparations are not al-

ways equal, and the individual using the generic substi-

tute may be getting an improper dosage, a Harvard

Medical School research unit reports.

There are 15 million prescriptions written each year

for thyroid replacement in the United States. Both

generic and brand-name preparations are available, and

the hormone content fluctuates widely.

While in the past preparations from unknown or un-

reliable manufacturers could be avoided by specifying

a brand name, this practice is discouraged by the recent

emphasis on generic “equivalents.” Thus, it seems

that the physician or the pharmacist, in a well-

intentioned attempt to reduce (albeit modestly) medica-

tion costs, may supply the patient with a generic

thyroid replacement preparation with either more or

less than the expected biologic activity. This might be

avoided by establishment of appropriate guidelines for

the hormonal content of these widely prescribed medi-

cations.

Health Problems of Workers

Laid to Use of New Chemical

An epidemic of health troubles among workers in

chemical plants in Massachusetts and Maryland has

been traced to dimethylaminopropionitrile (DMAPN)
an ingredient that was used in the manufacture of

polyurethane. One of the factories was making au-

tomobile seat cushions from polyurethane foam.

The experience teaches that the persons whose

health is affected should be listened to, as it was the

workers who first insisted that it might be the new
catalyst in the “back room” that was causing the

problem.

Exposure to DMAPN caused severe bladder prob-

lems in many of the workers, and some complained of

sexual dysfunction, while others suffered muscle

weakness.

When authorities learned that similar health prob-

lems had arisen in two plants in separate parts of the

nation at about the same time, both plants promptly

discontinued use of the offending chemical and a sur-

vey was conducted among the workers. Many re-

ported that their symptoms decreased or disappeared

after the substance was removed, but some have pro-

longed effects.

This episode underscores the need to consider po-

tential toxicity both of new chemicals and of previ-

ously used chemicals introduced into new industrial

processes. It also highlights the need for all prac-

titioners to pay close attention to the patient who
thinks his illness may be work related.

Voluntary System Serves Well in

Monitoring Prescription Drugs

The voluntary system of monitoring prescription

drugs works quite well, and added government con-

trols aren’t needed, says an editorial 'mJAMA dealing

with effects from a drug for lowering high blood pres-

sure and reducing uric acid levels in the blood—
ticrynafen (Selacryn). The manufacturer quickly

withdrew ticrynafen from the market following the

death of five persons who were taking the drug, al-

though deaths may have been completely unrelated to

the drug.

Much has been written about proposed additional

trials of a drug after it is placed on the market, and

some persons have advocated that prescribing

privileges for a new drug should be limited to those

physicians who possess special training, but in view

of the events surrounding the introduction of ticryna-

fen, one might question the need for such a formal

and restrictive postmarketing system. Any system that

will reduce toxic side effects of drugs has merit, but

the voluntary system has proved its worth, and, being

voluntary, is the best system.

AMA Steps Up Campaign to

Discourage Smoking

The American Medical Association continues its

long-standing program to urge Americans not to

smoke. Those few remaining physicians who con-

tinue to smoke (most have quit) are urged by their

peers in the AMA to stop, as an example to their

patients, and for the sake of their own health. Doctors

are urged to discourage smoking among their patients,

to alert smokers to the health hazards, to place “No
Smoking” signs in their waiting rooms and to dis-

courage smoking in hospitals where they work.

The AMA urged national, state and local medical

and specialty societies to encourage their members to

more vigorous antismoking efforts. The AMA also

encourages Congress to pass laws readjusting the

cigarette tax, to phase in the production of less toxic

and hazardous tobacco, and make the health warning

on cigarette packs more explicit.

Stricter regulation of tobacco advertising is urged

of the Federal Trade Commission. Educational pro-

grams in schools are encouraged, and insurance com-

panies are urged to make available to nonsmokers

health and other policies at reduced rates.
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The Council on Scientific Affairs declares: “There

remains no doubt that the morbidity and mortality in

cigarette smokers are in excess over that seen in

nonsmokers. This is caused by arteriosclerotic heart

disease, chronic pulmonary disease, cancers of the

respiratory tract, and the syndrome of sudden death,

and is associated with cancer of the bladder, kidneys

and pancreas, as well as peptic ulcers. Tobacco smoke
will account for 346,000 deaths this year in the United

States.”

Impotence Often Has Physical

Cause

Although physicians have been taught for many
years that impotence in their male patients is almost

always caused by emotional imbalance and very sel-

dom has a physical cause, possibly one-third of those

men actually have a physical problem that is causing

their inability to perform sexually.

A Harvard physicien found that 37 of 105 impotent

men had previously unsuspected glandular disorders,

and once appropriate treatment was begun, potency

was restored to 33 of the 37.

All of the men in the study had been receiving

regular medical care from their own physicians.

When impotence was discussed, the patients were

told that it was either a result of the natural process of

aging (“after all, you’re not 21 anymore”) or a mani-

festation of anxiety or depression. This is the conven-

tional medical wisdom on the subject.

Recent advances in endocrinology and the ex-

perience cited here indicate that the time may be pro-

pitious for us to restructure our approach to the impo-
tent patients. The association of an unsettling life

event and the development of impotence need not

imply a cause-and-effect relationship. Developing
impotence is, by itself, sufficient cause for depression

and would understandably cause stress to otherwise

stable relationships.

Medical School Enrollment Hits

New Peak
Total enrollment in the 125 U.S. medical schools in

1978-79 was 62,754, an increase of 2,804 over the

previous year, says the American Medical Asso-
ciation’s 79th annual report on medical education,

published in the March 7 Journal of the American
Medical Association. For the second successive year
the AMA noted a significant downturn in the number
of applicants to medical schools. The 1978-79 appli-

cant total was 36,636, a drop of almost 4,000 from
the previous year, and down from the peak year of
42,624 applicants in 1974-75.

There still were 2.2 applicants for each place in the

freshman class. New enrollment totaled 16,620 stu-

dents in 1978-79, an increase over the previous year’s

total of 16,134. The medical schools graduated a re-

cord number of new physicians at the close of the

1978-79 year, 14,966, an increase of 4% over the pre-

vious year.

The total number of women enrolled in medical

schools continued to climb, to 15,293, an increase of

920 over 1977-78. Some 24.4% of medical students

are women. Ethnic minorities enrolled in medical

schools in 1978-79 totaled 7,768, a percentage of

12.5.

The trend at both the federal and state level is in the

direction of increasing regulation of the medical ed-

ucation system, increasing dictation of the terms of

medical education and the content of the curriculum,

and increasing regulation of the nature and location of

physicians’ practices. At the federal level, the move-
ment of legislative support was away from medical

education.

At the state level, there were efforts to restrict

licensure of new physicians in two states, and other

proposals to limit the numbers of new residency pro-

grams, as states feared an over-supply of doctors or a

relative imbalance between primary care physicians

and secondary/tertiary care physicians.

Medical Care of Cambodian

Refugees Gradually Improving

With volunteer medical help, field hospitals in

Thailand treating literally hundreds of thousands of

Cambodian refugees under the most primitive of con-

ditions, are improving medical care. Mass starvation

dominates the medical picture; marasmus, kwashior-

kor, beriberi, and anemia are the most common condi-

tions, with a single patient often showing elements of

all four.

Marasmus is more prominent in children, who are

more vulnerable to diarrhea, worms and other stress

on body food stores. Digestive disturbances are com-

mon in patients with kwashiorkor, the result of pro-

tein deficiency, which traditionally affects young

children who are weaned from the breast to a high

starch diet.

Next to malnutrition, malaria was by far the most

common disease among the refugees.

Respiratory Distress in

The Newborn

Must be Evaluated Quickly

Respiratory distress in newborn infants must be

evaluated quickly and appropriate therapy planned,

including transfer to a neonatal intensive care unit.

That problem in the newborn can occur after any de-
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livery but should be anticipated in high-risk infants,

which include those who are bom prematurely, after a

difficult labor, by caesarean section, or of diabetic

mothers.

A chest roentgenogram is essential to differentiate

among the many causes of respiratory distress, which

encompass medically and surgically treatable condi-

tions. An increased incidence of wet lung disease is

noted. In the absence of congenital heart disease,

which has an increased incidence in infants, the chest

roentgenograms will return to normal a few weeks

after birth. Clinically, newborns with wet lung dis-

ease, a common cause of respiratory distress, develop

tachypnea shortly after birth. The condition clears up

within two to five days.

Meconium aspiration syndrome and respiratory dis-

tress can be anticipated in the newborn with

meconium-stained amniotic fluid. The particles from

the aspirated meconium can cause bronchial obstmc-

tion with atelectasis and compensatory emphysema,
which can lead to spontaneous pneumothorax or sub-

cutaneous emphysema, with superimposed bacterial

pneumonia as a complication.

Unlike the relatively benign wet lung disease,

hyaline membrane disease, known also as respiratory

distress syndrome (RDS), carries a significant mortal-

ity. The use of assisted ventilation in the setting of

newborn intensive care units, however, has cut down
the death rate.

INDUSTRIAL PHYSICIAN

Consider a new career with

Tennessee Eastman in Kingsport

Tennessee Eastman Company, a large manufac-

turer of Chemicals, Fibers and Plastics, needs a

staff physician to provide general occupational

medical services to an employee population of

close to 12,000 people. We are located in Kings-

port, one of the most progressive areas in the

upper, eastern Tennessee region. You will prac-

tice in a modern, well-equipped plant medical

center, receive a salary based on experience and

qualifications, and an outstanding employee

benefits program. You will also enjoy the beauti-

ful scenery of the southern Appalachian Moun-

tains, with numerous parks and recreational

lakes nearby. If interested, send your resume

in confidence to;

Mr. M. F. Lowe
Pefsormel Department

TENNESSEE EASTMAN COMPANY
Division of Eastman Kodak Company

P.O. Box 511

Kingsport, TN 37662

An Equal Opportunity Employer M/F
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OPPORTUNITIES IN

EMERGENCY MEDICINE
AVAILABLE

Spectrum Emergency Care, the largest contract emergen-

cy group in the nation, staffing and managing over 180

emergency departments in 29 states, has several clinical

and directorship positions available throughout the state

of Tennessee. Enjoy the benefits of flexible scheduling, no

on-call responsibilities and no flnancial obligations. These

benefits plus availability of attractive fee-for-service

minimum guarantees are just a few of the reasons why

physicians find association with Spectrum a rewarding

alternative to private practice.

For information send credentials in confidence to Mr.

Richard Ballard, 970 Executive Parkway, St. Louis, MO
63141, or call toU-free, 1-800-325-3982.

PEDIATRIC EMERGENCY
SPECIALISTS NEEDED

Board eligible or certified pediatricians sought
to assume emergency department and in-service

positions in this modern children’s hospital lo-

cated in East Tennessee. The community of

175,000 is the home of the 16th largest uni-

versity, boasting numerous cultural and sports

activities and provides outdoor recreation In

your own backyard. Excellent compensation
plus paid professional liability insurance. For de-

tails, send credentials in confidence to Mr. Joe
Woddail, 970 Executive Parkway, St. Louis, MO
63141, or call toll-free 1-800-325-3982.

EMERGENCY MEDICINE
OPPORTUNITIES AVAILABLE

IN TENNESSEE
Director, Emergency Department, 487-bed teach-

ing hospital. Must be eligible for academic ap-

pointment. Will coordinate administrative and

clinical aspects of the department. Excellent

compensation with production bonus; paid pro-

fessional liability insurance. For further details,

send credentials in confidence to Mr. Joe Wod-
dail, 970 Executive Parkway, St. Louis, MO
63141, or call toll-free, 1-800-325-3982.
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TENNESSEE VALLEY MEDICAL ASSEMBLY

(Sponsored by the Chattanooga & Hamilton County Medical Society, Inc.)

CHAHANOOGA CHOO CHOO

CONVENTION & CONCERT HALL

October 13 - 14, 1980

MONDAY, OCTOBER 13, 1980 TUESDAY, OCTOBER 14, 1980

CARE OF THE CRITICALLY ILL PATIENT

7:30 A.M. Registration

9:00 A.M. George PoDGORNY, M.D., Winston-Salem,

North Carolina, “THE FIRST SIXTY
MINUTES”

9:45 A.M. Philip A. Bromberg, M.D., Chapel Hill,

North Carolina, “ACUTE RESPIR-
ATORY FAILURE”

10:30 A.M. COFPEE BREAK-
Exhibit Visitation

10:50 A.M. James O. Wells, M.D., Atlanta, Georgia,

“ACUTE RENAL FAILURE”

11:35 A.M. Questions and Answers

12:30 P.M. LUNCHEON
Chattanooga Choo Choo— Crystal

Room

SPEAKER: Robert B. Hunter, M.D.,

Sedro Woolley, Washington, AMA Presi-

dent

2:00 P.M. Charles E. Rackley, M.D., Birmingham,

Alabama, “ARRHYTHMIAS IN CRITI-

CAL PATIENTS”

2:45 P.M. Glenn W. Geelhoed, M.D., Washington,

D.C., “ACUTE BLEEDING DISOR-

DERS AFTER SURGERY”

3:30 P.M. COFFEE BREAK-
Exhibit Visitation

3:50 P.M. W. A. Altemeier, M.D., Cincinnati,

Ohio, “SEPSIS AND ANTIBIOTICS”

4:35 P.M. Questions and Answers

ELDERLY CARE
8:00 A.M. Registration

9:00 A.M. W. Leigh Thompson, M.D., Cleveland,

Ohio, “DRUG DOSAGE OPTIMIZA-
TION”

9:45 A.M. Clark C. Watts, M.D., Columbia, Mis-

souri, “MEDICAL & SURGICAL
TREATMENT OF TRANSIENT IS-

CHEMIC ATTACKS”
10:30 A.M. COFFEE BREAK

-

Exhibit Visitation

10:50 A.M. Charles R. Beber, M.D., Miami, Florida,

“THE UNIQUENESS OF MANAGING
THE ELDERLY PATIENT”

11:35 A.M. Questions and Answers

12:30 P.M. LUNCHEON
Chattanooga Choo Choo — Crystal

Room

SPEAKER: Jerome L. Schulman, M.D.,

Chicago, Illinois

SUBJECT: “PSYCHOSOCIAL DE-
VELOPMENT OF THE ADOLESCENT”

DEALING WITH THE ADOLESCENT
2:00 P.M. Adele D. Hofmann, M.D., New York,

N.Y., “ADOLESCENT SEXUALITY”
2:45 P.M. Richard G. Mackenzie, M.D., Los

Angeles, California, “SUBSTANCE
ABUSE”

3:30 P.M. COFFEE BREAK

-

Exhibit Visitation

3:50 P.M. W. A. Daniel, Jr., M.D., Birmingham.

Alabama, “CHRONICALLY ILL ADO-
LESCENT”

4:35 P.M. “PARENTING THE ADOLES-
CENT”

PANEL: Drs. Adele Hofmann, Richard

Mackenzie and W. A. Daniel. Jr.
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Collaborative Practice:

The Joining ofTwo Professions

This is the first of a series of articles commis-

sioned by the TMA-TNA Joint Practice Commit-

tee to acquaint the profession with progress and

problems in this sensitive area. The opinions ex-

pressed in the articles are solely those of the

authors, and do not reflect official policy of the

TMA or TNA; neither do they necessarily repre-

sent the opinions of the Committee on Joint Prac-

tice nor the Journal. —Ed

People in today’s society bring complex prob-

lems of health and illness requiring sophisticated

and comprehensive treatment. No one profession

can attend to all these problems. Collaborative

physician-nurse practice is one response to these

complex problems. It formalizes communication

and brings together the perspective of the two

disciplines in developing assessments and es-

tablishing the plan of care.

Collaborative Practice: The Background
Collaborative practice has existed for a

number of years. Emergency room nurses, inten-

sive care nurses, nurse midwives, and commu-
nity health nurses are all examples of nurses

working interdependently with physicians and

other members of the health care team. In the

From the Primary Care Center, Vanderbilt University

Medical Center; the School of Nursing and the Department

of Pediatrics, Vanderbilt University School of Medicine,

Nashville.

Reprint requests to Vanderbilt University Primary Care

Center, A-1124 Medical Center, Nashville, TN 37232 (Dr.

Perrin).

ADRIENNE AMES, R.N. and JAMES M. PERRIN, M.D.

past 15 years especially, nurses have taken a

more active part in dealing with patient behavior

(e.g., smoking, diet, exercise) as it affects

health, as well as the care of common acute and

chronic illnesses. Though much of this change

was initiated in response to health manpower
needs, especially for rural areas, collaborative

practice has extended well beyond meeting the

needs of rural shortage areas. Increasing public

interest in the humanization of health care and

the encouragement of self care have reinforced

nurse-physician collaboration, where more atten-

tion can be provided to community and family

needs.

In considering collaborative practice, a few

important distinctions should be stressed. Solo

practice, especially in underserved areas, has

been one type of nursing contribution to meeting

community health needs; nevertheless, this prac-

tice is different from the broader health care prac-

tice of the physician-nurse team discussed here.

Questions are often asked about the differences

between physician’s assistants and nurse prac-

titioners. In general, physician’s assistants have

not had nursing training, and they have usually

taken over technical tasks previously carried out

by physicians. The distinction is between the ad-

dition of new skills to clinical practice and the

delegation of specific medical tasks to physi-

cian’s assistants.

Teams and Their Development

In recent years the nurse practitioner in

primary care practice has received a great deal of
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attention. Many nurse practitioners are working

in collaborative practice with physicians and

other health care team members. In general, col-

laborative practice defines physicians and nurses

as co-practitioners in providing care to families.

Although either may be the main provider for a

given family or patient, both will usually be in-

volved to some degree. In addition, teamwork is

emphasized by planned discussion both of

specific family problems and of the management

of common health care problems and is also re-

flected in referrals from one team member to

another. It is this shared problem-solving that

distinguishes collaborative practice from parallel

practice in which nurses and physicians may
work alongside each other. Nurses and physi-

cians bring different training and skills to patient

care; this is often recognized by patients and

tends to broaden the range of services available

to families. Families may also feel more com-

fortable raising certain problems with one

member of the team than the other.

In the development of teams, it is important to

recognize that the focus of physician training has

been in the diagnosis and treatment of disease,

and nurse training has provided strengths in

health promotion and patient education. There is

some overlap, since nurse practitioners have

preparation in the management of common
illnesses and many physicians are experienced in

patient education and related health issues. Nurse

practitioners in collaborative practice participate

in the care of individuals with chronic diseases,

such as essential hypertension, concentrating in

particular on the patient’s understanding of the

disease process, medications, and compliance

with recommendations. The nurse practitioner

might also work with individuals in sexual and

nutritional counseling. Nurse practitioners can

manage acute common illnesses such as urinary

tract infections and upper respiratory infections.

They often take an active role in well-child care,

and do the history and physical examination with

an emphasis on growth and development, along

with parental counseling.

Most studies indicate that 80% to 90% of

health problems within the practice of internal

medicine, pediatrics, or family practice can be

handled by either physician or nurse. Thus, most

practices arrange for either or both professionals

to provide acute care, health maintenance care

and ongoing chronic illness care for patients

within the practice. From the viewpoint of the
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patient, interdisciplinary practice permits a

broader range of services and professional skills,

and attention to issues often not dealt with in solo

practice. From the viewpoint of the nurse, joint

practice permits better utilization of the nurse’s

knowledge and skills. From the viewpoint of the

physician, the sharing of professional activities

with nurse colleagues adds new strengths to the

practice, and the sharing of management prob-

lems provides a source of educational stimulation

to the physician who in Joint practice with nurses

will often develop more explicit criteria for the

care of specific health care problems.

Relatively little attention has been placed on

the methods of team development in collabora-

tive practice. It takes a significant period of time,

often one to two years, for physician-nurse com-
binations to achieve a reasonable equilibrium in

joint patient care. During this time, it is produc-

tive to meet regularly to discuss both specific

patients and a jointly agreed-upon curriculum for

the management of frequently encountered

health problems. In addition, each practitioner

should be encouraged to review the other’s charts

periodically as a means of encouraging joint

practice approaches. Finally, a team beginning

practice should be encouraged to communicate

with colleagues elsewhere who have had ex-

perience in ongoing team activities for suppor-

tive suggestions in fostering communication be-

tween nurses and physicians.

Studies of Nurse-Physician Practice

A number of studies have examined the safety

and efficacy of collaborative practice between

physicians and nurses. It should be noted that

most of these studies have in fact been in situa-

tions where nurses and physicians do indeed col-

laborate, rather than in ones where nurses have

replaced physicians as the main or solo prac-

titioners in a particular situation. In general, all

studies have shown that there is no lessening in

quality of care in joint practice as compared with

physician-only practice, and some studies have

shown specific benefits from the addition of

nurse practitioners.* Some of the earlier studies

of Lewis and his colleagues^’^ showed the ef-

ficacy of the use of nurse practitioners with adult

outpatients, and indicated as well that nurses in

such situations may have more success than

physicians in obtaining patient compliance. This

has important implications for patients with

common chronic illnesses, for whom the taking

of prescribed medications and the change of life

patterns (e.g., diet, smoking) may be improved
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by the addition of nurse practitioners to the prac-

tice.

Charney and Kitzman,** in a controlled pro-

spective study, compared well-child care pro-

vided by physicians alone in a suburban pediatric

practice with that provided by physicians in as-

sociation with nurse practitioners. Well-child

care provided in both a controlled and ex-

perimental group was of equal quality, and, most

importantly, in such a practice, the introduction

of nurse practitioners was very well accepted by

the population. Hoekelman,^ in a similar con-

trolled study in both private practices and hospi-

tal outpatient departments, found care provided

by physicians alone and by physicians and nurses

in collaborative practice to be of equivalent qual-

ity. Spitzer and his colleagues,^*’ in a very careful

evaluation of the addition of nurse practitioners

to a pair of family practices, randomly assigned

patients to physicians only and to nurse prac-

titioners with physician backup. They then

looked at measures of physical functioning, emo-
tional health, and social functioning as they

changed over a one-year period. Although there

were sizable differences in physical functioning

and the other measures over time, using each

patient as his own control, there were no dif-

ferences in these patterns according to whether

patients received care from physicians alone or

from nurse practitioners.

Komaroff and Greenfield and their col-

leagues**’ have developed and tested a series of

protocols for the management of a series of

common acute and chronic illnesses in adults.

These protocols were all developed by agreement

of physicians and nurses as to appropriate stan-

dards of care for a given problem. Their evalua-

tion has generally indicated that nurses are more
likely than physicians to follow the protocols. As
an example, in the management of sore throat,

nurses are more likely than physicians to follow

agreed-upon criteria for obtaining a throat cul-

ture. In another study in the context of a health

maintenance organization, the addition of nurse

practitioners was shown to diminish the cost of

care for a number of specific health problems,

including urinary tract infections and vaginitis,

upper respiratory infections, headaches, and ab-

dominal pain.’

A recent study by Perrin and Goodman^" eval-

uated telephone management of acute pediatric

illnesses provided by nurse practitioners, pediat-

ric house officers, and practicing pediatricians.

In this study, utilizing a simulated patient, nurse

practitioners scored significantly higher than
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physicians on almost all measures. In general,

they gathered more diagnostic information (e.g.,

state of dehydration in a child with diarrhea, state

of consciousness in a child with a head injury).

Differences with respect to therapeutic sugges-

tions were more limited, although again indica-

ting that nurses did at least as well as physicians.

Thus, it appears that nurses are somewhat more

likely to ask questions to identify the relatively

rare child with serious complications, and that

physicians and nurses do equally well in provid-

ing recommendations for the average (uncompli-

cated) child. In this study, nurses appeared better

able to communicate with patients on the tele-

phone and to increase patient satisfaction. Other

studies have implied as well that to complement

the diagnostic skills of the physician, nurses may
bring strengths in caring and communication

skills.

In summary, these studies indicate no risk in

the addition of nurse practitioners to primary care

practice with children and adults for health

maintenance care and for management of com-

mon acute and chronic illnesses. Furthermore,

they suggest that nurses bring different skills

which complement and improve those of the

physician.

Continuing Issues

Several issues regarding collaborative practice

remain on the forefront to be discussed and

clarified. One is reimbursement. Currently, there

is no third party payment for nurse practitioners.

Since the nurse practitioner is providing patient

care, a clear service to the patient and family,

there should be means for reimbursement of

these services. The nurse practitioner should be

able to bill directly for nursing services rendered.

There are continuing studies examining reim-

bursement of nurse practitioners under Medicaid

and Medicare, particularly in health underserved

areas.

Role ambiguity is another area that is causing

concern, as there is some overlap in nurse-

physician roles. For example, both interview pa-

tients, both perform physical examinations, and

both formulate a plan of care. Role ambiguity is

a reality, and continued dialogue to keep these

ambiguities at a minimum is particularly helpful

for the patient. Nursing roles as well have some-

times been unclear. For instance, what is the dif-

ference between the office nurse and the nurse

practitioner? The basic difference between these

individuals is the depth of knowledge and the

scope of practice as previously described. The
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nurse practitioner has had additional education in

pathophysiology, pharmacology, counseling of

patients and families, and monitoring chronic

and acute health problems.

“It is impossible to identify any single person

in our health system today who possesses all the

skills and talents, the attributes and expertise re-

quired to insure for an individual full access to all

the available services relevant and necessary in

dealing with his actual or potential health prob-

lems and those of his family. Therefore, the con-

cept of joint practice must involve the interlock-

ing of medicine and nursing in such a way as to

insure the availability and accessibility of these

services.” " F
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Help for Impaired Physicians
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program is rehabilitative, not punitive. The Committee is composed of physicians who

have special expertise in these areas, some from personal experience. Effective treatment

for these illnesses is achieved most easily when the disease is detected early and family,

friends, and associates are urged to avoid misguided sympathy which enables the con-

dition to deteriorate.

HELP US TO HELP

Call the TMA Impaired Physician Program (615) 327-2711; outside Nashville call

collect. Phone service available around the clock.
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The Changing Pattern ofMortality in

Private Pediatric Practice

It has been my impression that the causes of

death in private pediatric practice have changed

dramatically over the past 25 years. The statistics

for the causes of death in the various age groups

in the general population are readily available in

various government publications, particularly the

Department of Health, Education, and Welfare,*

but so far as I can determine there are no data

concerning causes of death in private pediatric

practice other than a study done by Chesney ^ in

1957. The present study was devised in an effort

to determine whether or not the mortality in

childhood in private practice is vastly different

from that of 20 or 30 years ago.

Present Study

This study concerns all the pediatric deaths in

my practice from August 1953 through March
1980, approximately 26 years. This two-doctor

practice is partially urban, partially suburban; it

is partially referred but is largely primary care in

a metropolitan area of about 230,000 population.

There were 356 deaths, a number which does not

include stillborn infants but does include some
infants who lived for only a short time. Several

children were under the care of other physicians

at the time of death but were still a part of our

practice. The 356 deaths were divided into two
main groups: group I includes those which oc-

curred during the first 13 years of the study

period, and group II, those which occurred dur-

ing the last 13 years. The deaths were classified

into eight main groups, and the results are indi-

cated in Table 1.

Discussion

The most striking features of this study are the

decrease in total deaths and the relative and abso-

lute increase in violent deaths. The decrease in

Reprint requests to 417 Holly Street at E. 5th Ave.,

Knoxville, TN 37917 (Dr. Line).

FELIX G. LINE, M.D.

neonatal deaths, I believe, can be attributed to

the development of our intensive care newborn
nursery which began operation at about the time

of the second study period. In Chesney’ s study,

which covered a ten-year period between 1946

and 1956, about 60% of the total deaths were

neonatal, and in our study 38% of the deaths in

group I were neonatal; in group II, 19% were

neonatal. Another aspect in the reduction in this

figure could be the fact that many babies who
previously would have come under our care were

referred directly to the intensive care nursery,

bypassing the private pediatrician.

The marked increase in violent deaths was
found to be due largely to the increase in au-

tomobile deaths. In Chesney’s series, automobile

deaths were about the same as ours in group I (6

out of 222 as compared with 4 out of 227), but in

group II the automobile-caused deaths increased

from 4 out of 227 to 16 out of 135. Of interest

also is the fact that only two deaths in group I

were attributed to homicide or suicide, while in

group II there were six such deaths.

Infectious diseases, which took such a terrible

toll in previous generations, showed little change

in mortality. Deaths due to cardiovascular and

malignant diseases remain relatively low in both

periods.

Of interest to all pediatricians is the incidence

of the sudden infant death syndrome. Our ex-

perience shown in Table 1 is that the occurrence

of this syndrome is slightly under one per year

(22 cases out of 356 in 26 years). The reported

incidence of sudden infant death syndrome is

given as about 2 to 3 per 1,000 live births. Since

we see about 300 newborns per year, the inci-

dence of sudden infant death syndrome in our

practice is somewhat higher than the reported

incidence.

Summary and Conclusions

• A study of 356 consecutive deaths in a

two-doctor pediatric practice showed a marked
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TABLE 1

CLASSIFICATION AND RESULTS OF 356 PEDIATRIC DEATHS
OVER 26 YEARS

Cause of Death Group r Group II**

No. % No. %
NEONATAL
(birth injuries, anoxia, prematurity,

RDS, erythroblastosis)

87 38.3 25 19.3

BIRTH DEFECTS and CONGENITAL
ANOMALIES
(genetic diseases, t-e fistulas,

combined immune deficiency, muscular

dystrophy mucoviscidosis, hydro-

cephalus, chromosome abnormalities)

37 16.3 14 10.9

INFECTIOUS DISEASES 37 16.3 22 17.1

(pneumonia, meningitis, encephalitis. (pneumonia 19) (pneumonia 5)

sepsis, hepatitis) (meningitis 5) (meningitis 5)

VIOLENT DEATHS 21 9.3 28 21.7

(automobile accidents, poisonings, (vehicle (vehicle

suicide, homicide, aspiration of accidents 4) accidents 16)

foreign bodies) (burns 2) (burns 3)

CARDIOVASCULAR DISEASES
(congenital heart disease,

rheumatic fever)

21 9.3 12 9.3

MALIGNANT DISEASES
(leukemia, tumors, aplastic anemia)

8 3.5 9 7.0

SUDDEN INFANT DEATH SYNDROME 10 4.4 12 9.3

MISCELLANEOUS
(kidney disease, causes unknown)

6 2.6 7 5.4

TOTAL 227 129

'Group I—Aug. 1953 through Dec. 1966.

"Group II—Jan. 1967 through March 1980.

decrease in neonatal deaths, which can probably

be attributed to the development of our local in-

tensive care nursery and the transfer of the care

of the sick newborn to the neonatologist.

• Violent deaths showed both relative and ab-

solute increase when the two study periods were

compared. Most of the increase could be attrib-

uted to automobile deaths. The private pediatri-

cian, it seems to me, is in a key position to

influence this terrible toll in loss of children’s

lives by starting safety education for the proper

restraint of children in automobiles at a very

early age.

• The leading causes of death in our private

practice of pediatrics during the past 13 years in
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order of frequency are violent deaths, neonatal

deaths, infectious diseases, and congenital de-

fects, followed by cardiovascular diseases and

sudden infant death syndromes. Nationally, the

causes of pediatric deaths in order of frequency

are roughly the same.

• Sudden death syndrome occurred 22 times

in the 26 years, or slightly less than one per year

in a practice which cares for about 300 newborns

per year. F ..y
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Environmental Carbon Monoxide

And Hypertension

IRSHAD AHMAD, M.D., Ph.D., and JERI AHMAD, R.N., M.P.H.

Introduction

A rise in blood pressure in man due to mental

stresses and noise has been reported by many
workers.* In some cases, the rise may have been

self-induced^; similarly, blood pressure can be

raised experimentally in selected animals de-

pending on the nature of stress.^’"* The role of the

physical environment, other than the noise, in

producing hypertension has not been seriously

pursued by researchers.' Both the environment

and hypertension development are multifarious

and difficult to relate as to cause and effect.

Further, the pathogenesis of essential hyperten-

sion is quite different in different groups of

people and may depend on the interaction be-

tween genetic predisposition and environmental

stimuli. In such studies, genetic factors are dif-

ficult to control, but differing natural en-

vironmental conditions can be found in various

localities permitting the manipulation of some
environmental factors.

In our previous studies on hypertension in

India, we noted that young men and women
routinely migrated from small villages to cities in

search of work, leaving their parents and other

close relatives behind, but maintained a close

contact with them. This situation provided us a

unique opportunity to study the effects of two
different environmental conditions— pollution-
free and heavily polluted— on the development
of hypertension, while having genetic predisposi-

tion under some control. This was a relatively

homogeneous population, as all marriages took

From the Department of Family Practice of the College of

Medicine, and the School of Nursing, East Tennessee State

University, Johnson City, Tenn.
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place in the village and mostly between first and

second cousins.

Methods
A small village of about 6,000 inhabitants in

the Utter Pradesh state of India was selected be-

cause of its desired low level of environmental

pollution, and because it also had a significant

number of subjects whose relatives migrated to

the city in search of work. A total of 392 persons

with approximately 500 relatives living in two

large cities— Delhi and Bombay—were iden-

tified. From the 392 individuals in the village,

126 were recruited into the sample by a random

process of picking every third numbered person.

Information related to their occupation, height,

weight, diet and smoking habits was obtained.

No data were collected about their use of al-

cohol. Considering these five variables, a total of

152 individuals from the two cities were

matched. In addition to having met the above

five matching requirements, the city dweller in

our sample had to have lived there for a

minimum of five years. All subjects in the study

were above 15 years of age.

The blood pressure of all 278 subjects was

measured in the left arm and in the sitting posi-

tion. Only a single reading was noted. Anyone

with a systolic reading of 160 mm Hg and above

or a diastolic pressure of 95 mm Fig or above was

classified as hypertensive. These readings were

recorded at the first and fifth sounds of

Korotkov. All blood pressure and environmental

pollution measurements were made at the same

time at the place of work of each subject.

Chemical concentrations of carbon monoxide

(CO), sulfur dioxide (SO2 ), nitrogen dioxide

(NO2 ), ozone (O3) and hydrocarbons were meas-

ured by Drager gas-detecting tubes using a Ben-

dix hand pump. Sound levels were measured in
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dBA scale. The total suspended solids were not

measured— only a visual impression was made
as to their presence or absence in the environ-

ment.

Results

In keeping with the tradition and due to scar-

city of housing in the city, most of the women
stayed in the village. None of the women had a

career outside the home, but they worked hard

there. None of the women in this sample

smoked. Of the 31 women in the village, only

two (6.5%) had hypertension. In the two cities,

there were 23 woirien; three (13%) were hyper-

tensive. Nearly 73 of the 95 men in the village

were either laborers or peddlers. The work of a

laborer consisted of painting buildings and carry-

ing bricks, stones, dirt, sacks of wheat, or crates

of vegetables on his head or back. The peddler,

on the other hand, did not work as hard. He
simply pushed a cart leisurely on a dirt or paved

street and sold fruit, vegetables or general mer-

chandise to housewives. The other 22 men in the

village were skilled workers (mechanics and re-

pairmen), shopkeepers, bus drivers and waiters.

In the city, 129 of their counterparts worked in

similar jobs— 9 skilled workers, 31 laborers, 56

peddlers— 9 shopkeepers, 12 taxi or bus drivers

and 9 waiters. The prevalence of hypertension in

the village and city among men was 5.3% and

17.1%, respectively. For both men and women,
higher rates of hypertension were observed in the

city than in the village, 16.4% vs. 5.6%. Table 1

shows the differences in more detail.

Chemical concentrations in the ambient air are

shown in Table 2. Readings of each chemical

measured in each rural locality were added and

an arithmetic mean was derived, but in the urban

area a range was obtained by combining values

from Delhi and Bombay. The recorded noise

levels in dBA are shown from low to high in both

the village and urban areas. In the rural environ-

ment, airborne chemicals were below detectable

levels and noise was practically nonexistent.

Ozone was the only chemical detected here. In

the city, most of the toxic substances were within

the acceptable range when compared with the

threshold limit values (TLVs) adopted in the

United States for an eight-hour working period.

Only two pollutants—CO and noise— were in the

high range.

Discussion

All members of the sample were genetically

related, but lived in two different environ-

ments— the village and the city. The prevalence

of hypertension appears to be significantly higher

in men and women living in the city (16.4%)
than in those living in the pollution-free en-

vironment of the village (5.6%). This was true

for the members of the same household—
brothers, sisters, and children— and persons in

the same occupation. This wide difference in the

prevalence of hypertension in two environments

is difficult to explain since both groups had simi-

lar diet and smoking habits and came from the

same genetic stock. The only detectable

difference between the two groups was their

TABLE 1

DISTRIBUTION OF SUBJECTS ACCORDING TO SEX, OCCUPATION AND LOCATION

Village Delhi Bombay
Description N=126(7)* N=37(5) N =11 5(20)

All women = 54(5) or 9.2% 31(2) 7(0)
,

16(3)

All men = 224(27) or 12.0% 95(5) 30(5) 99(17)

Total = 278(32) or 11.5%

Occupation

Housewife 31(2) 7(0) 16(3)

Skilled worker 4(2) 5(1) 7(2)

Peddler 40(0) 12(2) 44(8)

Laborer 33(1) 6(1) 25(5)

Shopkeeper 13(2) 2(0) 7(0)

Taxi or bus driver 3(0) 2(0) 10(2)

Waiter 2(0) 3(1) 6(0)

Hypertension: rural =5.6%
urban=16.4%

*The number in parentheses indicates hypertensives in that group.
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TABLE 2

CONCENTRATION OF ENVIRONMENTAL POLLUTANTS
IN THE RURAL AND URBAN AREAS

Pollutant Rural* Urban**
USA
TLV

CO 0 4-84 50

SO 2
0 0.03-1.87 5

NOo 0 0.05-1.20 5

O3
0.03 0.11-0.25 0.1

Total suspended solids not visible visible —
Hydrocarbon mixture 0 1.90-21.0 —
Sound levelf 72-76 83-94 80-85

‘Arithmetic mean in parts per million.

"Combined range in parts per million.

fRange in dBA for 8 to 16 hours' exposure

environment. In the city, toxic substances includ-

ing SO2, NO2, O3, and hydrocarbons were within

normal limits and do not appear to have signifi-

cant effects on the cardiovascular system. This

leaves, by exclusion, CO and noise as potential

etiologic factors in the production of hyperten-

sion among the city residents. The role of noise

is controversial and has not been substantiated,*’®

whereas CO has been shown by several research-

ers to damage the endothelial element of arteries

leading to the formation of atherosclerotic

plaques.

In 1970, Astrup et al^ first suspected CO in

tobacco smokers to increase risk for the de-

velopment of arteriosclerosis. By exposing a

group of experimental rabbits to a mixture of air

and CO, he showed an increased permeability of

the aortic wall endothelium to lipoproteins lead-

ing to plaque formation. This was not observed

in the unexposed group. Topping, in his review

of literature on the acute and chronic effects of

CO, concluded that direct effects of CO-induced
hypoxia on the arterial wall may facilitate deposi-

tion of cholesterol in the intimal surface and

exacerbate existing atherosclerosis. With the

electron microscope, Constantinides * demon-
strated damage to the endothelium of arteries of

rats after less than seven days of exposure to CO.
The injury appeared to be direct instead of

hypoxia-induced. He also observed such an in-

jury by other agents and factors, such as hyper-

tension, vasoactive peptides, antigen-antibody

complexes and certain lipid derivatives—keto

acids, bile acids and lysolecithin.

Experimental evidence has indicated that in-

jury can open doors in the endothelial barrier

permitting lipids and other molecules to enter the

arterial wall. Schneiderman and Goldstick^’*®

contend this injury results from a combination of

direct CO poisoning and CO-induced hypoxia.

To understand the cause of hypertension, we
must look at the behavior of both the heart and

peripheral vessels. Whereas in the past we have

limited ourselves to the peripheral vessels, recent

studies have implicated the heart as well in the

development of essential hypertension. Injection

of serotonin or 5-hydroxytryptamine into either

the left coronary artery or the left atrium in anes-

thetized dogs can produce hypertension.** The
reflex is produced by the chemoreceptor tissue

which lies in the heart near the origin of the aorta

and pulmonary artery. Its blood supply comes
from the proximal left coronary artery. Cooling

or cutting both vagus nerves blocks the car-

diogenic hypertensive chemoreflex.

Although there is no direct proof that

chemoreceptor tissue exists in man, indirect ev-

idence is very impressive.*^ Practically all cir-

culating serotonin is bound to platelets; the

amount of serotonin to be found in 1 ml of

platelets would be nearly 1 ,000 /xg. When only 2

ml of serotonin (200 /u-g) was injected into anes-

thetized dogs, a rise in the central aorta pressure

to twice normal was seen within five seconds.

Platelet aggregations in the left coronary artery

can release serotonin which could enter the arte-

rial branch supplying the chemoreceptor.

The most likely clinical situation for platelet

aggregations in the coronary arteries, as well as

in other arteries, would be atherosclerosis. In pa-

tients experiencing myocardial infarction a sud-

den rise in blood pressure has been observed. Is

there a survival value in raising the blood pres-

sure suddenly by the release of serotonin from

the clot? It seems logical that this would be a

protective effect by dislodging the newly formed

but still friable thrombus. Chronic stimulation of

the cardiac chemoreceptor and adrenal glands by

serotonin could contribute to the pathogenesis of

hypertension. City residents in this study were

exposed to intermittent exposures of low and

high levels of CO. Other mechanisms of de-

veloping essential hypertension, at least in some

individuals, may be related to partial denervation

of the arterial baroreceptor caused by stiffening

of the baroreceptor area by arteriosclerosis.

Comment
In our previous studies on hypertension in

India and Pakistan— both published *® and

unpublished—we observed that the prevalence

rates of hypertension in the population was low
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(about 11%). The reason for the low rates was
not obvious then, and we are no closer today.

But in the present study, it appears that adverse

environmental conditions, such as continuous

exposure to low levels of CO, might contribute

to the development of high blood pressure in a

population that has historically been at a low

risk. Ours was a limited study in scope and scale.

To support the role of CO in the development of

essential hypertension, other studies in diverse

environments and involving large samples are

needed. r ^
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THE U.S. ECONOMY . .

.

“Our economy is out of control, our currency is in danger, our institutions of government are

unresponsive or inept . . . We are at war today, with inflation, with unemployment, with lack of

education, with racial discrimination. We are, furthermore, not winning. If we lose our system of

government we may not survive.”

— Feliz Rohatyn, Investment Banker

U.S. News & World Report (Dec. 18, 1978)

*

“To call the half-a-trillion-dollar federal budget lean and austere, as Jimmy Carter did, is clearly an

exaggeration. To label it brutal, as liberals do, when it provides a record $288 billion for social-

welfare programs, is even more fanciful. And to hail a $23-billion deficit in the fifth year of

economic expansion as prudent and appropriate, as the Democratic congressional leadership does,

shows questionable judgment. Still, the 1980 budget target adopted by Congress (in June, 1979) is a

notable political and economic landmark. The $535-billion spending target for fiscal 1980, which

begins this October, sharply slows the accelerating increase in federal spending that has been a

feature of U.S. government for more than four decades. To be sure, it calls for a 7.3% increase in

nonmilitary spending over this year’s (fiscal 1979) outlays. But after adjustments for inflation, the

nondefense portion of the budget is smaller than the year before— for the first time since 1960.”

—Juan Cameron
Fortune (July 2, 1979)
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CME and SKI-
Who Is KiddingWhom?

CHARLES FELZEN JOHNSON, M.D.

Between 1971 and 1977 the number of con-

tinuing medical education programs increased

from 2,319 to 16,6657 This increase in programs

available to physicians has had two immediate

consequences; first, providers of continuing

medical education programs are engaged in

fierce competition for learner participation, and,

second, the physician learner is faced with a

smorgasbord of alternative learning experiences

from which to choose programs.

How does the practitioner choose a continuing

education activity which will satisfy his indi-

vidual practice needs? Although many factors re-

late to the answer to this question, one important

factor may be the credibility of the sponsor or

cosponsor of the meeting. When a program is

sponsored or cosponsored by a physician’s own
specialty society the physician may assume qual-

ity has been assured since these meetings are

reviewed by society staff members. For ex-

ample, the American Academy of Pediatrics in

its recertification program has specified that

many of the hours of attendance used for recer-

tification must be accumulated at Academy-
sponsored or cosponsored programs.^ The
Academy insists on reviewing and supervising

these programs to guarantee that they meet the

criteria of the recertification program.

This method of supervision is being exercised

by other academies, including the Academy of

Family Practice. AAFP reviews all programs be-

fore certifying them for prescribed credit hours.

One might conclude that this method of pro-

gram certification by specialty organizations

guarantees programs will meet practice needs,

but this depends upon the source of data used for

From the Office of Continuing Medical Education, East

Tennessee State University College of Medicine, Johnson
City, TN 37601.

Reprint requests to Office of Continuing Medical Educa-
tion, ETSU Box 19660A, Johnson City, TN 37601 (Dr.

Johnson).

identifying needs for the program.

Overtly or covertly a program may be de-

signed to serve the needs of the institution or

organization rather than those of the learner. One
example of this deception is meetings sponsored

by departments interested primarily in establish-

ing referral channels by demonstrating

technological pyrotechnics. Meetings sponsored

by commercial companies are always in jeopardy

of promoting the company’s product rather than

learning. Most companies provide a list of

speakers who are qualified to speak in specific

areas that are of interest to the company, without

touting a specific product. Rarely do they pro-

vide general program support.

Despite careful assessment and planning by

learners and faculty, the highest quality program,

intended to serve the immediate practice needs of

the physician-learner, may be poorly attended for

a variety of reasons. The geographic setting of a

program may affect attendance. It may be dif-

ficult for a high-quality program in a small city to

compete with a dazzling program on the same

topic held in the glittering palaces of Las Vegas.
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One program in Las Vegas sponsored by the

AMA guaranteed to fill most of the year’s “re-

quirements” for category 1 credit. This is not to

say that good educational program settings must

be relegated to the dour classrooms of a sterile

educational institution. It is possible, and at

times appropriate, for one to find a meeting

which presents a topic of need in a setting condu-

cive to learning— and “recreational fulfill-

ment.” However, one should be skeptical of

trans-European CME land tours and multi-

continental/island boat tours if learning is the

primary goal. The Internal Revenue certainly is

skeptical. Governmental agencies are carefully

scrutinizing educational and business trips held

in resort areas. Recently, a university researcher

received national attention and lost his position

for falsifying information about a ski trip paid for

with government funds. ^ Ultimately the decision

to participate in a program rests with the

physician-learner. The decision may be based on

economic considerations as well as educational

and recreational variables. Time lost from office

income while traveling to a distant meeting may
not be offset by the tax deductions. One may
wind up killing the wrong two birds with one

stone, gaining neither a profitable educational

experience nor a pleasant recreational repose.

Searching for Dazzle in Johnson City

The new Department of Continuing Medical

Education at East Tennessee State College of

Medicine is committed to a program develop-

ment philosophy which is sensitive to a variety of

practical as well as practice needs of the medical

practitioner.'*

The college is located in a small university city

with no dazzling attractions. It is nestled in the

foothills of an attractive mountain range and is

less than one hour from several ski areas.

Though the skiing may not satisfy the high

standards of the expert skier, it is within easy

reach of the college faculty and the facilities are

inexpensive, although snow conditions are cap-

ricious. We have been disappointed by poor reg-

istrations for two programs which were planned

to be held in the recreational area in the fall and

winter. Results of a survey mailed to a sample of

potential program participants for the fall pro-

gram indicated that the primary reasons for poor

subscription were the location, the timing and a

late announcement mailing. It is possible that the
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subject matter. Sex and Aging, was too sensitive

an issue for the potential learners. The winter

meeting on Gastrointestinal Surgery was co-

ordinated with “skiing opportunities” between

meeting sessions. A survey was conducted to de-

termine the variables which led to the second

misadventure. In the interim, in order to serve

learning needs in a geographic area with magni-

ficent recreational opportunity and to investigate

the economics and variables of holding locally

sponsored meetings in a distant locale where ski

conditions satisfy all levels of skiers, I, as the

associate dean for CME, attended a meeting in

Snow Mass, Colo. For the uninitiated. Snow
Mass is a short shuttle bus ride from Aspen,

Colo., with some of the best skiing conditions in

the United States.

On to SKI and CME— Getting There

Unlike a meeting in a large city where one can

fly into the main airport and quickly taxi or bus

to one’s hotel, reaching Snow Mass is somewhat
complicated. Daredevils will gamble with the

weather and fly close to the mountaintops to the

narrow and short runway of the Aspen airport.

Exhausted, one must then taxi to his accommo-
dations a short 20 miles away. Apternatives in-

clude car rentals and the commercial buses for

the five or more hours’ drive from Denver,

which is less treacherous now that most of the

route is four lanes. A whole day is generally

consumed in transportation no matter what mode
is chosen.

Reservations for accommodations must be

made months in advance, and even then available

housing ranges from $60 through—even more
available—$130 and way up for a two-bedroom

condominium. These are bargain rates. Skiing is

no longer an inexpensive recreation. Whole day

lift tickets are now $16 per day and one-half day

tickets, available at 1:00 pm, are $10 per day.

The desire of the learners to ski, as well as learn,

is complicated by the economy of morning lift

tickets with longer ski time and, of course, snow
conditions. Meetings which push toward noon

will satisfy only individuals who prefer to ski

from 1:00 until 3:30, when the lifts close. This

provides skiing at $2.50 per hour or about $2.00

per run, depending on lift lines and thickness of

one’s cerebral cortex. Ski enthusiasts are under

great psychological and moral strain when they

awake to four inches of fresh powder when the

lift lines open at 8:30— and one can ski seven

hours for $16.
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Meetings in the Dark With Spiced Tea
A continental breakfast of coffee, exotic teas,

orange juice and sweet rolls was served each

morning before the sessions. This menu was

hardly adequate for the voracious appetite of the

morning apres-ski enthusiast. The meetings did

start promptly at 7:30 am with 45 to 48 of the

registered attendees signed in. An unknown
number signed in for credit and disappeared, ap-

parently to the lift line, a more adequate break-

fast, or their beds, or to the local medical library

or slope for a self-paced individualized instruc-

tion program. As the days wore on, many of the

glazed eyed, tired skiers either quickly fell asleep

after breakfast, or mustered the resources neces-

sary to intently watch the projected slides of

superb presenters who spoke in the dark

sanctuary of the local movie theater, where the

meetings were held. I counted heads. Several

angry voices cried out when I asked for enough

illumination to take notes (and count heads).

These individuals apparently needed complete

darkness to sleep. The program, for which the

registration fee was $250, was planned to end at

10:30 AM with small group sessions until 11:30.

The. small group sessions, which provided the

only opportunity for questions, after a series of

rapid-fire 30-minute presentations, with one

15-minute break, were attended by few, if any,

of the participants. By the 9 am break on the

second morning, 35 of 50 registrants, including

four faculty, were present. There were four ob-

vious (deep) “sleepers.” Eight individuals had

signed in between 7:30 am and the 9 am break.

Five individuals remained after 10:30 for the

small group discussions— this may have included

the four faculty discussion leaders whom I did

not recognize. Twenty individuals were present

at 10 AM on the third day. Four more appeared by

10:30, but no one stayed for the one-hour small

group session. On the fourth day, 46 individuals

had signed in, but by 9:30 am, only 34 individu-

als remained in the audience. On the last day, 41

individuals signed in, but by the 9 am break,

more than half had left the meeting.

The quality of the faculty and their pre-

sentations were superb though the method of ed-

ucating was poor. There had been no pretest to

determine the knowledge level or needs of the

learners. The topics, developed by some un-

known and mysterious means, were intended to

appease the interests of two diverse specialties,

pediatrics and radiology. The material was
routine for radiologists, but too detailed for

XV^ usteh^g -to a ow lovuerTPAiUiHG
FOP- TWO K009.S OF CATEGOPy X CPeplT !

pediatricians. Highlights of the program were

travelogues from the countries of the foreign

guest speakers and speculation about the impact

of the computer on radiological diagnosis and

economics in the future.

There was no formal program evaluation to

determine if any changes in knowledge or at-

titude had taken place. There was no long-term

follow-up. A program satisfaction, or “happi-

ness” scale, was solicited. I complained about

the cold tea water, darkness, sticky theater floor

and lack of popcorn. Because most of the audi-

ence departed before the end of the program, a

minimum number of evaluations was returned

from the hardy and the head counter.

Who is Cheating Whom?
The amount of useful information that this

observer-physician-learner obtained from the

meeting that had applicability to the general prac-

tice of pediatrics was minimal, although the rec-

ognition of the advances which have taken place

over the past years was stimulating. Few indi-

viduals took advantage of the opportunity for ex-

change with the faculty, other than during coffee

breaks and two evening wine/cheese parties

sponsored by radiology equipment manufactur-

ers. Conversation then was generally dominated

by discussion of snow conditions, injuries, and

the refreshments. One presenter had to sit during

his lectures, having twice injured himself in icy

falls while walking! This gave him a stimulating

opening for his presentations. Some handouts

were provided, but they were never referred to.

One speaker gave two lectures in a dull

monotone which seemed similar to those deliv-

ered 15 years ago to pediatric residents.
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The program provided 20 credit hours for

those ^n\\o signed in in the morning— irrespective

of attendance at the meeting. Few, if any, CME
programs grant credit on the basis of changes

which occur as the result of the program. It

would be interesting if CME programs had to

refund registration fees if programs did not fulfill

stated goals and objectives. Was the $250 fee for

attending the program appropriate? Perhaps it

was for some learners. For those who used the

meeting as a pretext, the fee was a blatant sham.

Perhaps one’s conscience and needs could have

been served by a real ski week, coupled with a

quality educational program before or after-

wards. This would also have been a more re-

warding opportunity for the quality presenters

who had to speak to a small audience of tired or

sleeping learners. Economically, the program

was probably a success. If all participants had

paid full tuition, the program would have gener-

ated $15,000. This may have been adequate to

compensate the 11 faculty who traveled from

parts as distant as New Orleans and Calgary.

Many apparently came primarily for the skiing

opportunity.

How to Have Your Snow and Ski Upon It

CME programs are expensive and time-

consuming operations which should be intended

to improve physicians’ practice skills. Certainly

participants cannot meet the program goals and

objectives if they do not attend the programs or

are so exhausted as to have difficulty staying

awake. One should carefully consider their real

intent when attending a program held in conjunc-

tion with major attractions or distractions

.

Is it

Yoo E>£rTER LOUSY CoMumows
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really of economic advantage to combine educa-

tion with recreation?

When evaluating any educational endeavor,

one should determine if the program is intended

to meet individual practice needs. Are there pro-

gram goals and objectives? Who has sponsored

and accredited the program? Does the program

format indicate that reaching the goals and objec-

tives will be facilitated? Is the program in a con-

venient location? Is the tuition appropriate for the

hours of instruction? If a recreational program is

planned, will there be conflicts with the ed-

ucational program? The ideal ski symposium
should probably meet for no more than two hours

in the morning and then reconvene for no more
than two hours after the ski lifts close or after

dinner. Adequate planned discussion periods

allow for audience participation and help guaran-

tee that the discussion of practice problems will

be possible.

The ideal ski symposium should be designed

around a topic which can be enhanced by the

informality of the occasion such as a seminar or

round table which actively involves all partici-

pants and requires a minimal faculty. The serious

learner should attempt to link an educational pro-

gram with a recreational program rather than

combine them. Recreational opportunity prior to

the educational program can help divorce the in-

fluence of the harried pressures of practice and

aid in establishing an effective learning set. A
physician needs educational opportunity, as well

as recreational activity. Certainly one should not

suffer at the expense of the other.

Incidentally, I received my official certificate

for 22 hours of category 1 continuing education

credit from the organization which sponsored the

program. Just 28 more units and I will have

completed my requirements for one of my state

medical licenses and this year’s Physician’s Rec-

ognition Award. Does anyone know of a 28-hour

program this summer in the Bahamas? I would

like to spend a week scuba diving. r
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Special Communication

The Medical Profession and Dealing With Death

EDWARD R. ATKINSON, M.D.

This discussion will cover very controversial

material: life, death, and the hereafter. Although

there will be philosophical and theological over-

tones, it will remain primarily a medical discus-

sion.

Today in America we hear the extreme views

of the Right-to-Life people contending with the

extreme views of the Death-with-Dignity people.

We will search for a valid middle ground which

is practical, achievable and profitable for all con-

cerned.

The modern doctor is a master of drug therapy

and a master of surgical technique. He is even a

pretty good counselor, but when it comes to deal-

ing with the reality and the meaning of death, he

is often sadly inadequate. This is true largely

because our medical schools and hospitals (until

recently) have offered no training for this dif-

ficult but vital task.

Many doctors demonstrate ignorance or imma-

turity in one of two ways. They either remain

physically present but withdrawn and unavail-

able to support the patient emotionally, or they

busy themselves with drugs and machines and

take refuge behind frantic activity. In either case,

the doctor, trained to focus his care precisely at

the point of greatest need, has abdicated his re-

sponsibility. Our science and technology have

outrun our knowledge and understanding of the

meaning of the life we so bravely strive to per-

petuate.

Basic to all of this is our faulty attitude to-

ward death. In our phraseology, in our funeral

techniques, and in our way of living we deny the

reality and the grimness of death. Most of us live

each day as though we never expect to die, and

the medical profession is certainly involved in

this false view.

Our best teachers tell us that making sense of

life means making sense of death. So, we must

ask ourselves, does death (life’s only certainty)

ring down the final curtain on the life’s drama?

One Sunday morning a preacher in a racing

community announced the taking up of the col-

lection by saying simply, “Ladies and gentle-

men, place your bets.’’

The physician who believes that death is a

“graduation’’ to something better (or something

worse) has then a new responsibility. He must

convey to his patient that death is an integral part

of life, and coming to terms with death opens up

our lives to entirely new dimensions and new
possibilities. To be effective, however, the doctor

must study his subject and practice this new art

of healing just as he would a new surgical proce-

dure. It will be very difficult, but the time is

right, the patient is reaching for help, and the

opportunity is unequalled.

Now, let’s bring all of this into sharp focus

by citing three actual cases. Karen Quinlan’s

electroencephalogram was flat but her heart was

maintained interminably by machines while the

ethical and legal debates went on. Finally, the

wishes of her parents were granted, and the deci-

sion was made to “pull the plug.’’

A recent paperback* relates the case of another

Karen. She was a teen-ager suffering from ir-

reversible kidney damage. Her transplant had

failed, and each time dialysis was resumed she

had chills, vomiting, severe headache and de-

pression. In the face of a hopeless prognosis and

an intolerable existence, Karen and her parents

requested that all medical treatment be stopped.

The hospital medical staff told the family that

such wishes were “unheard of and unaccepta-

ble,’’ so dialysis was resumed. Later, persistent

high fever necessitated the removal of the trans-

plant, following which there were infections and

two breakdowns of the arteriovenous shunts used

for dialysis. Finally, against all medical urging.
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Karen and her parents refused further medical

treatment, and a few days later, with her parents

beside her, she died.

Baby “X” was born at term with multiple

extremely serious defects. At first he required

resuscitation, and then paliative surgery, just to

survive. His biggest problem was a urinary tract

so impaired that even transplant was impossible.

His course was downhill with relentless renal

failure— a hopeless prognosis. During the next

eight months he was hospitalized ten times for

intravenous fluids, antibiotics, and correction of

electrolyte imbalance. At the age of nine months,

weighing a pound less than he did at birth, he

died.

In each of these cases quality of life becomes
the crucial factor. If one “pulls the plug” in a

hopeless case, he is accused of playing God. If

one prolongs the heartbeat of a patient whose
brain is apparently dead, he will not face the

same accusation, but is the principle the same?

Please consider this PLAN OF ACTION.
When the family physician comes to believe a

case is hopeless, he takes two steps. First, he

gives the family (and usually the patient) his full

evaluation. Second, he asks for consultations,

preferably at a medical center or a teaching hos-

pital. The medical center is requested to have a

team of consultants examine the patient, make
necessary studies and then give an opinion. If the

team confirms the prognosis as nil, the family

physician then transmits this information to the

family (and usually too the patient). After a short

time, a conference between patient, family, and

physician is arranged, at which the doctor then

presents all medical opinions, including a

guarded prognosis (not being too specific about

time). He then discusses with the family the en-

lightened view of death, which is that without

considering and facing death, life has less mean-

ing. Without coming to terms with death, life

can’t be lived fully and effectively. This accep-

tance of death takes time, but it can be accom-

plished with proper help. Patients repeatedly

affirm what was stated above— that \s,—coming

to terms with death opens up one’ s life to entirely

new dimensions and new possibilities.

In facing and trying to answer questions, the

minister, who has probably been there all along,

will be of invaluable assistance. At this point, the

patient, family and minister are requested to

make the final decision to accept or reject death

as inevitable. No deadline for the decision is

necessary, and no decision is to be received as

irreversible. Finally, if death is accepted, the

physician focuses his care precisely at the point

of greatest need—keeping the patient comfort-

able and helping the patient and family face

death. The time the doctor spends with the pa-

tient will cost far less than further expensive

treatments, but most important of all, there will

be immeasurable profit for all from this precise

type of care and support.

The doctor is practicing a new “specialty,”

and patients need this kind of care from their

physician. In accepting this responsibility, it is

hoped the doctor can help patient and family to

accept death as a fate with a promise. When this

is accomplished, and all of us “place our bets,”

we will bring more hope to the hopeless, because

when we can no longer work to save a life, we
still have the opportunity to change a life. r ^

1760 Madison St.

Clarksville, TN 37040
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Special Item

Consensus Development:

Technology Assessment at NIH

CHARLES U. LOWE, M.D.

The Journal will publish consensus summary re-

ports from time to time as they become
available. — Ed.

Are there some medical technologies in gen-

eral use that are unsafe or ineffective?

Are there still other drugs, devices, medical or

surgical procedures that have not been widely

accepted even though well-validated?

These are the kinds of questions, raised in re-

cent years, that have led to a reassessment of the

process by .which technologies are transferred

from research and development into practice.

During the past 30 years, major advancements

have been made in medical care in the world and

with these improvements has come a rapid ex-

pansion of the role of science and technology in

medicine.

In the United States, however, there was no

formal mechanism within the biomedical re-

search community to ensure that findings had

been systematically identified and evaluated to

determine if they were suitable for introduction

into practice.

Amid a growing public concern about the lack

of a more organized system of assessing medical

technologies, the National Institutes of Health in

1977 initiated its Consensus Development Pro-

gram. The purpose was to help improve the

translation of the results of biomedical research

into knowledge that could be used effectively in

the practice of medicine and public health.

A key element in the Consensus Development
Program is the consensus conference. These con-

ferences bring together scientists, practitioners.

Dr. Lowe is acting associate director for Medical Appli-

cations of Research at National Institutes of Health, De-

partment of Health and Human Services, Bethesda, Md.

consumers, and others, in an effort to reach gen-

eral agreement on the safety and efficacy of med-

ical technologies. The technologies may be

emerging or may be in general use; they may be

drugs, devices, or medical, surgical, or dental

procedures.

The Consensus Development Program is

aimed at complementing— but not replacing—
the usual means of reporting research results

through publication in scientific journals and

other medical periodicals and through the lay

press. The primary objective of the program is to

provide the physician and the public with the

most accurate, current information about the

benefits and risks of complex, often controver-

sial, medical technologies.

Consensus development conferences differ

from standard scientific state-of-the-art meetings

in that consensus panels must consider specific

sets of questions. After listening to a series of

expert presentations, these panels are then asked

to issue a set of recommendations framed around

the original questions and directed to the

technology under discussion.

The value of the reports prepared by consensus

panel members is that they may identify safe and

useful new medical technologies and make a

wider audience aware of their availability. On
other occasions, they may point out some poten-

tial problems which could result from the use of

an existing technology. And in some instances,

panels may even recommend against using a

given medical or surgical procedure, device, or

drug, under certain conditions. Sometimes the

consensus indicates that a technology has not

been adequately validated.

Whatever the conclusions drawn by a panel, it

is important to understand that the group’s report

is offered as an aid to the physician and the pub-
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lie. The hope is that the more current, reliable

scientific information reaches the medical pro-

fession and the public the more the quality of

health care will improve.

Consensus summary reports are not regula-

tions. They simply represent the best current

thinking by those in the best position to know.
The reports are never considered final. Since

medical technology is evolving, what may be

true today may change tomorrow. At present,

plans to update consensus reports, when appro-

priate, are under way.

Another important feature of consensus de-

velopment conferences is the inclusion of ample

time on the agenda for public comments. Fre-

quently, the consensus report reflects some key

points made by knowledgeable' members of the

audience.

It is desirable that panelists explore all sides of

a question and panel members who disagree with

major conclusions are encouraged to develop a

minority report.

The fact that panel members may be unable to

reach consensus on a specific point may some-

times be as valuable as when they are in agree-

ment because this could well point to a need to

develop more data on the subject in question.

To date, the NIH Consensus Development
Program has conducted some two dozen confer-

ences on a wide range of subjects. Some of the

topics addressed have included treatment of

primary breast cancer, removal of wisdom teeth,

use of estrogen in postmenopausal women,
surgery for morbid obesity, and intraocular lens

implantation.

The Office for Medical Applications of Re-

search (OMAR), located in the Office of the Di-

rector at NIH, coordinates and facilitates the

consensus development effort. OMAR also

monitors and evaluates the program’s process. In

addition to working closely with the NIH insti-

tutes, bureaus, and divisions, which sponsor

consensus development conferences, OMAR
provides a vital link between NIH technology

assessment activities and the National Center for

Health Care Technology.

While NIH focuses on the technical, scientific

aspects of assessments, the center is concerned

with ethical, social, economic, and legal facets.

Besides the center, such Health and Human Ser-

vices agencies as the Food and Drug Administra-

tion and the Center for Disease Control have also

participated in consensus meetings at NIH.

No federal officials are directly involved with

the deliberations of the consensus development

panel. NIH serves only as the catalyst, providing

the resources for the consensus activities.

In the short time that the Consensus Develop-

ment Program has been in operation, it has not

been possible to evaluate the impact. Plans are

under way, however, to survey segments of the

medical community in order to assess the effect

of this effort.

An important element in the process of trans-

ferring research information into practice has al-

ways been the clinical trial. A properly designed

and well-conducted trial can lead to the valida-

tion of a new, superior medical intervention. It

may also question the effectiveness of a well-

established procedure.

As with any research finding, the results of a

clinical trial reach the practicing community in

various ways— at professional meetings, through

journals, at seminars, and through continuing

education programs. Although all of these ave-

nues help physicians keep abreast of current

thinking, they do not provide them with the op-

portunity to assess the degree to which a technol-

ogy has been tested for safety and effectiveness.

This is where the NIH Consensus Develop-

ment Program can play an important role: it

supplies the practitioner with critiques of com-

plex medical technologies prepared by a wide

range of experts. It is by helping to fill this

knowledge gap that the Consensus Development

Program is expected to contribute measurably to

an improvement in the quality of medical prac-

tice. r ^

PREVENTIVE MEDICINE . .

.

“Industry is ‘becoming increasingly aware of the needs to evaluate periodically’ the health status of

its managers and employees. ‘Employee health is an irreplaceable company asset. Consequently,

the preventive maintenance of people through replacement and periodic health examinations is

equally as justifiable as the preventive maintenance of production equipment and machinery.'

—Business Insurance (May, 1979)
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Oncology Grand Rounds

Limited Stage Small Cell Lung Cancer

JAMES KNOST M.D. and F. ANTHONY GRECO, M.D., Editor

Lung cancer is increasing at an alarming rate.

Approximately 117,000 new cases will be diaig-

nosed in the United States in 1980,* 90% of

which can be classified as one of four major his-

tologic cell types. Whereas early clinical studies

showed that the “oat cell” or small cell type had

distinct clinical and pathologic features, over the

past ten years this idea has been expanded in

various classification systems. Presently, bron-

chogenic carcinoma is divided into two major

groups: small cell and non-small cell car-

cinomas. The non-small cell group contains

squamous cell, large cell, and adenocarcinoma.

The small cell group contains the characteristic

round lymphocyte-like or oat cell subtype and

the intermediate cell subtype, the latter including

small cells of the fusiform and polygonal type; it

also contains “poorly differentiated” tumors

whose cell size exceeds that of the oat cell type,

but is smaller than that found in most large cell

carcinomas. The intermediate subtype may be

mistaken for various other poorly differentiated

non-small cell carcinomas and this may result in

inappropriate management.

Small cell cancers comprise 25% of bron-

chogenic carcinomas, or 25,000 to 30,000 cases

a year in the United States. Only rarely will a

patient present with resectable disease; the vast

majority will have microscopic or clinically

evident metastases at presentation.® Autopsy

studies have shown that the most common sites

of distant involvement are bone (37%), bone

marrow (50%), liver (62%), brain (37%), and

abdominal lymph nodes (57%).^’'^ Because most

patients present with metastases or advanced

local disease, the TNM (tumor-node-metastases)

classification proved inadequate for this neo-

plasm. A system devised by the Veterans Admin-
istration Lung Cancer Study Group (VALSG)
simply divided patients into two groups, limited

and extensive.* Patients with limited stage dis-

From the Division of Oncology, Vanderbilt University

Medical Center, Nashville, TN 37232.
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ease had involvement of one hemithorax, includ-

ing the ipsilateral supraclavicular nodes, and

clinically undetectable involvement of other

sites. Extensive stage disease patients had de-

tectable tumor outside this area. Additional in-

formation has shown that patients with ipsilateral

pleural effusions and those with contralateral

supraclavicular node involvement behave like

limited stage disease patients.’

One third of small cell cancer patients will

have limited disease at presentation. The work-

up should include a history, physical examina-

tion, bone scan, bone marrow biopsy and aspi-

rate, liver-spleen scan, and a radionuclide or CT
scan of the brain to search for metastatic disease.

Some investigators have suggested the addition

of laporoscopy,*" CT scanning of the thorax and

abdomen, and large volume bone marrow as-

pirates*’ as means to further discriminate be-

tween limited and extensive disease.

The therapy for limited stage small cell car-

cinoma has evolved from experience with

radiotherapy, chemotherapy, and a combination

of the two. An early study by Fox and Scadding*^

randomized 144 patients to surgery versus ex-

tended field radiation. The study showed an in-

creased median survival for patients receiving

radiation of 300 versus 199 days. Choi and

Carey*® examined dose response curves and

found 88% of patients receiving 4,800 rads

(NSD= 1,518) had eradication or good control of

the tumor at the primary site, and Rissanen **

also showed tumor control in the radiation port

with doses ranging from 3,500 to 5,000 rads. In

the latter study 71% of the patients died as a

complication of distant disease with adequate

control of the primary site.

The first evidence that systemic chemotherapy

altered the natural history of small cell carcinoma

came from the VALSG. In a randomized study,

extensive stage patients received either cyc-

lophosphamide or supportive care only.*®-*^ The
median survival was increased from 6 weeks to

17 weeks. Bergasagel*”^ from Toronto compared
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continuous radiotherapy (4,000 to 5,000 rads in

four weeks to the primary tumor and medias-

tinum) to therapy with the same radiotherapy

schedule plus cyclophosmade in limited stage

small cell patients. There was a doubling of me-

dian survival (21 to 42 weeks) for patients receiv-

ing combined therapy.

Several subsequent single drug studies have

shown that doxorubicin, methotrexate, vinblas-

tine, VP-16, CCNU, hexamethylmelamine and

mechlorethamine are active drugs (Table 1).

These drugs were soon appoied in combination

chemotherapy (two, three and four drugs) with or

TABLE 1

ACTIVE DRUGS IN SMALL CELL LUNG CANCER

No. of Partial Complete
Drug Patients Response Response

Doxorubicin 36 11

Vincristine 43 18 7

VP-16 167 75 9

CCNU 76 11 4

Methotrexate 73 22

Hexamethylmelamine 69 21

Mechlorethamine 55 24

without chest radiotherapy.

One of the first studies to combine chest

radiotherapy and combination chemotherapy was
reported by Holoye et al,^® who noted a 94%
response rate in 16 patients with limited stage

disease treated with cyclophosphamide, vincris-

tine, and chest radiotherapy. Half of the respond-

ing patients had a complete response, or the clin-

ical disappearance of all disease, and a median

survival of 52 weeks. Three of the 16 patients

were alive and free of disease after more than

three years. Several regimens have extended the

median survival. Tinhorn, using radiotherapy

plus cyclophosphamide, vincristine, CCNU and

doxorubicin in 20 patients with limited disease,

noted a response rate of 100%, with a complete

response in 70% of the patients and a median
survival of 78 weeks. Combinations of

radiotherapy plus cyclophosphamide, doxorubi-

cin and vincristine have produced complete re-

sponses in 40% to 100% of limited stage patients

with median survivals of 52 to 84 weeks.
Once complete response to therapy began to

TABLE 2

SURVIVAL IN SELECTED SERIES OF LIMITED STAGE
SMALL CELL LUNG CANCER

Therapy
No. of

Patients
Complete

Response (%)

One-Year
Survival (%)

Relapse-Free
Survival 2 yr (%)

CTX, DOXO, VCR, RT 108 41 50 15

CTX,VCR,RT 16 50 50 19

CTX,DOXO,VCR,RT,CCNU,MTX,BCG 19 89 80 26

CTX,DOXO,CCNU,MTX,
VCR, BLEO, Emetine, C.parvum 20 70 25

CTX,DOXO,VCR,CCNU,MTX,RT** 12 — — 17

CTX, DOXO,VCR, RT** 10 100 — 40

CTX,CCNU,MTX,VCR,RT** 110 — — 11

CTX, DOXO, VCR, MTX, RT** 12 100 — 17

CTX,VP-16,RT 12 40 — 25

DOXO,VP-16,RT 9 33 — 11

CTX,VCR,CCNU,DOXO,HEXA, RT 36 64 — 22

CTX, MTX,CCN, DOXO, VCR, PROCAR 19 74 — 16

CTX,DOXO,VCR,HEXA,
VP-1 6, MTX, C.parvum, RT 51 80 72 25

*CTX. cyclophosphamide; DOXO, doxorubicin; MTX, methotrexate; RT. radiotherapy; VCR. vincristine; HEXA. hexamethylmelamine; BLEO, bleomycin; BCG.

bacillus Calmette Guerin; C. parvum. Corynebacterium parvum: PROCAR. procarbazine.

"Data from Greco et al.‘‘^
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occur the next critical phase in developing effect-

ive therapy was to establish “durable” remis-

sions. Based on cell kinetics studies it is gener-

ally believed that a complete remission of longer

than two years may represent a cure for patients

with this neoplasm. Several investigators

have begun to report patients alive and disease

free at two years and longer (Table 2).

The effectiveness of chemotherapy and the

added toxicity of combination chemotherapy

plus radiotherapy has led some investigators to

question the need for both treatments in limited

stage disease. A recent study randomizing pa-

tients to combination chemotherapy versus the

same chemotherapy plus chest radiotherapy has

shown a survival advantage for the combined ap-

proach, but further follow-up and confirmatory

data are necessary before firm conclusions can be

made.

One of the distressing problems in small cell

lung cancer is the failure of active drugs to affect

CNS metastases. The brain is a pharmacologic

sanctuary from most drugs. Approximately 40%
of untreated patients will develop CNS metas-

tases; 10% of patients will present with CNS
metastases, and approximately 30% of patients

will develop them during their clinical course if

untreated. Prophylactic whole brain

radiotherapy has been shown to decrease CNS
metastases from 30% to 6.5%.^’''*^ A late compli-

cation has been the occurrence of carcinomatous

leptomeningitis. The leptomeninges are an area

of the CNS which does not receive adequate

therapy.'*^ The nitrosoureas and high-dose

methotrexate penetrate well into the CNS and

may have a therapeutic effect in these tumor

sanctuaries.

The approach to limited stage small cell car-

cinoma at Vanderbilt has been divided into three

ph ases; induction, early treatment during remis-

sion, and late treatment during remission. The

induction phase consists of radiotherapy to the

primary plus prophylatic whole brain radiation.

Simultaneous combination chemotherapy with

cyclophosphamide, doxorubicin, and vincristine

(CAV) is given on the first day of radiotherapy

and then for six courses every 21 days. The early

treatment during remission follows CAV and

utilizes hexamethylmelamine and VP-16 (an ep-

ipodophytotoxin). These two drugs are given for

three 28-day cycles. This is followed by late

treatment during remission up to a total of one

year with methotrexate plus C. parvum.

To date 51 patients have been entered in this

study. There has been a 100% response rate; 80%

580

of patients had a complete response as assessed

by repeating the staging examination plus repeat

bronchoscopy. The median survival has been 68

weeks; 72% of the patients were alive at one year

and 25% are alive and free of detectable disease

at two years.

Despite the success of this and other regimens

for a minority of patients, there is considerable

room for improvement. Further studies will in-

corporate the existing medications plus new
agents in different dose regimens and schedules.

The challenge is to affect the 75% of limited

patients who die from their disease before two
years. r ^
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EKG of the Month

W. BARTON CAMPBELL, MD.

A 73-year-old man was seen in the emergency room complaining of dyspnea.

He noted increasing cough, generalized malaise and increasing shortness of breath

for three days prior to admission. His medications included choline theophyllinate

(Choledyl) and digoxin. His pulse rate was 200 beats per minute and irregular.

Blood pressure was 200/100 mm Hg. His chest appeared hyperinflated and occa-

sional rhonchi were audible. Heart sounds were distant with no murmurs or

gallops. Arterial blood gases pH was 7.41, with a PO2
of 71 mm Hg and PCO2

of

36 mm Hg. The Fi02 was 40%. Theophylline level was 3.4^tg/ml (therapeutic

range 8-20 /zg/ml.) Because he was agitated he was given chlorpromazine

(Thorazine) 25 mg intravenously, and 500 mg of procainamide were given slowly

intravenously but the rhythm was unchanged. Blood pressure fall to 120/70 mm
Hg led to a left hemiparesis. Electrical cardioversion was attempted using settings

of 100, 250 and 450 joules, but this also did not correct the arrhythmia shown in

Figure 1. What is this arrhythmia? How should it be treated? (The rhythm strip is a

modified V
5
recorded from the monitor in the critical care unit.)

Figure 1

From the Department of Cardiology, St. Thomas Hospi-

tal, Box 380, Nashville, TN 37202.
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Discussion

This rhythm strip shows an irregularly irregu-

lar (patternless) arrhythmia at a rate of about

220/min. Multifocal atrial tachycardia (some-

times called chaotic atrial rhythm) is one of the

two common causes of irregularly irregular

rhythm. The other (and most common) cause of

irregularly irregular rhythm is atrial fibrillation.

Although at times it is difficult to distinguish

between atrial fibrillation and multifocal

tachycardia, differentation is important.

Multifocal atrial tachycardia is felt to result

from impulse formation at multiple sites within

the atria.’ It does not normally slow with the

administration of digitalis, which enhances au-

tomaticity, and multifocal atrial tachycardia may
in fact be worsened by excessive digitalis.

Whereas atrial fibrillation can frequently be ter-

minated with electrical cardioversion, multifocal

atrial tachycardia of course cannot, and electrical

cardioversion should be avoided in people with

multifocal atrial tachycardia. It has been stated,

and has been my personal observation, that mul-

tifocal atrial tachycardia may occasionally

undergo transition to atrial fibrillation.^

The differentiation of multifocal tachycardia

from atrial fibrillation depends upon identifica-

tion of P waves in the rhythm strip. P waves are
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present in this rhythm strip, and they vary in

morphology. The diagnosis of multifocal atrial

tachycardia requires P waves with at least three

different morphologies in association with an ir-

regularly irregular rhythm and varying PR inter-

vals. Variations in shape of the T wave and ST
segment in the rhythm strip suggest that on occa-

sion a P wave is within the T wave.

Multifocal atrial tachycardia may be seen in

many situations but is most commonly seen with

chronic obstructive lung disease. The best treat-

ment of multifocal atrial tachycardia is usually

treatment of the underlying disease. Although

the common antiarrhythmic drugs are frequently

used, in our experience they have been of limited

value. The patient whose electrocardiogram ap-

pears in Figure 1 was intubated and placed on the

respirator after his Po. deteriorated further. After

12 hours of intensive respiratory therapy he re-

verted to sinus rhythm.

DIAGNOSIS: Multifocal atrial tachycardia (cha-

otic atrial tachycardia). r y
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Radiology Case of the Month

R. MARK KENDRICK, M.D. and RANDALL L SCOTT, M.D.

A 27-year-old man presented with an approximately one-month history of

intermittent, aching pain in his left knee. Physical examination was negative.

AP and lateral radiographs of the involved area were obtained (Fig. 1). What is

your diagnosis?

(1) Spontaneous osteonecrosis

(2) Osteoid osteoma

(3) Osteochondritis dissecans

(4) Pseudogout

(5) Brodie’s abscess

Figure 1. AP and lateral view of left knee.

From the Department of Diagnostic Radiology, College

of Medicine, University of Tennessee Center for the Health

Sciences, 865 Jefferson Ave., Memphis, TN 38163.
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Radiographic Findings

An oval fragment of dense, sclerotic bone sur-

rounded by a radiolucent rim abuts the articular

surface of the left femur at the lateral portion of

the medial femoral condyle. No articular or soft

tissue calcification is present. The joint space is

normal, without flattening of the condyle, and no

significant joint effusion is radiographically ap-

parent. These findings in a young adult male are

a classical presentation of osteochondritis dissec-

ans.

Spontaneous osteonecrosis of the knee is a

nontraumatic form of avascular necrosis, occur-

ring principally in individuals over 50 years of

age. Although a focal area of sclerotic bone may
be seen in this disease, the typical location is

directly under the weight-bearing portion of the

medial femoral condyle as seen in the AP projec-

tion, and furthermore, flattening of the involved

femoral condyle is characteristic. The eccentric

location of the lesion and the young age of our

patient effectively excludes this diagnosis.

Osteoid osteoma, a benign, osteoid-forming

cortical bone tumor, may radiographically re-

semble the lesion of osteochondritis dissecans. It

is generally a metaphyseal lesion of men and

quite commonly occurs in the intracapsular por-

tion of the femoral neck. An epiphyseal location

would be quite unusual, and intra-articular os-

teoid osteomas have not been described.

Pseudogout is a metabolic disorder charac-

terized by cartilaginous and soft tissue deposition

of calcium pyrophosphate crystals. Chondrocal-

cinosis, rather than subchondral bone sclerosis,

is the frequent radiographic finding.

Brodie’s abscess is a chronic focus of os-

teomyelitis. A history of pain and tenderness

may be present. Although epiphyseal locations

have been described, the radiographic findings,

in direct contrast to our case, consist of a well-

circumscribed, radiolucent, bony defect sur-

rounded by a peripheral rim of sclerosis.

Discussion

Osteochondritis dissecans is a condition in

which part of the articular surface of a joint sepa-

rates due to a plane of cleavage through the sub-

chondral bone. The term itself was first coined

by Konig in 1888, who thought trauma caused

necrosis of part of the articular surface, followed

by a “dissecting inflammation” which even-

tually caused a bony fragment to separate.* Os-

teochondritis dissecans most commonly involves

the knee joint of young men and is typically lo-

cated on the lateral articular surface of the medial
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femoral condyle. Other described locations in-

clude the lateral femoral condyle, femoral head,

shoulder, elbow, patella, and talus. The lesion

may be bilateral in up to 20% of cases, and two

joints may be involved simultaneously.^’^

The cause of the initial separation of the bony

fragment remains obscure, but most investigators

consider either ischemia or trauma as the most

likely etiology. Although trauma may seem to be

the more tenable, the series reviewed reveals

only a 40% to 60% incidence of documented

antecedent injury. Despite obvious radiographic

abnormality, in some patients the process of

fragment separation is painless, whereas others

have almost constant knee pain.*

The natural history of osteochondritis dissec-

ans of the knee begins with detachment of a

“button” of articular bone (the so-called joint

mouse"*), which initially remains adjacent to the

femoral condyle. If the bone does not separate

completely and remains in contact with the con-

dyle, this necrotic segment will eventually ac-

quire a new blood supply and regenerate. This is

most likely to occur in the young individual in

whom the lesion is protected from the stresses of

weight-bearing. However, continued use of the

affected joint may allow the bony fragment to

separate and lie free within the joint space. In

such cases the presenting symptoms may include

variable degrees of either acute or chronic pain.

Occasionally the loose fragments will be re-

sorbed, the only evidence of disease being the

localized depression or notch in the articular sur-

face. *’"*

The clinical course of osteochondritis dissec-

ans may range from a total lack of symptoms to

pain and locking of the joint."* If this diagnosis is

clinically suspect, radiographs should be ob-

tained in the AP, lateral and tunnel views, the

last demonstrating the posterior parts of the

femoral condyle to excellent advantage. This

view may, in fact, reveal the abnormality even in

the presence of normal AP and lateral films. If

the amount of articular surface involved is large,

severe degenerative changes with joint instability

may occur.*

ANSWER: (3) Osteochondritis dissecans, r ^
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Public Health Report

Update— Tennessee High-Risk Perinatal Program

Introduction

In 1977 and 1978, the Journal presented in-

formation from the Tennessee Department of

Public Health about the Tennessee Perinatal Care

System, which was initially established in 1974

as a High-Risk Newborn Program by Tennessee

Code Annotated 53-127 — 53-130. In 1977, fur-

ther legislation expanded the program to include

high-risk obstetrics and increased the member-
ship of the Newborn Advisory Committee,

which became the State Perinatal Advisory

Committee.

Funding became available through state ap-

propriations to the Tennessee Department of Pub-

lic Health, first in 1976 for the High-Risk New-
born Program and since 1977 for the High-Risk

Perinatal Program (includes newborn and obstet-

rics). The budget for Fiscal Year 1981 is

$2,210,700. Through contracts with the four

Regional Perinatal Centers (Memphis,
Nashville, Knoxville, and Chattanooga) the De-

partment fulfills its responsibility to the legisla-

tive mandate in regard to a High-Risk Perinatal

Program for Tennessee. The centers, in turn,

have the responsibility to develop and implement

within their own perinatal region a care system

which addresses rapid transport; consultation,

communication, and patient referral; inservice

and outreach education and training for providers

of perinatal care (physicians, nurses); and site

visits to local hospitals upon request.

The Department is advised in the program by a

State Perinatal Advisory Committee.

Members include representatives from obstet-

ric and newborn centers, medical schools, and

public health agencies; hospital administrators,

medical specialists in obstetrics and neonatology;

family physicians; obstetric and neonatal inten-

sive care nurses; and the general public.

Goals of the Program
The goals are: (1) to reduce the Tennessee in-

fant mortality rate (14.8/1,000) which exceeds

From the Tennessee Department of Public Health, Cor-

dell Hull Building, Nashville, TN 37219.

the provisional national rate (13.6/1,000) and to

decrease the number of compromised infants

who require institutional care and specialized

care; (2) to reduce the Tennessee maternal mor-

tality rate (1.5/10,000) which exceeds the pro-

visional national rate (1.0/10,000); (3) with the

assistance of the State Perinatal Advisory Com-
mittee, to implement a regionalized perinatal

care program on a statewide basis.

The establishment of a high-risk perinatal pro-

gram in Tennessee has made accessible to every

physician a mechanism for consultation on high-

risk pregnant women and newborn infants, for

transfer of these patients if necessary to centers

with special equipment and specially trained per-

sonnel, and for postgraduate education in

perinatal medicine through the Regional

Perinatal Centers.

Guidelines
Tennessee has a set of Perinatal Regionaliza-

tion Guidelines which were distributed statewide

in July, 1978, to hospitals, physicians, and other

individuals and agencies providing perinatal

care. The Tennessee Perinatal Guidelines are

guidelines and goals, not regulations

.

These

Guidelines will be the standards by which the

Department of Public Health will ultimately des-

ignate hospitals by level of the perinatal care ser-

vices which can be provided by each hospital. It

is obvious that not every hospital has vital needs

to set up a newborn intensive care center, but it is

planned that eventually every infant who needs it

will have access to such a center. Therefore,

regionalization is the rational answer.

Tennessee has not yet finalized the process

whereby hospitals will be designated by level of

perinatal care. The Subcommittee on

Regionalization, Care Levels, Staffing, Facili-

ties, and Professional Education is studying this

matter prior to making a recommendation to the

State Perinatal Advisory Committee. That com-

mittee, after study, will then recommend a pro-

cess to Commissioner Eugene W. Fowinkle. The

Perinatal Advisory Committee and the Depart-
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ment of Public Health have the cooperation of

the local HSAs and the State Health Planning

Authority in this approach.

The Tennessee Perinatal Care System Guide-

lines for Transportation were distributed in De-

cember, 1979. They were prepared by the

Subcommittee on Perinatal Transportation com-
prised of 22 persons from across the state, all of

whom were actively involved in some aspect of

patient care. After approval by the Perinatal Ad-

visory Committee, they were processed by dis-

tribution to many other practicing physicians for

review and comment. Finally, the Tennessee

Medical Association referred them to their Mat-

ernal and Child Care Committee, the Emergency
Medical Services Committee, and the Board of

Trustees. In 1979, these Transportation Guide-

lines received TMA approval, after which the

document was printed and distributed to physi-

cians and nurses providing obstetric and newborn

services, emergency medical personnel, and

hospitals in Tennessee. The name of the docu-

ment, the preface, and the cover letter repeated,

for emphasis, the aspect of guidelines and not

regulations

,

with a goal of improving the overall

quality of high-risk maternal-newborn transpor-

tation in the state.

Trends

Data from the high-risk perinatal program

have been collected annually since the first year

of the program, and show that the number of

high-risk newborn infants admitted to these in-

tensive care units (NICUs) has increased from

2,741 in FY 1977 to 3,297 in FY 1979. Infant

transports have also increased, totaling 849 in

FY 1979. During the first three quarters of FY
1980 the Regional Perinatal Centers reported

2,308 high-risk newborns admitted to the NICUs
and 667 newborn transports.

The centers participate in inservice and out-

reach education in their perinatal regions, provid-

ing courses for physicians, nurses, emergency

medical personnel, nutritionists, and social

workers. There were 4,848 instructional hours

reported by the Newborn Centers for physicians

and nurses, July 1, 1979 to March 31, 1980. Dur-

ing that same period the Obstetric Centers re-

ported 11,182 inpatient deliveries and 1,639

outpatient/inpatient referrals.

Although the high-risk perinatal program has

experienced growth in many ways, because of

the expensive nature of this type of care (equip-

ment and personnel) and current fiscal restric-
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tions, the program in FY 1981 will be unable to

increase services, and in a few instances it may
be necessary to curtail some services in order to

stay within limits of available resources.

The success of this program is due in large part

to the teamwork by physicians, hospitals, and

committees working together with the Tennessee

Department of Public Health. Despite temporary

fiscal restraints, we expect this program to go

forward eventually to reach every mother and

infant in our state who need the special care.

Hopefully, most perinatal care can be provided in

a mother’s own community but, if not, the

regionalization program will make accessible the

needed skills and facilities to save our mothers

and babies. r y

JOIN US.

We can do
much more
together.
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Mental Health Report

Mental Health in Tennessee:

The Road to Accessibility

Forty years ago, when the United States was

gearing up for World War II, the Selective Ser-

vice found it had to reject more than one million

men because of neuropsychiatric disorders. The

realization that 17% of American men in the

prime of life were psychologically unfit for mili-

tary service aroused interest in the mental health

needs of the population in general.

In 1945, Representative J. Percy Priest of Ten-

nessee and four senators introduced identical

bills in both houses of Congress that brought the

issue of mental health to the forefront.

On July 3, 1946, President Harry S Truman

signed Public Law 487. The law stated its purpose

as “the improvement of the mental health of the

people of the United States through the contracting

of research . . . relating to the cause, diagnosis, and

treatment of psychiatric disorders . . . and featuring

such research activities . . . training personnel . . .

and assisting states. ...”

A movement began which was to expand men-

tal health services from the facilities to the com-
munity, and on Feb. 3, 1963, President John F.

Kennedy delivered the first presidential message

to Congress on the nation’s mental health needs.

When the Department of Mental Health was

created in 1953, mental health services in the

community were limited to programs provided

by four clinics— Gailor Diagnostic Clinic in

Memphis, the Chattanooga Guidance Clinic, the

Knoxville Mental Health Clinic, and the Van-

derbilt Outpatient Clinic.

When DMHMR was two years old, a policy

for extending community mental health to all the

citizens was announced. At the time, state funds

were to be used to supplement U.S. Public

Health Service grants and local funds. A policy

was established matching all local funds on a

From the Tennessee Department of Mental Health and

Mental Retardation, Nashville, TN 37219.

50-50 formula, and this served to stimulate local

governments and agencies to become involved in

the support of community mental health pro-

grams.

An estimated $200,000 earmarked for clinic

development meant that by June of 1957, new
programs were established in Nashville,

Jackson, Kingsport, Johnson City, and Oak
Ridge. In 1958, clinics opened in Clarksville,

Bristol, and Memphis. The establishment of

these programs meant that every community with

a population of 15,000 or more had mental health

services available. The passage of the Mental

Health Act (PL 88-164) authorizing federal funds

for the construction of additional centers pro-

vided hope for struggling community programs

in other sections of the state.

In the latter part of the 1960s, the Division of

Mental Health Services in the Department of

Mental Health assumed responsibility for consul-

tation with the many community mental health

centers which were interested in developing ap-

plications for federal grants and for assuring that

state and local agencies complied with federal

requirements associated with the legislation.

By mid-1960s, Knoxville and Bristol had been

successful in obtaining federal grants for the con-

struction of new facilities. Oak Ridge, Plateau at

Cookeville, and Jackson Mental Health Centers

also opened in 1966, and Multi-County Mental

Health Center at Tullahoma and Meharry in

Nashville were completed in 1967. Ultimately,

with the opening of the Columbia Area Mental

Health Center and the Northeast Memphis pro-

gram, Tennessee had obtained over $5 million in

federal construction funds.

In 1965, Congress passed legislation which

amended the original act to authorize staffing

grants to help mental health centers pay for the

initial cost of professional and technical person-

nel. The first such grant went to the Knoxville
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Mental Health Center on Jan. 1, 1969. Also

funded during the year were the Multi-County

Mental Health Center in Tullahoma and the

Regional Mental Health Center of Oak Ridge.

The comprehensive mental health center offer-

ing outpatient, inpatient, 24-hour emergency,

partial hospitalization, and consultation and ed-

ucation services was a reality.

Today, Tennessee is divided into 30 geo-

graphic regions, each designated to have com-
prehensive mental health care. Thirty-two major

mental health centers have created outreach pro-

grams so that 84 of Tennessee’s 95 counties have

an active mental health facility within their bor-

ders, and every citizen can reach a mental health

treatment facility within minutes.

The identification of “comprehensive” has

been expanded to include services other than the

outpatient, inpatient, emergency, partial consul-

tation, and consultation and education of the

late-1960s. Today’s mental health center must

also offer specialized programs for children and

youth, the elderly, and adults.

In addition, screening services must be avail-

able to the courts and other public agencies

which are considering individuals for referral to a

state facility for inpatient care. Follow-up care

must also be available for residents of the service

area who have been discharged from a mental

health facility.

Mental health centers also must provide transi-

tional services. Clients who are released from a

mental health institute often require special ser-

vices to help them adjust to community living.

These may include appropriate living arrange-

ments and other resources to help the client ad-

just to a new way of life.

Deinstitionalization in Tennessee has changed

the focus of the mental health center from the

early days. The center no longer stands alone as a

treatment source for individuals living within the

community. It has become the point of entry for

patients so acutely ill that inpatient care must be

provided. And it is also the link between the

hospitalized patient and the community.

The five mental health institutes operated by

the Department of Mental Health and Mental Re-

tardation offer a variety of services, but generally

are to be used only when resources in the com-

munity are not appropriate. The policy of the

Department is to provide adequate care for the

individual in the most appropriate setting. Men-
tal health institutes are to be utilized only when
the client cannot appropriately be cared for by a

community program. r ^
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Political Action or Malaise—A Choice

Does the thought of political involvement make you uneasy? Would you

take more comfort in knowing that the federal government was making more

of the decisions affecting your practice and your business investments than

you are?

You cannot dissociate yourself from involvement in the political process

without relinquishing an essential freedom. This is the right to make your

wishes known in the selection of elected officials who will represent your

beliefs and interests. This fundamental right and obligation in a free and

democratic society has largely been ignored by members of the medical

community.

Of course you vote in every election. However, voting is not enough. An
equally important way to participate in the political system is to contribute to

the campaign funds of the candidates of your choice.

When your contribution is combined with that of other physicians, you

have provided the much needed and sought after financial resources of

candidates who have your best interests at heart.

IMPACT (Independent Medicine’s Political Action Committee—
Tennessee) is a voluntary non-profit group of physicians, their spouses and

members of their immediate family. Your contribution to IMPACT is of

utmost importance this month and in the future. Our chances of influencing

the candidates in their races for the U.S. House and U.S. Senate are better

this year than they have been in a number of years. Health legislation,

inflation, energy, foreign affairs, and defense are the important issues to be

addressed by the new congress.

Your contribution to IMPACT is distributed in the following way. Ap-

proximately 40% remains in the local district for distribution to local candi-

dates (state and county). Twenty percent is used for state candidates across

the state of Tennessee and approximately 40% is sent to AMPAC for dis-

tribution to congressmen across the United States. The program and plat-

form of the individual candidate will determine whom IMPACT supports,

and not necessarily the candidate’s party affiliation.

In the 1977-78 year AMPAC received $28,065 from Tennessee AMPAC
members and supported Tennessee Congressional and Senate races to the

total of $45,000. Thus, it is obvious that your candidates received more

support from AMPAC than that contributed by Tennessee physicians.

Isn’t it time for you to become a member of IMPACT and participate in an

effective way in the election of candidates of your choice?

Sincerely,

PRESIDENT
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On Fences and Turf Rights, or,

The Grass is Always Greener—

Once the shaman provided religious and medi-

cal succor to his fellow tribesmen, but as knowl-

edge in both areas increased over the centuries

the functions came to be separated. Where once

skulls were trephined to let evil spirits out, the

same operation somewhat refined emerged for

the removal of brain tumors. The barber-

surgeons finally became doctors and then sub-

specialized ad infinitum. In just the few short

years since I was a medical student internal

medicine has fragmented into hematology,

rheumatology, cardiology, gastroenterology, and

so on, and since I entered pathology, when there

were only the two branches— anatomic and

clinical— there has been a proliferation of a
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dozen or more subspecialty examining boards.

Times change.

When I was growing up, save when I had ap-

pendicitis and required the services of a surgeon

and an anesthetist (an internist who was good at

dropping ether) our medical needs were minis-

tered to mostly by our family doctor, one of the

two doctors who lived on Lookout Mountain.

Although both were exceptionally well-trained

internists, and had offices “downtown” in Chat-

tanooga, they filled the pediatric and minor sur-

gical needs of our family and the 400 or so other

inhabitants of “the Mountain.” Except for

EENT.
A whole new world opened up for me when I

was 8 or 9 years old. I put on glasses, and found

out things had sharp instead of fuzzy borders.

From then on I paid frequent visits to my “eye

doctor,” who in keeping with the times also did

ENT things for us. His third and fourth hands

were those of “Miss May” Archibald, who four

years ago received TMA’s award for public ser-

vice. Her service to me was outstanding and

loving— and much earlier. She didn’t just

“help” the doctor in the sense that she stood

around and held his instruments, kept his ap-

pointment book, and greeted his patients, which

she did. But she also had duties which were hers

alone, and on some visits I never saw the doctor

One day when I was a teen-ager I visited the

dentist I had always gone to, and found some-

thing new had been added. He had installed

another chair manned by a young lady who care-

fully cleaned my teeth before he saw me. This

was a very progressive move, and my mother

wasn’t sure she liked the idea. Now I go regu-

larly to an oral hygienist. As the dentist with (not

for) whom she works is a friend of mine, we
always pass the time of day, but that may be our

only contact. I am his patient, and I am hers, too.

I make my appointments with whichever of them

I need at the time. If I need maintenance work, I

am shuffled over to his chair, and sometimes it is

the other way around.

Man (I include all beings of the human race,

male and female— or vice versa) is constantly

jockeying for position, and the quickest way to

arouse his hackles is to infringe his turf. It hap-

pens all the time. There is for example a tug-of-

war currently in progress between ENT, plastic

surgery, and head and neck surgery about who
does what and with which to the head and neck.

But at least that fight is within the club. A stick-

ier wicket is being addressed elsewhere in these
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pages in the first of a series of papers from the

TMA-TNA Joint Practice Committee.

It is stickier, but I submit the glue is ersatz.

The wicket has been made sticky by trying to put

a handle on something which has existed in fact

ever since doctors and nurses began working to-

gether with patients. I am sure Miss May and Dr.

Davis never gave a thought to turf rights. Each

had his own job to do for their patients, and they

did it. The process of formalizing relationships

always brings tensions. Look at how, for ex-

ample, marriage always creates problems never

anticipated during courtship.

Fortunately, problems usually have a way of

getting worked out even though it sometimes re-

quires a new generation. There are ways,

though, of loosening a sticky wicket. In marriage

it is commitment both to marriage as an institu-

tion and to the individual marriage— and a com-

mitment of each party to the other. So it is with

our practice; it helps to remember where our

commitment lies. It helps to remember we made

a commitment to medicine. Medicine has noth-

ing to do with turf rights. It has to do with ser-

vice. It has to do with service not to an institution

or to a concept, no matter how proper or impor-

tant they may be. It has to do with service to our

own individual patients. There can be no fences.

We serve our profession only as well as we serve

our patients. In the end, our question must al-

ways be: “How can I best serve them?”
J.B.T.

Human Trash:

Thrown Away or Reclaimed?

How did I feel?

I felt all throwed away
Like an old shoe in the rain

Or a chicken’s heart

In a butcher’s hand

Was how I felt.

An’ blue as a week of Mondays.

You don’t know
What a bad time is,

Girl; you livin’ child’s play

Til’ they sweep you under the rug

An’ you feel

All throwed away!

— Sheila Alexander in Minnesota Review

The Bible says man does not live by bread

alone, but by every word which proceeds from

the mouth of God. It says the poor we have with

us always. It does not say the poor should be

poor, nor does it say they can live without bread.

There are several aspects to feeling “throwed

away,” one of them having to do with the neces-

sity of man to feel he is a part of something.

The 1960s, especially, was a time of alienation

and disaffection, a time for protesting and for

burning campuses. This was partly, or even

perhaps largely, because much of the youth of

that period had come to feel they were not a part

of western culture, particularly as expressed in

“the American Way of Life” (synonymous in

the view of much of the public— erroneously to

be sure— with Christianity). Though things have

quieted down some, many still feel that way. It is

mostly our fault, and we reap the consequences.

A large part of the alienated are the urban

poor— mostly ghetto dwellers, and mostly black.

Many are members of large families of half-

brothers and sisters who, loosely speaking, live

with their mothers. They are often malnourished

and many leave school early. They learn to steal

in order to eat, and also because, feeling

“throwed away,” they feel no responsibility to-

ward the property of others. They gain a warped

sense of what the world is like through what is

often their only contact with it— television. The
larger the city, the worse the problem.

Man can be starved in one or any combination

of the three aspects of his being— body, spirit,

and soul (mind and emotions). This editorial ad-

dresses only starvation of the soul, resulting in

alienation from society. One does not need either

to be poor or to live in a ghetto to feel “throwed

away,” but it is here that the problem is the most

pressing, at least at the moment.

The environment in which we live has both a

natural and an artificial aspect. In Europe, where

man has lived with his natural environment for

many centuries, both aspects form a part of west-

ern culture, as man has learned to blend the two

together, reinforcing the beauties of nature with

his own artifacts. Although property was largely

the domain of the rich, until relatively recent

times those who cared for it took a proprietary

interest in it. The population explosion of the

20th century with its technology and population

mobility have changed all that.

Once the written word and pictures were suffi-

cient to bring the world to the imagination of

those who could afford them. But the literacy

rate was low, and the world at large, like prop-

erty, belonged to the rich. The horizons of the

poor were limited, but through modern com-

munication they have seen how others live, and

their dissatisfaction has increased, along with the

means to express it.
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If western civilization is to survive— assuming
it should— everyone living in it must be made to

feel a part of it. The burden rests largely on the

“haves” to bring the feeling to the “have nots,”

through tax-supported and philanthropic institu-

tions. An example is public television and radio,

which in their relatively short life span have done

almost as much to preserve our culture as com-
mercial television, has done to tear it down.

Federal and state governments have done

much to preserve our natural heritage through the

creation of national and state parks, monuments,

refuges, and forests, but these are under constant

attack from commercial interests seeking to ex-

ploit (destroy) them, and relative mobility is re-

quired to enjoy them. Those in our society who
need them most are least likely to be able to use

them. They must depend on local facilities,

which include museums, libraries, parks, public

radio and television facilities, research institutes,

universities, and historic places, to name a

few— things which maintain our heritage and

make it available for all to enjoy, things which

benefit and gladden the lives of us all— things

which connect the present with the past, just as

the Church connects it with the future. These

facilities cost money— a great deal of money,

over and above any possible support by tax dol-

lars.

We are right now in a crisis, with inflation

increasing costs at the same time that economic

depression is diminishing available support, both

tax and philanthropic. High on the list of gov-

ernmental budget cuts are programs which the

socially and economically deprived need the

most, programs such as parks and libraries. Al-

though these cuts may be attractive to budget

planners, they are cuts none of us can really af-

ford. The programs which will survive are those

which further isolate the poor, particularly the

black urban poor, as one must be poor to receive

the benefits; they are automatic, and they are

administered coldly. They do nothing to make
the recipient feel a part of the community, and in

fact increase his sense of dependence, and there-

fore worthlessness. The most worthwhile pro-

grams are those which all members of the

community can share equally. We cannot expect

the poor to feel that they are a part of the com-

munity unless they are treated as if they are.

Roots, for all its imperfections, gave black

people a sense of belonging and a sort of com-

mon cause. They found an honorable heritage as

old as western civilization, which for 400 years
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they have also been a part of. We find our herit-

age as we see it in museums, in books, on

television— mostly public television— or, in a

larger sense, as we find it in the beauty of our

parks and gardens.

Neither Roots, nor the museums in our state,

nor all the parks here and elsewhere, are alone

the solution to the problems of the “throwed
away.” On the other hand, neither can the prob-

lems be solved without their establishing an iden-

tity, first as citizens of the Kingdom of God, next

as heirs of a culture thousands of years old, and

finally as citizens of the United States, of Ten-

nessee, and of their local community. They will

not find that heritage unless we who know about

it show it to them. And they will feel “throwed

away” as long as they are thrown away.

J.B.T.

Gift
Tools increasingly revenged

themselves upon their creators, and

tomorrow became unmanageable.

Loren Eisley—T/ze Star Thrower

Lie there, little deformed infant.

Staring through unseeing eyes.

With skillful hands we have given you

The gift of breath.

I lie here, never to know or see

Unhappy parents who grieve over me.

Lie there, mindless old man, paralyzed.

Staring through unseeing eyes.

With skillful hands we have given you

The gift of breath.

I lie here, never again to see

Unhappy wife and children who grieve over me.

Lie there, skilled physician.

With peaceful, sleep-closed eyes.

With skillful hands you have given them

The gift of breath—
Robbing unhappy souls of what God had

given them —
The gift of death.

Rejoice! Rejoice!

By our wondrous tools and skill

The lame, the halt, the blind breathe still-

er/// lame.

No mind;

Still halt.

Still blind.

J.B.T.
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On Offal and All That

Somebody once remarked that it was a good

thing automobiles were invented, because if they

hadn’t been, there would be no place to put the

offal from the horses. It is true the offal from the

gasoline engine goes into the air, and at the time

the remark was made, there was lots of air. It’s

getting pretty full now, too. But along with the

automobile came the petrochemical industry.

Horse droppings are at least biodegradable—
quickly—whereas petrochemical products and

industrial wastes frequently are not. (Plastics,

though disposable, have a half life numbered in

hundreds of years. Burn them and the smoke will

blot out the sun— and your eyes, too.) For

years— decades— industry either dumped its

wastes in a hole and covered them over with dirt,

or flushed them down the drain. This seemed not

to cause any problems, because, like the air,

there was water in almost infinite supply, and

there was plenty of vacant land.

That was when there weren’t so many people,

and they tended to stay put. Now there are and

they don’t. The problem has been brought to a

head in the last couple of years by several acci-

dents and epidemics traceable to herbicides con-

taining as a contaminant the highly toxic TCDD,
or dioxin, and to the polychlorinated biphenyls

(PCB), widely used in the electronics industry.

The root of the problem lies in the fact that the

same industries which have been dumping all

that stuff have greatly expanded our vistas; and

in addition the practice is not new, as anyone

who lives around Copper Hill, Tenn., can tell

you.

A presentation of the problem aired recently

by Nova on public television was interesting but

superficial. It addressed the outward manifesta-

tions, but as usually happens when the answers,

if apparent at all, are complex, and particularly if

they create even worse problems, the heart of the

problem was never approached. Although the

problem was well researched as far as it went, it

ended with no solution, and not even a sugges-

tion of one. We were shown a confrontation be-

tween the injured and industry, government

agencies unable to cope with the situation, and

“science” (as though it were an entity) divided

and caught in the middle. The problem was pre-

sented as being simply one of little people being

overrun by big industry. That view was ver-

balized by the chemical workers’ union

representative— that although those inhabiting

the front office of industry would never actually

go out and gun anyone down, once they are in

that office the critical issue is profit. While that

view is not totally unfounded, it is basically un-

fair, as it places the blame, no matter how de-

served, in only one place.

The petrochemical, electronics, and forestry

industries underlie a large segment of present

technology, and as a result, our high standard of

living. Industry of any kind prospers only so long

as someone will buy its products, and although

any of the injured and potentially injured assem-

bled at the hearings shown in the program would

for the moment gladly have forgone any product

from those industries, once back in their daily

routine most of them would miss their TV, their

nylon, their plastics— the list is virtually endless.

We all become exemplars of virtue when our

own ox is being gored, and clad in shining armor

climb aboard our white charger and join the bat-

tle. When it is our neighbor’s ox we are a little

less enthusiastic, and although if the ox-gorer

turns on us we may stand our ground, when he

takes off his black armor and turns out to be not

an ogre but a fair maiden who beckons to us

seductively, we are apt to climb down and join

another kind of activity.

We are told Satan comes to us clad as an angel

of light. The horns and tail business is a myth of

his own making to deceive us into thinking we
can always recognize him. While I am not en-

tirely sure of the analogy, the American people

have become accustomed to the comforts and

conveniences industry affords. Barry Commoner
points out that almost every activity and product

based on toxic materials can be arrived at by

natural means, although usually more slowly;

one of the foresters on the program touched the

proper nerve: we are not willing to wait, he said.

We want it now!

In the last analysis it is not industry, then,

which has sacrificed, among others, the inhabi-

tants of Love Canal and our northwest to misery

and death; it is all of us, while breathing a prayer

that Satan will not turn his attention toward us.

As Satan is not selective, he will, although our

poison will not necessarily be emanations from

the canal; discounting the possibility of nuclear

destruction, it may be PCB in our meat or TCDD
in our fish— or more likely something we have

not yet found out about. PCB and dioxin had

permeated the world before their potential was

recognized.

A fake angel of light looks on superficial ex-

amination as good as the real thing, and few of us

ever get below the surface. Even if we do, if the
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going is tough we are likely to say, “What the

hell! Any old port in a storm.”

J.B.T.

Signs of the Times

When I was small it was almost a morning

ritual, especially on Sunday, that my father read

me the funny papers. There were the Katzen-

jammer Kids (which in World War II became
“The Captain and the Kids”), Tillie the Toiler,

Moon Mullins, Major Hoople, Born Thirty Years

Too Soon, The Toonerville Trolley, and a host of

others. Skeezix and I are the same age almost to

the day, and little Orphan Annie {still little) is

close. Except for LOA, who actually appeared

later (with her eyes blunk out), they were funny.

I thought they were drawn just for me, and I was

surprised to find my father enjoyed them at least

as much as I did.

Somewhere along the line. I’m not sure ex-

actly where, they changed. The “funnies,” and

the comic books they spawned, were often not

funny— nor were they meant to be. I think this

may have happened during the depression, but I

can’t be sure, because it’s been a long time ago.

But I remember when the durable Mary Worth

appeared as Apple Mary, dispensing her homey
wisdom on the street corner along with the apples

she sold after her husband lost his fortune and

she lost him. Mickey Mouse, who was funny.

Buck Rogers, who was sensational, and Dick

Tracy, who was neither, came along soon after.

And there were some great adventures, such as

Flash Gordon and Prince Valiant. But it was still

all good clean fun— mostly.

Not that it isn’t now. There are some really

funny “funnies,” and some of them really are

for the kids (of every age). Some of them are

soap operas in print, more or less harmless. And
some of the funny ones aren’t (or shouldn’t be)

for the kids. Maybe they were always that way,

and my father just didn’t read me everything— or

didn’t ’splain it right.

But will somebody please tell me why there

was a half-page color ad yesterday in the funnies

showing Alfred E. Newman (who is funny) ad-

vertising a movie entitled Up the Academy, with

a subheading, “Things they never taught you in

school,” and rated R? It’s really too much.

Being produced by MAD magazine. I’m sure it’s

bound to be funny. But I’m also sure it’s not for

the kids.

J.B.T.

Garland Frank Jones, age 91. Died June 21,

1980. Graduate of Vanderbilt University School

of Medicine. Member of Consolidated Medical

Assembly of West Tennessee.

Attui mcfflbei/

The Journal takes this opportunity to welcome
these new members to the Tennessee Medical Associ-

ation.

BRADLEY COUNTY MEDICAL SOCIETY
J. Edward Moscoe, M.D., Benton

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Joel Devolentine Brooks, M.D., Chattanooga
Valentin R. delos Reyes, M.D., Chattanooga
Cecil Dewayne Knight, M.D., Chattanooga
David V. Noonan, M.D., Chattanooga

LAWRENCE COUNTY MEDICAL
SOCIETY
Alfred Turman, M.D., Lawrenceburg

MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY
James W. Ford, M.D., Memphis
Phillip Goldhammer, M.D., Memphis
Kodangudi B. Ramanathan, M.D., Memphis
Arthur Melvin Townsend, III, M.D., Memphis
Visuvalingam Vilvarajah, M.D., Memphis
Terry Jeff Williams, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Robert L. Ammarell, M.D., Nashville

Ivan R. Davis, M.D., Nashville

Howard S. Downs, M.D., Madison
Clifton W. Emerson, M.D., Nashville

PUTNAM COUNTY MEDICAL SOCIETY
James B. Talmage, M.D., Cookeville

Robert R. West, M.D., Cookeville

WILLIAMSON COUNTY MEDICAL
SOCIETY
H. Craig Ferrell, M.D., Franklin
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TMA Members Receive

AMA Physician’s Recognition Award

Thirty-four TMA members qualified for the

AMA Physician’s Recognition Award during

the period of April 11 to May 14, 1980.

To qualify for the PRA, a minimum of 150

hours of continuing medical education must be

earned over a three-year p>eriod; 60 of these

hours must be Category 1

.

This list does not include members who re-

side in other states. Names of additional PRA
recipients will be published as they are received

from AMA.

John Robert Adams, M.D., Memphis

Charles H. Alper, M.D., Chattanooga

George Franklin Bale, M.D., Memphis

Robert Paul Christopher, M.D., Memphis

Eslick Ewing Daniel, M.D., Columbia

Thomas C. Delvaux, M.D., Nashville

Sandra M. Colston Denton, M.D., Maryville

Halbert B. Dodd, M.D., Union City

William Davis Falvey, M.D., Memphis

John Woodrow Fetzer,*KM.D., Jefferson City

Robert Stephen Flohr, M.D., Greene ville

Alfred Guy Kasselberg, M.D., Nashville

Gary Leon Kellett, M.D., Memphis

Qamar Ali Khan, M.D., Nashville

Richard Geoffrey Lane, M.D., Franklin

Michael M. Miller, M.D., Knoxville

Horace Norman Noe, M.D., Memphis

James Rothwell Noonan, M.D., Dyersburg

Robert Carroll Owen, M.D., Nashville

Gustavo Palacio, M.D., Nashville

Takis Patikas, M.D., Nashville

Philip Gary Pollock, M.D., Chattanooga

James Nicholas Proffitt, M.D., Maryville

Margret Wrenn Rhinehart, M.D., Spencer

Cecil E. Russell, M.D., Powell

Harriet L. Schroeder, M.D., Memphis

Mary L. Pullig Schultz, M.D., Nashville

Jon Ruric Simons, M.D., Knoxville

Aristides Sismanis, M.D., Nashville

William Park Stallworth, M.D., Knoxville

Joe Raymond Troop, M.D., McMinnville

Robert Wilhelm Wahl, M.D., Nashville

David Douglas Wilson, M.D., Knoxville

Sarfraz Ali Zaidi, M.D., Bristol

David T. Allen, M.D., former assistant commis-

sioner for community health services in Tennes-

see, has accepted the position of commissioner

of health for the state of Kentucky, effective July

16. Dr. Allen was with the Tennessee Department

of Public Health for ten years.

Robert N. Buchanan, Jr., M.D., a Nashville

dermatologist and professor emeritus at Vander-

bilt University School of Medicine, has been
elected president of the American Dermatologi-

cal Association.

Duane C. Budd, M.D., Johnson City, has been

appointed to a four-year term on the state Board
of Medical Examiners by Gov. Lamar Alexander.

Dr. Budd will replace Charles E. Allen, M.D.,
Johnson City, whose term is expiring.

James D. Crutchfield, M.D., LaFollette, has

been promoted to the rank of Captain in the U.S.
Naval Reserve.

The Southeastern Society of Plastic and Recon-
structive Surgeons announced that the following

TMA members are among its new slate of offi-

cers for the coming year: James Fleming, M.D .

,

Nashville, vice president; Robert C. Reeder,

M.D., Memphis, treasurer; SLud Allen Hughes,
M.D., Memphis, and Phil Craft, M.D., Chat-

tanooga, trustees.

Hal Henard, M.D., Greeneville, has been ap-

pointed to a nine-year term on the state Board of

Education by Gov. Lamar Alexander.

Roy Page, M.D.
,
Memphis, is the new president

of the Memphis & Shelby County Unit of the

American Cancer Society and will take office in

September.

W. Joel Pedigo, Jr., M.D.

,

Clarksville, has been

elected to fellowship in the American Academy
of Pediatrics.

Robert S. Quinn, M.D.
,
Erwin, has been elected

chief of staff of the Unicoi County Memorial

Hospital for 1980-1981. Other officers elected in-

clude John Strimas, M.D., vice chief of staff;

and J. W. Colinger, M.D., secretary-treasurer.

David Rabin, M.D., and C. Gordon Sell, M.D.,

both of Nashville, were recently elected Fellows

of the Royal College of Physicians of London.
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Charles B. Roberts, M.D., was honored by the

city of Sparta in June when they held “Dr. C. B,

Roberts Day,” recognizing Dr. Roberts for his

outstanding professional and community service

during his 39 years of practice. The White
County bank presented Dr. Roberts with an Out-
standing Tennessean award.

George M. Ryan, Jr., M.D., professor of

obstetrics-gynecology and community medicine
at the UTCHS in Memphis, has been named
president-elect of the American College of

Obstetricians and Gynecologists for 1980-1981.

Thomas C. Wood, M.D.
,
Paris, has been elected

chief of staff of the Henry County General Hos-
pital medical staff for 1980-1981. Other officers

elected are Glen Garrett, M.D., vice chief of

staff; and Tom Van Dyck, M.D., secretary.

iKilionol neui/

From the AMA’s Office in Washington, D.C.

Private Sector Support

From Demo Platform Urged

The American Medical Association has urged

the Democratic Party Platform Committee to di-

rect more federal effort toward the support of the

private sector in order to strengthen the quality

and accessibility of medical care for all Ameri-

cans.

Testifying before the platform committee in

Washington, AMA Chairman Lowell Steen,

M.D., said the private sector is best equipped to

take the lead in these activities with the role of

the government limited to a supportive one.

The platform should include a strong state-

ment urging the elimination of unnecessary fed-

eral regulation in medicine. Dr. Steen said.

Noting that the medical profession is not op-

posed to all regulation, the AMA official said

that any regulation attempting to dictate physi-

cian medical judgment and practice must be

avoided. Any interference with the physician-

patient relationship and the confidentiality of this

relationship should be opposed. Dr. Steen said.

The AMA recommended that the platform call

600

for reforms in the regulatory process and that

federal agencies be more publicly accountable

for their activities.

A key proposal was that the platform call for

increased efforts to improve the nation’s health

status. “Included should be continued support

for medical manpower and health care facility

development, with increased research in the

basic medical sciences. Special efforts should be

concentrated in areas of health education for all

individuals.’’

The Democratic Committee was asked to rec-

ognize the Voluntary Effort (VE) initiated by
various private sector parties as the most effec-

tive and appropriate means of meeting hospital

cost issues. “It has succeeded in holding down
the rate of increase,’’ said Dr. Steen.

“The AMA has also called on individual

physicians to hold down fee increases, and the

success of this effort is evident from the fact that

the physician fee component of the consumer
price index during the past year was significantly

below the ‘all items’ element. We urge the Dem-
ocratic Party to include in its platform support for

the VE as the best means of controlling the health

care inflation.’’

The platform should emphasize support to pri-

vate sector efforts to improve health insurance

coverage and protection, especially against catas-

trophic illness, said Dr. Steen. Improvements
also should be sought in Medicare and Medicaid
to assure mainstream medical care, he added.

The overwhelming majority of the population

has coverage for medical services, but there are

still gaps in coverage. Dr. Steen said. “However,
those problems do not necessitate a radical re-

structuring of the health care delivery system,

such as is proposed by the President or by
Senator Kennedy in their national health insur-

ance plans.’’

The AMA Chairman said, “We reject the no-

tion that, to meet the challenges of tomorrow, we
must scrap the success of yesterday and today.

Private health insurance has been a successful

vehicle to opening the access to medical care for

the vast majority of our population. We believe

that the private sector can, in cooperation with

the federal government where necessary, close

the remaining gaps in insurance coverage.’’

Dr. Steen said the Democrats should include in

their platform a call on the federal government
“to keep its promise to the elderly and the

poor— that Medicare and Medicaid eliminate,

not perpetuate, financial barriers to mainstream
medical care.’’

In concluding. Dr. Steen said, “We believe

the challenges of the ’80s are to maintain and
improve the quality of medical care and to ensure

continued access to that care for all citizens.”
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Marijuana Penalty Change

Proposed

A middle ground treatment of people found
guilty of simple possession of marijuana has

been urged by the AMA.

A substantial reduction in penalties might be

interpreted (particularly by young people) as

societal approval of marijuana use, the AMA
told the Senate Judiciary Committee, but the

maintaining of existing criminal penalties may be
too extreme.

“We believe that a middle ground between the

stiff penalties permitted under the current law
and those proposed in S. 1722 (a bill before the

committee) would be more appropriate,” wrote

James H. Sammons, M.D., AMA Executive
Vice President. “We are particularly concerned
by the stigma that any period of imprisonment or

a felony conviction attaches to a young person’s

record, and the lifelong barriers to many avenues
of employment and other future development
that may result from sporadic use of marijuana or

even a moment of youthful misdirection.”

Dr. Sammons said severe penalties should be
kept for those who traffic in the illicit marketing
of controlled substances, including marijuana.

Chiropractic Support Opposed

Nine national organizations in the health field,

including the AMA, expressed concern to Con-
gress about a proposal to make chiropractic ed-

ucation eligible for federal aid.

The proposal has been advanced by Sen.

Harrison Williams (D-N.J.), chairman of the

Senate Labor and Human Resources Committee,
a^ part of the overall health professions assist-

ance package.

The eight additional organizations are the

American Association of Dental Schools,
the Association of American Medical Colleges,

the American Association of Colleges of Phar-

macy, the American Association of Colleges of

Osteopathic Medicine, the American Dental As-
sociation, the American Pharmaceutical Associa-
tion, the Association of American Veterinary

Medical Colleges, and the American Veterinary

Medical Association.

In a letter to Committee members. Sens. Ed-
ward Kennedy (D-Mass.), and Richard
Schweiker (R-Pa.), the organizations said:

We are concerned over, among other things, the

timing of this development and the impact it may
have on the existing programs under Titles VII and

VIII of the Public Health Service Act. That is, at a

time when all segments of health manpower are being

asked to accept across-the-board cutbacks ... it

would seem a little inconsistent to simultaneously

expand the base of eligibility and participation.

... it further troubles us that a proposal to es-

tablish entitlement for a new health provider group

such as chiropractic would come without any of the

normal legislative deliberations to which the commit-

tee has customarily adhered. Indeed, without any

recommendations from the administration, any pub-

lic hearings, and in general any of the close scrutiny

which each of our professions has undergone before

being covered under the Act, a very significant and

major dilution of the program has been announced in

this instance as almost a consensus modification.

... if there is now an appropriate place for

chiropractic or any other discipline within the Health

Professions Education and Distribution Act of 1980,

there should be no difficulty in substantiating it

through a full and complete evaluation.

Feds Waffle on Hospital

Construction

The Carter administration has taken a quick

step backwards in its proposed directive to limit

federal support for hospital construction. In the

space of a day. White House officials withdrew
from the proposal a provision that state and local

health planning agencies would review and
comment on proposed federal hospitals.

American Hospital Association President J. A.

McMahon said that the change of mind makes
the entire program “all the more political. They
pulled back the only thing in the proposal that

made any sense.”

McMahon speculated that pressure from vet-

erans’ groups was responsible for the White

House reversal. “They (the White House) didn’t

want to take on the veterans in an election year,”

McMahon said.

An American Legion spokesman confirmed

that a strong protest was lodged at the White

House against inclusion of Veterans’ Administra-

tion facilities in the health planning process.

Later in the month, however, the White House
Office of Management and Budget (OMB) pub-

lished in the Federal Register a proposed

memorandum that would establish policies and

procedures under the Carter plan to limit federal

support for hospital construction in overbedded

areas. The OMB document includes background

data, definitions, and outlines of the policies and

implementation procedures for hospitals.
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HHS Funds HMDs in Defunct

N.Y. Hospitals

Insisting there were no political strings at-

tached, the administration has signed an agree-

ment with New York State and New York City

providing federal funds to keep open two Harlem
hospitals slated for shutdown.

Under the agreement the federal government
will spend $7.7 million to establish a health

maintenance organization at Metropolitan Hospi-

tal. The city and state together will contribute a

similar amount.
In addition, the federal government will pro-

vide an unspecified amount to establish a

specialized alcohol, drug abuse and mental ill-

ness program at Sydenham Hospital.

Both hospitals had been slated for closing by

the city. They will remain open with the new
federal programs.

“Metropolitan Hospital will become ‘family

doctor’ to the people of the community,” Pat-

ricia Harris, Secretary of the Health and Human
Services (HHS) Department, said. “If this dem-
onstration is successful, at the end of five years

we will have a model delivery system which can

be used by other inner city areas with similar

problems.”
The city plans to enroll at least 17,000 city

workers and others with health insurance in the

program, giving it a stable base.

Mrs. Harris insisted there were no political

strings to the agreement. “This is not, as some
have said, an attempt to buy votes,” Mrs. Harris

said. “The votes of the people of New York are

not for sale.”

Confronted by the first of a series of hospital

closings in New York City last year, Mrs. Harris

took a tough stand, insisting it wasn’t federal

government’s responsibility to bail out failing

hospitals. Ironically, New York State has a

tightly regulated hospital system which federal

planners often cite approvingly for keeping a lid

on rate increases.

The agreement was signed at an elaborate

White House ceremony featuring Mrs. Harris,

Vice President Walter Mondale, New York
Mayor Edward Koch and lawmakers from the

state.

Medicare Funding of Heart

Transplants Studied

The troublesome ethical and economic prob-

lem of providing heart transplants as a Medicare

benefit will be weighed by a special study at the
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HHS Department.

Meantime, the agency is halting the benefit

which had been granted on an ad hoc basis for

Medicare patients receiving transplants at the

Stanford University Medical Center which per-

forms about 25 transplants annually.

Medicare has financed a total of 23 transplants

over the years. Heart transplantation has been
developed at Stanford under Norman Shumway,
M.D., into a procedure that has shown promise
of greatly extending life.

HHS Secretary Patricia Harris told a news
conference that “it is the promise of the extended
life this new technique offers those facing death,

along with the prospect of its increased use in

future years, that makes the Department's policy

decision in this area a matter of critical interest to

the American public.”

There are too many unanswered questions to

justify a final decision on general Medicare
coverage, Harris said. These include the patient

selection process, the long-term social, eco-

nomic and ethical consequences of the proce-

dure, and the potential for national expansion of

the heart transplantation procedure.

New medical techniques and technologies

“demand that we develop a rational process that

makes it possible to define what constitutes ‘rea-

sonable and necessary’ medical services which
can be funded by Medicare in the case of heart

transplants and other procedures,” she said.

The Department’s two-year study will be

conducted by the Health Care Financing Admin-
istration in cooperation with the Public Health

Service’s National Center for Health Care
Technology.

USGAO Declares Drug Lag Official

Despite the insistence of the Food and Drug
Administration that there is no lag time in the

approval process for new drugs, the U.S. Gen-
eral Accounting Office has declared the drug lag

official.

In a recent report entitled “FDA Drug
Approval—A Fengthy Process that Delays the

Availability of Important New Drugs,” the GAO
said that for some important drugs (those provid-

ing a major or modest gain over any other mar-
keted drugs), the approval process delays the

availability of the therapeutic benefits a drug
may provide to the public.”
The report found that during one particular

period— July, 1975 to February, 1978— the FDA
approved 14 significant new drugs, 13 of which
had already been approved abroad. Norway,
Canada and Switzerland approve new drugs on
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an average of one-half the U.S. approval time,

while England averages one-fifth the U.S. ap-

proval time.

The GAO report did not reserve all its criti-

cism for the FDA. Industry must also share the

blame for a slow approval process. The report

charged that drug companies submit incomplete

new drug applications and are slow to resolve

deficiencies. The FDA is responsible for other

major delay factors including: scientific and

professional disagreement between FDA and in-

dustry; imprecise FDA guidelines, subject to

varying interpretations; slow or inadequate FDA
feedback to industry and lack of promptness in

notifying drug firms of deficiencies in applica-

tions; limited time spent reviewing an uneven
workload; and lengthy chemistry and manufac-
turing control reviews.

“Other (delay) factors include intense con-

gressional and consumer scrutiny of the drug ap-

proval process, adversary relationships between
FDA and the drug industry, and FDA’s conserva-

tive approach to drug regulation,’’ said the GAO
report.

Comprehensive Drug Catalog

Distributed

The HHS Department is sending a catalog of

comparative price information on 184 prescrip-

tion drugs to all physicians and pharmacists.

The catalog divides 184 of the most frequently

prescribed drugs plus aspirin and acetaminophen
into 16 therapeutic categories such as analgesics

and anti-infectives.

Under each category, the guide lists the gener-

ic and trade names for each drug, the marketer of

the products, and the cost to the pharmacist of an

amount equal to one day of therapy of each drug.

Bar graphs show the daily therapy cost of each
drug relative to other brands of the same drug.

The guide is intended to help physicians and
pharmacists consider the cost of different drugs

when they write or dispense prescriptions, HHS
said.

HHS said about half of the drugs commonly
prescribed in the United States are available from
multiple sources— by both brand and generic

names— and at widely varying prices.

Current statistics show that only 12% of writ-

ten prescriptions specify the generic names of a

drug.

Pharmacists are allowed in 35 states to dis-

pense lower priced generic drugs in place of

brand name products without the consent of the

physician unless the physician indicates that the

patient needs the higher priced brand.

Newman HCFA Head

Howard Newman, president of the

Dartmouth-Hitchcock Medical Center, Hanover,
N.H., has been appointed administrator of the

Health Care Financing Administration (HCFA).
Newman, 45, succeeds Leonard Schaeffer, who
resigned. HCFA runs the Medicare and Medicaid
programs in the HHS Department.

In the early 1970s Newman was commissioner
of the Medical Services Administration which
operated the Medicaid program.

QMiouncemcAl/

CALENDAR OF MEETINGS

NATIONAL

Sept. 2-6

Sept. 3-6

Sept. 8-10

Sept. 11-12

Sept. 12-14

Sept. 15-19

Sept. 19-21

Sept. 21-25

Sept. 24-27

Sept. 25-28

Sept. 27-30

Sept. 29-

Oct. 1

Oct. 5-10

Oct. 6-9

Oct. 6-10

American Electroencephalographic

Society— Sheraton Hotel, Boston

American Association of Obstetricians

and Gynecologists—The Homestead,

Hot Springs, Va.

American Neurological Association—

Sheraton Hotels Boston

AMA Congress on Occupational

Health— Hilton Hotel, Salt Lake City

AMA Hyannis Regional Meeting—
Dunfey’s Resort, Hyannis, Mass.

American Institute of Ultrasound in

Medicine— Superdome Hotel Hyatt,

New Orleans

Chicago AMA Regional Meeting—
Chicago Marriott Hotel, Chicago

American College of Radiology—The

Fairmont, New Orleans

Society for Computer Medicine—San

Diego Hilton Hotel, San Diego

American Association for Hand
Surgery—Marriott Hotel, New Orleans

AMA Kansas City Regional

Meeting—Crown Center, Kansas City,

Kan.

NIH Consensus Development Confer-

ence on CEA: Its Role as a Marker in

the Management of Cancer— Masur

Auditorium, Bethesda, Md.

Congress of Neurological Surgeons

—Hyatt Regency, Houston

American Academy of Family

Physicians—New Orleans Hilton,

New Orleans

International Pediatric Nephrology

Symposium— Philadelphia
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Oct. 9-11 American Cancer Society — Los
Angeles Hilton, Los Angeles

Oct. 11-19 International Body Imaging
Conference — Kauai Surf Hotel,

Kauai, Hawaii

Oct. 17-19 AMA Huron Regional Meeting—
Sawmill Creek Lodge, Huron, Ohio

Oct. 17-21 International Food Allergy Sym-
posium III— Boston

Oct. 19-23 American Public Health Association

—Detroit

Oct. 19-24 American College of Surgeons—
Georgia World Congress Center, At-

lanta

Oct. 23-25 Society for Adolescent Medicine—
Detroit

Oct. 24-26 AMA Philadelphia Regional

Meeting—Fairmont Hotel, Philadel-

phia

Oct. 26-30 American College of Chest
Physicians— Sheraton Boston Hotel,

Boston

Oct. 29-31 American Academy of Occupational

Medicine— Regency Hyatt, San Fran-

cisco

STATE
Sept. 29-30 National Conference on Patient’s

Rights (American Society of Law &
Medicine)—Opryland Hotel, Nashville

Oct. 1-3 Clinical Orthopaedic Society —
Nashville

Oct. 13-14 Tennessee Valley Medical Assembly

—Chattanooga Choo Choo
Nov. 5-7 Tennessee Academy of Family Physi-

cians, 32nd Annnual Scientific

Assembly— Gatlinburg

Nov. 13-14 Joint Annual Meeting— Tennessee So-

ciety of Internal Medicine and Ameri-

can College of Physicians, Tennessee

Region — Rivermont Holiday Inn,

Memphis
Dec. 3-5 Care of the Critically 111 Patient— St.

Thomas Hospital, Nashville

SUPPORT YOUR
ADVERTISERS

Many of the advertisers in this Journal

are long-standing patrons of our

monthly publication. Theirproducts and

services are of the highest quality avail-

able. Don’t take themfor granted. Read
their ads!
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NOW
AVAILABLE!
The most useful
and definitive

book on drug
therapy!

Completely reorganized, updated, and

expanded, AMA DE/4 is the most
inclusive, comprehensive, and objective

drug compendium ever assembled,
covering virtually every significant drug

prescribed in the U.S. today. Over 1,300

drugs are evaluated, including 57 new
drug listings.

An indispensable, clinically*oriented

guide for prescribing, dispensing, or

administering drugs

Organized by therapeutic category, each

chapter begins with an introductory

overview, followed by detailed

evaluations for individual drugs. AMA
DE/4 gives information on dosage, actions

and uses, and contraindications— plus a

listing for hundreds of additional

mixtures and proprietary preparations.

THE authoritative guide

You can be confident the information is

accurate and clinically pertinent because

it was compiled by the AMA Drug
Department working with the American

Society for Pharmacology and
Therapeutics and a consulting panel of

more than 300 distinguished physiciems

and other health care professionals.

OrderAMA DE/4 today!

Order Dept., OP-075, AMA
P.O. Box 821, Monroe, WI 53566

Please send me copy(ies) of AMA
Drug Evaluations, 4th Edition, OP-075.

$48 per copy (Residents: $24). Enclosed is

my check, payable to AMA, for $

Payment must accompany order. If Resi-

dent, indicate hospital below.

Please print SJ

Name

Hospital

Address

City

State/Zip
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The continuing medical education accreditation

program of the TMA has full approval by the Council

on Medical Education of the AMA . An accredited in-

stitution or organization may designate for Category 1

credit toward the AMA Physician s Recognition Award
those CME activities that meet appropriate guidelines.

If you wish information as to how your hospital or

society may receive accreditation, write: Director of

Continuing Medical Education, Tennessee Medical As-

sociation, 112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities which come to our

attention which might be of interest to our membership. As some of these

are very long, full year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be published in only

one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, confer-

ences, ward rounds, learning individual procedures,

observing new surgical techniques, and access to ex-

cellent library resources. Experience in more than one

discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

Anestfiesiology

Cardiology

Chest Diseases

Clinical Pharmacology .

.

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . .W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Medicine Grant W. Liddle, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Oncology Robert Oldham, M.D.
Orthopedics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-

tion Accreditation.

Application: For further information and application,

contact Paul B. Slaton, M.D., Director, Continuing

Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Sept. 26-27

September

Fall

Oct. 3

Oct. 6-10

Oct. 26-27

Nov. 5-8

Nov. 12-14

Nov. 21-22

Dec. 12-13

11th Annual Pediatric Symposium on

Child Neurology (10 hours)

William F. Orr Lectureship in

Psychiatry (10 hours)

4th Annual John S . Zelenik Lecture (

1

hour)

Symposium on Thrombolytic Therapy

(4 hours)

Recent Advances in Internal Medicine

(38 hours)

Nuclear Magnetic Resonance Imaging

Symposium
9th Annual Rhamy-Shelley Lecture-

ship in Urology (16 hours)

Scientific Sessions, Tennessee Public

Health Association Annual Meeting

Anesthesiology Update 1980 (11

hours)

Annual High Risk Obstetrical Seminar

(11 hours)

For information contact Vanderbilt Continuing Ed-

ucation, 3200 West End Ave., Suite 306, Nashville,

TN 37203, Tel. (615) 322-2716.
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MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that ser-

vice’s activities for a period of one to four weeks.

This program provides an opportunity for physicians

to study in depth for a specified period. The schedule

of activities is individualized in response to the physi-

cian’s request by the participating department. The
experience includes conferences, ward rounds, au-

diovisual materials and contact with patients, resi-

dents and faculty.

Participating Departments

Anesthesiology . .

Family Practice .

.

Internal Medicine
Cardiology . . . .

Chest Disease

Dermatology

Gastroenterology

General Medicine
Hematology/Oncology ....

Neurology

Obstetrics & Gynecology . .

Ophthalmology
Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Ramon S. Harris,

John Arradondo,

John Thomas,
Kermit R. Brown,
Qamar A. Kahn,

. . . .Joseph M. Stinson,

Paul A. Talley,

Edward A. Mays,
. . .Thomas W. Johnson,

David Horowitz,

. . .Ludwald O. P. Perry,

Buntwal M. Somayaji,
Edward A. Mays,
Robert S. Hardy,

Calvin L. Calhoun, Sr.,

Gregory Samaras,
Henry W. Foster,

Axel C. Hansen,
Wallace T. Dooley,

Louis D. Green,
John C. Ashhurst,

E. Perry Crump,

Louis J. Bernard,

Charles E. Brown,
David B. Todd,

Ira D. Thompson,
. .Marcelle R. Hamberg,

M.D.
M.D.

M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.
M.D.

M.D.
M.D.
M.D.
M.D.
M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1). American Academy
of Family Physicians Continuing Education Accredi-

tation and Continuing Education Units by Meharry

Medical College.

Application: For further information contact Frank A.

Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave. North,

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Aug. 12 Office Practice Management

Sept. 9 Infectious Disease Review

Sept. 17 Parental Therapy

Oct. 15 Pediatrics Prep

Nov. 6 Hypertension

Dec. 2 Occupational Medicine

Jan. 9-10

Feb. 27

March 21

April 11-12

May 13

June 5-6

July 18

Aug. 8

Sept. 19

Oct. 16

Oct. 24

Nov. 2-6

Sports Medicine

School Health III

Immunology— Allergy Review

Gynecologic Endocrinology: Infertili-

ty-Hirsutism-Menstrual Abnormalities

Substance Abuse in East Tennessee

Geriatrics II: Sexuality and the Aging

Basic Science Review III: Psycho-

pharmacology

Stress in Medical Practice

Advances in Laboratory Medicine

Pediatrics Prep III: Neonatology

Infection Control

CPRL Faculty Inservice

For information contact Office of Continuing Med-

ical Education, East Tennessee State University, Col-

lege of Medicine, Johnson City, TN 37601, Tel. (615)

928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses in-

cludes programs of the Chattanooga, Knoxville, and

Memphis units. The codes (C), (K), and (M) indicate

the continuing education unit handling the arrange-

ments for a particular program.

Sept. 5 (K) Exercise and Aerobics

Sept. 9-11 (M) Three Nights on Cardiac Auscul-

tation

Sept. 17 (M) The Menopausal Patient

Sept. 18-19 (C) Cancer in Women
Sept. 25 (M) Aging, Hyperglycemia, and

Diabetes

Oct. 2-3 (M) 12th Annual Conference on

Mother, Fetus, and Newborn
Oct. 6-8 (K) Erythropoietin in the Regulation

of Erythropoiesis

Oct. 13-15 (K) Smoky Mountain Seminar in

Obstetrics & Gynecology

Oct. 15-17 (K) Cancer Concepts 1980

Oct. 22-24 (K) 3rd Annual Office Ultrasound

Conference

Oct. 23-24 (C) Pediatric Update

Oct. 24 (K) 9th Annual Internal Medicine

Symposium
Oct. 29-31 (C) Eamily Practice Update and Re-

view

Nov. 14 (M) Medical Alumni Day
Nov. 15-17 (K) Seminar in Clinical Hypnosis

Nov. 19-22 (K) Humanities Consciousness in the

Clinical Setting

Nov. 21 (K) 2nd Annual Pediatric Nutrition

Seminar
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Dec. 4-6 (C) Basic Cardiology, EKGs &
Therapy

Jan. 15-16 (K) Advanced Cardiac Life Support

Course

Feb. 2-4 (K) 2nd Annual Emergency Medi-

cine Symposium
Feb. 7-14 (K) 3rd Annual Winter Update and

Review Course for Physicians

—Steamboat Springs, Colo.

Feb. 12-13 (C) Diagnostic Radiology for the

Primaiy Care Physician

Feb. 23-26 (C) Emergencies in Obstetrics and

Gynecology

March 5-8 (C) Emergency Medicine Review
March 15-20 (M) 14th Annual Review Course for

Family Physicians

March 16-19 (M) Three Nights on Cardiac Auscul-

tation

March 16-19 (C) Gut Problems III

April 1-3 (M) Adolescent Gynecologic Endo-

crinology/VI Reproductive

Medical Symposium
April 2-3 (C) Workup and Treatment of

Anemia
April 23-24 (M) 12th Annual Leigh Buring Con-

ference—The Gifted Child

April 23-25 (K) 4th Annual Family Practice Up-
date and Review' Course

May 7-8 (C) Solving Problems in Drug
Therapy

May 20-23 (M) Rhinoplasty

June 4-7 (C) Family Medicine Review
June 4-8 (K) 3rd Annual Practical Otolar>n-

gology Course for the Primar\'

Care Physician

June 15-18 (C) Basic Cardiology, EKGs &
Therapy

June 21-24 (C) Diagnostic Radiology for the

Primaiy Care Physician

July 10-12 (M) Cardiac Emergencies

Community-Based CME

Knox>ille Campus

Memphis Campus

UPDATES IN MEDICINE
Carroll County Hospital; Huntingdon, Tenn.

McKenzie Memorial Hospital; McKenzie, Tenn.

Henry County Hospital; Paris, Tenn.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

If you would like assistance in planning a

community-based CME program, contact Dennis K.

Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of our

three campuses.

For further information about any of these courses,

please call the appropriate individuals below”

(C) Mr. LeRoy J. Pickles, Chattanooga

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine

800 Madison Ave.

Memphis, TN 38163

Tel. (901) 528-5605

IN SURROUNDING STATES

UNIVERSITY OF LOUISVILLE
Sept. 15 John I. Perlstein Lectureship in

Pediatrics

Oct. 29 Pediatric Society Lectureship

Oct. 30-31 14th Annual Newborn Symposium

For information contact Billy F. Andrews,
M.D., Professor and Chairman, Department of

Pediatrics, University of Louisville School of

Medicine, Health Sciences Center, Louisville,

KY 40292.

Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,

Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, second Wednesday; 12:00 noon (1 hr. credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

UNIVERSITY OF MISSISSIPPI

Oct. 20-24

Nov. 6-8

Nov. 14-15

Dec. 4-5

Jan. 19-23

Practice of Electrocardiography—
University of Mississippi Medical

Center, Jackson

Family Practice Update— Holiday Inn

Medical Center, Jackson

Neurosurgeiy International Conference:

Vascular Anomalies of the Brain

—

Holiday Inn Downtown, Jackson

Mississippi Perinatal Postgraduate

Course 1980— Holiday Inn Downtown,

Jackson

Practice of Electrocardiography—
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University of Mississippi Medical

Center, Jackson

Feb. 5-6 Renal Update— Ramada Inn Coliseum,

Jackson

For information contact Continuing Education,

Dept. A, University of Mississippi Medical Center,

2500 N. State St., Jackson, MS 39216.

UNIVERSITY OF KENTUCKY
Mini-Residencies in Office Management
Of Emotional Problems

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy

office practices. The technique uses a concept of

emotions that is consistent with human anatomy and

psycho physiology. Yet, the technique requires no

more physician time or patient cost than routine eval-

uations of new patients. Finally, the technique is read-

ily understandable and easy for practitioners to apply.

One, two and three week courses. Minimum of 40

hours per week. Tuition Fee: $350 per week for the 1st

& 2nd week of training; $500 for 3rd week of super-

vised practice with patients in the Intensive RBT
Treatment Program.

For further information contact Maxie C. Maultsby,

Jr., M.D., Office of Continuing Medical Education,

Dept, of RBT, University of Kentucky, Lexington,

KY 40506.

OF SPECIAL INTEREST

AMERICAN CANCER SOCIETY

Oct. 9-11 National Conference on Gynecologic

Cancer, 1980— Los Angeles Hilton,

Los Angeles. Credit: 16 hours AMA
Category 1. Fee: None.

For information contact Nicholas G. Bottiglieri,

M.D., American Cancer Society, 111 Third Ave.,

New York, NY 10017.

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Nov. 3-6 65th Annual International Scientific

Assembly of Interstate Postgraduate

Medical Association —MGM Grand
Hotel, Las Vegas. (In cooperation with

the Nevada Academy of Family Physi-

cians and the University of Nevada

School of Medical Sciences.) Credit:

24 hours AMA Category 1 and AAFP
prescribed; 4 hours AMA Category

5(a) and AAFP elective.

For information contact Program Chairman, In-

terstate Postgraduate Medical Association, PO. Box

1109, Madison, WS 53701.

Therapeutic for Lectures
indications: Relief of
anxiety and tension jflBHK
often occurring in iec-

turers in both the
preparation and
presentation of
medicai iectures.

Eievation of attention
span and information
retention in members t
of audience. r..

contraindications:
'

Lecturers with hyper-
sensitivity to economy
and efficient service.

warnings: The services

of Anderson Siide

Graphics have beenAnderson
Slide

Graphics

reported to be habit
forming in individuais

exhibiting a high ievel
' ' Of pride in their iec-

ture presentations.

S
Dosage: Can be ap-

I piied prophylacticaily

I
in the early planning

j
stage, or therapeuticaily

1 after symptoms have

i
Supplied: word siides.

X-Ray siides and photos.
Copy siides from texts,

charts and graphs. Other
products and services for the
medicai profession. For compiete
product and service information cail:

(615) 242-9590

1701 west End Ave., Suite 202, Nashville, Tenn., 37203
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GROUP INSURANCE PLANS AVAILABLE TO TMA MEMBERS

For Details of Each Plan Contact the Administrator

TYPE OF COVERAGE

Major Hospital and Nurse Expense In-

surance Program. $10,000 or $25,000

plans with deductibles of $300, $500 or

$1,000. Surgical benefits optional.

COMPANY

Commercial Insurance Company of

Newark, N.J. (A Subsidiary of the Conti-

nental Insurance Companies)

ADMINISTRATOR

Smith, Reed, Thompson and Ellis Co.

P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846

In Hospital Protection Insurance. $20 to

$80 per day while hospitalized in addition

to any other insurance. Spouse, children,

and employees eligible.

Commercial Insurance Company of

Newark, N.J. (A Subsidiary of the Conti-

nental Insurance Companies)

Smith, Reed, Thompson and Ellis Co
P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846

24-Hour High Limit Accidental Death

Insurance. $25,000 to $100,000 coverage.

May include spouse and children.

Commercial Insurance Company of

Newark, N.J. (A Subsidiary of the Conti-

nental Insurance Companies)

Smith, Reed, Thompson and Ellis Co

P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846

Professional Liability Insurance. Mod-

ified coverage from $100,000/$ 300,000 to

$1 million/$3 million.

State Volunteer Mutual Insurance

pany

Com- Corroon & Black Corp.

P. O. Box 1020

Nashville, TN 37202

Telephone: (615) 367-9702

Workers’ Compensation Insurance. Dodson Insurance Group

Standard coverage at approved rates with

yearly savings opportunity based on claim

experience.

Mr. Glenn Cross

716 Robert Burns Drive

Nashville, TN 37217

Telephone: (615) 361-6280

Group Life Insurance. Term Life Insur-

ance. Members and spouses $25,000 up to

$250,000. Employees of members $5,000

up to $50,000. Accidental death benefit

$5,000 up to $250,000.

Great-West Life Assurance Company of

Winnepeg, Canada

Insurance Planning & Service Co., Inc

P. 0. Box 1 109

Chattanooga, TN 37401

Telephone: (800) 572-7389

Disability Income Plan. $1,000 Acciden-

tal D & D. Monthly indemnity up to

$2,200. Five year accident/five year sick-

ness plan. Lifetime accident coverage and

to age 65 for sickness. Optional hospital

benefits.

Commercial Insurance Company of

Newark, N.J. (A Subsidiary of the Conti-

nental Insurance Companies)

Smith, Reed, Thompson and Ellis Co.

P. O. Box 1280

Nashville, TN 37202

Telephone: (615) 361-6846

Overhead Expense Insurance. Benefits

from $300 to $5,000 per month beginning

on 31st day of disability and may continue

for up to 24 months.

Continental Casualty Company John E. Lovelace and Associates, Inc.

P. O. Box 452

Brentwood, TN 37027

Telephone: (615) 373-1996

Excess Major Medical Plan. Pays up to

$1,000,000 after deductibles of $25,000 or

$50,000 have been met.

Sentry Insurance of Stevens Point, Wis. (A

Mutual Company)

Smith, Reed, Thompson and Ellis Co.

P. O. Box 1280

Nashville, TN 37202

Telephone: 615) 361-6846
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MEDICAL SPECIALTY SOCIETIES

-TENNESSEE

-

Officers 1980-1981

TENNESSEE STATE SOCIETY OF
ALLERGY AND IMMUNOLOGY
Pres. —Samuel R. Mamey, M.D.

Vanderbilt Allergy Clinic, Nashville 37232

Secy. —Fred T. Grogan, M.D.
848 Adams Ave., Memphis 38103

TENNESSEE STATE SOCIETY OF
ANESTHESIOLOGISTS
Prci. —Charles L. Cooper, M.D,

899 Madison Ave., Memphis 38103

Secy. —Joanne L. Linn, M.D.
Vanderbilt Univ. Medical Center, Dept, of

Anesthesiology, Nashville 37232

TENNESSEE ACADEMY OF
CHILD PSYCHIATRY
Pres. —Fay M. Gaskins, M.D.

Vanderbilt Hospital, Nashville 37232

Secy. — j. Emmett Dozier, M.D.
Vanderbilt Hospital, Dept, of Psychiatry,

Nashville 37232

TENNESSEE STATE SOCIETY OF
DERMATOLOGISTS
Pres. —Donald L. Hartman, M.D.

Medical Arts Bldg., Oak Ridge 37830

Secy. —Charles 1. Huddleston, M.D.
1928 Alcoa Hwy., Knoxville 37920

TENNESSEE CHAPTER, AMERICAN COLLEGE OF
EMERGENCY PHYSICIANS
Pres. —Loren A. Crown, M.D.

St. Joseph Hosp. East, 5959 Park Ave.,

Memphis 38117

Secy. —William D. Falvey, M.D.
105 Devon Way, Memphis 38111

TENNESSEE ACADEMY OF
FAMILY PHYSICIANS
Pres. —John O. Williams, M.D.

213 Bond St., Mt. Pleasant 38474

Secy. —Oscar M. McCallum, M.D.
P.O. Box 129, Henderson 38340

Exec. Dir. — Ms. Doris Darrow

2200 Abbott Martin Rd., Nashville 37215

TENNESSEE SOCIETY OF
GASTROINTESTINAL ENDOSCOPY
Pre5. —Howard E. Rosen. M.D.

300 - 25th Ave, North, Nashville 37203

Secv.— Lee L. Wardlaw, M.D.

1324 Peabody Ave., Memphis 38104

TENNESSEE SOCIETY OF
INTERNAL MEDICINE
Pre.v. — Richard L. Whittaker, M.D.

1924 Alcoa Hwy., Knoxville 37920

Secy. — Bergein F. Overholt. M.D.
801 W. Cumberland Ave., Knoxville 37902

Exec. Secy. — Ms. Susan Mahoney
112 Louise Ave.. Nashville 37203

TENNESSEE ASSOCIATION OF
LONG-TERM CARE PHYSICIANS
Pres. —William K. Owen, M.D.

304 E. Jefferson St,, Pulaski 38478

Secy .— Richard W. Robinson, M.D.

2120 Highland Ave., Knoxville 37916

ASSOCIATION OF TENNESSEE
NEUROLOGISTS
Pres-. —Albert F. Heck, M.D.
UTCHS, 800 Madison Ave., Memphis 38163

Secy. —Gary W. Duncan, M.D.
Vanderbilt Hospital. Dept, of Neurology,

Na.shville 37232

TENNESSEE
NEUROSURGICAL SOCIETY
Pre5. —Stephen E. Natelson, M.D.

307 Ft. Sanders Prof. Bldg., Knoxville 37916

Secy. -Ernest L. Cashion, M.D.
V. A. Hospital, Memphis 38104

TENNESSEE STATE
OBSTETRICAL AND GYNECOLOGICAL
SOCIETY
Prei.— Eugene B. Linton, M.D.

1924 Alcoa Hwy., Knoxville .37920

Secy. —Harold N. Lovvorn, M.D.
326 - 21st Ave. North, Nashville 37203

TENNESSEE ACADEMY OF
OPHTHALMOLOGY
Pres . — Hajry M. Lawrence, M.D.

1042-46 3rd St., Chattanooga 37403

Secy.— Robert E. Hall, M.D.

Blount Prof. Bldg., Knoxville 37920

Exec. Secy. — Ms. Susan Mahoney

112 Loui.se Ave., Nashville 37203

TENNESSEE
ORTHOPEDIC SOCIETY
Pres. —David F, Fardon, M.D.

630 Concord St., Knoxville 37919

Secy. —Ronald E. Rosenthal. M.D.

Metro Nashville Gen. Hosp., Nashville 37210

TENNESSEE SOCIETY OF
PATHOLOGISTS
Prei.— David R. Yates, M.D.

3055 Lebanon Rd.. Nashville 37214

Secy. —George F. Bale. M.D.
1709 Valleybrook Dr, Memphis 38117

TENNESSEE CHAPTER, AMERICAN ACADEMY OF
PEDIATRICS AND TENNESSEE PEDIATRIC

SOCIETY
Chairman —Gtorgt A. Zirkle, Jr., M.D.

608 W. Main Ave., Knoxville 37902

Pres. — Bobby C. Higgs. M.D.

779 W. Forest Ave.^ Jackson 38301

Secy. -Eric M. Chazen, M.D.
3825 Cleghom Ave.. Nashville 37215

E.xec. Secy. — Ms. Susan Mahoney

112 Louise Ave., Nashville 37203

TENNESSEE REGION, AMERICAN COLLEGE OF
PHYSICIANS
Governor— BldW D. Erb, M.D.

616 W. Forest Ave., Jackson 38301

TENNESSEE SOCIETY OF
PLASTIC AND RECONSTRUCTIVE SURGEONS
Pre5.— Phil D. Craft, M.D.

1010 E. 3rd St., Chattanooga 37403

Secy. —James G. Murphy, M.D.
220 S. Claybrook, Memphis 38104

TENNESSEE DISTRICT BRANCH, AMERICAN
PSYCHIATRIC ASSOCIATION
Pres. — H. Max West, M.D.

920 Madison Ave., Memphis 38103

Secy..— David V. MacNaughton, M.D.
16 Ashland Terr., Chattanooga 37415

Exec. Secy. — Ms. Susan Mahoney

112 Louise Ave., Nashville 37203

TENNESSEE PUBLIC HEALTH ASSOCIATION
(PUBLIC HEALTH OFFICERS SECTION)
Pres. -B. D. Hale, M.D.

110 Wilson, Brownsville 38012

Secy. — Fredia G. Wadley, M.D.

2501 Milne Ave., Chattanooga 37406

TENNESSEE
RADIOLOGICAL SOCIETY
Pres. —William W. Riggs, M.D.

848 Adams Ave., Memphis 38103

Secy. —William P. Stallworth, M.D.
P.O. Box 45. Knoxville 37901

TENNESSEE CHAPTER, AMERICAN COLLEGE OF
SURGEONS
Pres. — Herschel A. Graves. M.D.

330 - 23rd Ave. North, Nashville 37203

Secy. — C. Eugene Jabbour, M.D.
1750 Madison Ave., Memphis 38104

TENNESSEE
THORACIC SOCIETY
Pres. —William 1. Mariencheck. M.D

6005 Park Ave., Memphis 38138

Secy — H. R. Anderson, M.D.

R. S. Gass State Office Bldg., Ben .Allen Road

Nashville 37216

TENNESSEE
UROLOGICAL ASSOCIATION
Pres.—S. Lane Bicknell. M.D.

616 W. Forest Ave.. Jackson 38301

Secy. —Charles T. Womack. Ill, M.D.

320 N. Oak .Ave.. Ctxikeville 38501
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JAMA Expands to Ten Nations in

Five Languages

The Journal of the American Medical Associa-

tion has become an important channel of medical

information for the entire Western world, with

expansion of foreign language editions to reach

doctors in ten nations in their own languages.

Doctors whose native languages are Spanish,

French, Portuguese and Japanese, in addition to

English, can now keep abreast of new develop-

ments in medicine through these ethnic language

editions of the publication.

Total circulation of the foreign language ed-

itions reached 225,000 by March when the Por-

tuguese version began publication.

More Counseling Needed to

Explore Sexual Concerns of

Postcoronary Patient’s Wife

There is a need to explore sexual concerns of

wives of postcoronary patients if normal sexual

activity is to be resumed. Interviews with 100
wives of patients show that the wife plays a

major role in the patient’s readjustment in his

future physical and emotional health. Attention

to her sexual concerns and needs is vital.

Interviews of the wives, who ranged in age
from 26 to 73 years, showed that few of the

women had received sexual instructions from a

physician, and a significantly higher percentage

of wives who had received instructions feared

sexual activity following myocardial infarction.

Fear is probably intensified or dampened by
other factors such as age, previous sex drive,

performance, anxiety, cardiac symptoms, per-

sonality changes and interpersonal communica-
tions. Fear, however, may have played a role in

affecting the frequency and quality of sexual ac-

tivity.

The study showed wives wanted sexual in-

struction to be given by a physician or a nurse,

but at the same time concluded that the health

professional must be trained to meet the chal-

lenge. The health professional, by anticipating

questions dealing with sexual concerns when
properly raised, can do much to alleviate anxiety,

shame and despair.

The results of the study among other things

showed that several women in the group who did

not resume sexual activity at all and others who
tried and failed to have sexual intercourse ex-

pressed sexual anxieties and frustration. This

may cause a wife to react with despondency or

anger to her mate’s illness and change in sexual

pattern and, in return, may have a depressing

effect on him and his performance.

Of the 100 couples studied, 76 resumed regu-

lar sexual activity, 22 maintaining the precoro-

nary frequency of sexual activity, while five

couples increased, and 49 decreased their fre-

quency. Of the 24 couples who did not resume,

ten never tried and 14 tried but were unsuccessful

due to impotence. Of these 24, ten wives ex-

pressed frustration and concern about the termi-

nation of sexual relations.

Postmarketing Studies Confirm

Effectiveness of New Ulcer Drug

Further postmarketing studies of cimetidine

(Tagamet) for treating stomach ulcers have confirmed

that the product is safe and effective. It is one of a

new class of products that in recent years has been so

effective in treating stomach ulcers that it seldom is

necessary today to operate on an ulcer patient. Data

were obtained from almost 10,000 patients over a

three-month period.

Overall incidence of adverse effects reported was

4.4%, and they were virtually identical to side effects

noted in premarketing testing. Adverse effects were

nausea, vomiting, diarrhea, pain, cramps, dizziness

and headache, in four or five of each 100 users. More
than 1,000 physicians throughout the nation cooper-

ated with researchers at Smith Kline & French

Laboratories, Philadelphia. Each doctor reported on

an average of nine or ten patients who were receiving

cimetidine.

New Directory Lists

Medical Residents

A total of 64,332 young physicians are in residency

training in the United States in the 1979-80 academic

year. This is an increase of 1,169 trainees over the

previous year. The largest increase in number of resi-

dents from the 1978-79 year to the current year is in

the specialty of family practice.

In the current academic year 43.9% of all residents

are in training programs in family practice, internal

medicine or pediatrics. If obstetrics/gynecology is in-

cluded, 51% of all residents are being trained in

primary care specialties. Women in residencies total

11,839, or 18.7%. Some 20.2% of all physician
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trainees are graduates of foreign medical schools.

These facts are found in the newly published 1979-

1980 Directory of Residency Training Programs.

Copies of the directory may be obtained from:

Order Department (OP-74), American Medical As-

sociation, RO. Box 821, Monroe, WI 53566. Single

copies are $10; copies to be sent outside the United

States are $13, prepaid.

Stress Fractures Plague Joggers

Joggers are turning up in the doctor’s office fre-

quently these days. Often the joggers are suffering

from painful stress fractures. With the increase in

jogging, there has in an associated increase of joggers

seeking relief from pain in the feet and legs. The pain

can be caused by arthritis, by muscle or tendon strains

or by stress fractures.

The symptom of the stress fracture is pain relieved

by rest. Radionuclide bone scan often reveals the

stress fracture earlier than conventional x-rays, which

can delay an exact diagnosis from three weeks to three

months after the pain begins. The importance of early

detection of stress fractures is early treatment. Un-

diagnosed stress fractures can progress to complete

fractures.

Diabetics Can Compete in Sports,

Says AMA Pamphlet

Persons with diabetes can compete in sports or ath-

letic events without limitation from their disease if

they plan ahead.

This is the conclusion of a new pamphlet from the

American Medical Association, “Diabetic Athlete.’’

To prevent low blood sugar, the AMA advises the

diabetic athlete to use foods which contain starch or

protein which is slowly absorbed and make the glu-

cose available over a prolonged period. To correct low

blood sugar, says the AMA, use foods with a rapidly

available source of simple sugar (sugar, fruit juice,

honey, etc.).

The pamphlet was prepared in response to many
queries received by the AMA for information regard-

ing diabetes and exercise from insulin-dependent

young people who wish to participate in sports, and

from parents and coaches. It explains the nature of

diabetes, the physiology of exercise, how exercise

affects the person with diabetes, how the young dia-

betic should prepare for sports or exercise and hypo-

glycemia (low blood sugar). A table of caloric

equivalents of physical exercise for various types of

exertion is included, to help the diabetic plan food

intake.

The pamphlet was prepared by the Advisory Panel

on the Diabetic Athlete of the AMA Council on Scien-

tific Affairs. Copies may be ordered from Order De-
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partment (OP-084), American Medical Association,

P. O. Box 821, Monroe, WI 53566.

Aspirin with Alcohol Aggravates

Ulcer Potential

A team of researchers from the Upjohn Company
reported that a combination of aspirin and alcohol

produced bleeding ulcers in rats in doses that were too

low to damage the stomach separately.

Female rats of 205 gm were fasted for 24 hours and

then given aspirin orally in doses ranging from 10 to

50 mg/kg. The aspirin was suspended in 1 ml of wa-

ter, 10% or 20% ethanol. Control rats received only

water or ethanol. One hour after treatment, their

stomachs were examined for ulcerations.

Water, ethanol (10% or 20%) and aspirin used alone

at doses of 10, 17.5 and 25 mg/kg produced no gastric

lesions.

Aspirin in combination with 10% ethanol produced

no lesions at the 10 mg/kg dose, 1.9 lesions per

stomach at 17.5 mg/kg, 3.3 lesions at 25 mg/kg and

13.4 lesions at 50 mg/kg.

More significantly, aspirin and 20% ethanol pro-

duced 5.6 lesions at 10 mg/kg, 11.4 lesions at 17.5

mg/kg, 18.1 lesions at 25 mg/kg, and 19.1 lesions at

50 mg/kg.

Cigarette Smoking Blamed in

Miners’ Lung Disease

Cigarette smoking is the true culprit in causing

lung disease in coal miners, and the incidence of

truly disabling Black Lung Disease among min-

ers has been greatly overstated. A report from the

University of West Virginia Medical Center,

Morgantown, points out that of 150 miners who
claimed to be disabled from inhaling coal dust,

only eight actually had significantly impaired

breathing function, and none had the severe

problem of progressive massive fibrosis (PMF),
“the only true disabling form of coal workers’

pneumonoconiosis.’’ All of the 150 were
cigarette smokers.

Substantial and disabling ventilatory impair-

ment is distinctly uncommon in claimants for

Black Lung compensation. The only inferences

that can be drawn from these data are that either

disabling airway obstruction in the absence of

PMF is no more common than in the general

population, or that coal miners have a type of

disabling respiratory impairment that is not de-

tected by spirometry.

Some authorities have held that the latter con-

clusion may be true, and that an additional test of

blood gases is necessary to test miners’ breath

volume properly, but in a comparative study of
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miners tested with both spirometry and blood gas

studies there was no difference in the findings of

the two methods. The blood gas studies are

therefore a waste of money.
The Black Lung Benefits Reform Act of 1977

is difficult to administer and often results in an

unfair and inequitable distribution of public

funds. Disability, even when it exists, is rarely

caused by coal particles alone but is usually the

result of other factors, such as cigarette smoking.

A man in whom emphysema develops and who
has a history of being a coal miner can receive

compensation, while another victim of the same
disease, who never worked in a coal mine, re-

ceives no compensation. Unless a physician ex-

ercises great care in assessing those who wish to

claim benefits, and unless sound and honest sci-

entific judgement prevails over the wish to be a

kindly benefactor, an improper drain on the pub-

lic treasury will take place.

Risk of Skin Cancer from

Tanning Evaluated

An older person who tans poorly is at in-

creased risk of skin cancer from tanning.

Excessive exposure to sunlight increases the

risk of skin cancer. But some individuals are

much more likely to get skin cancers from ex-

cessive tanning than others.

1. With enough exposure, anyone is at sub-

stantial risk for skin cancers.

2. The effects of sun exposure take 20 or

more years to become evident. The young sun

enthusiast should be made aware of the conse-

quences of repeated exposures, especially if he

does not tan easily.

3. Given the same amount of exposure, older-

subjects are more susceptible to skin cancers than

are younger subjects.

4. The ability to tan is a greater deterrent to

skin cancer than is a dark complexion.

FAMILY PRACTITIONER/
GENERAL PRACTITIONER NEEDED

U.S. Public Health Service Outpatient Clinic

Memphis, Tennessee

• Five 8-Hour Workdays
• No Weekends
• No After Hours

Complete ambulatory care facility located in the

downtown Memphis medical complex. Prefer Board
Eligible or Board Certified individual.

For information contact: Director, USPHS Outpatient

Clinic, 969 Madison Ave., Suite 907, Memphis, TN
38104, Tel. (901) 523-7001.

WHERE WOULD YOU LIKE TO PRACTICE
MEDICINE?

Germany or Little Rock — Alaska or Tucson,

Arizona' — whatever your geographical prefer-

ence, we’ll work to place you there. And you’ll

know the assignment before you are committed.

THE AIR FORCE IS

ACCEPTING APPUCATIONS IN IRE
SPECIALTIES CHECKED BELOW
( ) Family Practice

( ) Pediatrics

( ) OB/GYN

( ) Neurology

( ) Radiology

( ) Psychiatry

( ) Cardiology

( ) Allergy

( ) ENT

( ) General Practice

( ) General Surgery

( )

( )

( )

( )

( )

( )

( )

Internal Medicine
Orthopedi cs

Ophthalmology
Anesthesiology
Gastroenterol ogy
Dermatol ogy
FI ight Medicine
Hema/Oncology

Joel Laney

USAF Health Professions

Nashville, Tennessee

(615) 251-5530

(Contact above recruiter for

“specialties to be checked”)

[0
A great way of life.
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INDUSTRIAL PHYSICIAN

Consider a new career with

Tennessee Eastman in Kingsport

Tennessee Eastman Company, a large manufac-

turer of Chemicals, Fibers and Plastics, needs a

staff physician to provide general occupational

medical services to an employee population of

close to 12,000 people. We are located in Kings-

port, one of the most progressive areas in the

upper, eastern Tennessee region. You will prac-

tice in a modern, well-equipped plant medical

center, receive a salary based on experience and

qualifications, and an outstanding employee
benefits program. You will also enjoy the beauti-

ful scenery of the southern Appalachian Moun-
tains, with numerous parks and recreational

lakes nearby. If interested, send your resume
in confidence to:

Mr. M. F. Lowe
Personnel Department

TENNESSEE EASTMAN COMPANY
Division of Eastman Kodak Company

P.O. Box 511

Kingsport, TN 37662

An Equal Opportunity Employer M/F

PHYSICIANS

One of America’s largest health care corpora-

tions is currently seeking both a full and part-

time Physician for our Plasma Donor Center

located in Tennessee. Responsibilities will

include performing physicals in conjunction

with donor screening and evaluation. The part-

time position would provide support when
regular staff physicians are on vacation.

Our requirements are flexible and we will

consider licensed but non-practicing physicians

as well as those desiring to work on a consult-

ing basis.

We offer excellent working environment and a

highly competitive salary. For further infor-

mation, please send curriculum vitae to;

Ad Tech, Inc.

17842 Irvine Blvd., Suite 118

Tustin, California 92680
Equal Opportunity Employer M/F

614

OPPORTUNITIES IN

EMERGENCY MEDICINE
AVAILABLE

Spectrum Emergency Care, the largest contract

emergency group in the nation, staffing and manag-

ing over 180 emergency departments in 29 states,

has several clinical and directorship positions avail-

able throughout the state of Tennessee. Enjoy the

benefits of flexible scheduling, no on-call rdspon-

sibilities and no financial obligations. These benefits

plus availability of attractive fee-for-service minimum

guarantees are just a few of the reasons why physi-

cians find association with Spectrum a rewarding

alternative to private practice.

For information send credentials in confidence to

Mr. Richard Ballard, 970 Executive Parkway, St.

Louis, MO 63141, or call toll-free, 1-800-325-3982.
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Manageyourpatient time for^alitycare.
Mwage jronrpractice forgreater efficienqr.

A medical practice is conummi-
cations intensive. Bell- at the
forefront ofcommunications
knowledge - offers systems and
services to help you make more
and better use ofyour doctor-
patient time. And increase staff

productivity by increasing effi-

ciency in office procedures.

Eliminating manual information handling
reduces clerical work so your staff can
focus on patient care.

Streamline communications.
Numerous practice management
problems are fundamentally
related to communications.
It takes an average of 75
information exchanges,
verbal and on paper, in-

volving doctors, pa-
tients, office personnel,
hospitals, outside
providers, to move each
patient from appoint-
ment scheduling through
payment processing.
Bell communications
systems can help you
manage these exchanges
more effectively.

Improve patient flow.
And cash flow.

Cut down or cover no shows.
Speed collections. Reclaim bad
debt write-offs. A Bell Phone-
Power Program can teach your
staffproven techniques for han-
dling these problems better.

Reduce patient impatience.
Decrease waiting time. Elimi-
nate conflicting appointments.
Level out peaks andvalleys in
patient load. Bell data terminals
that access automated sched-
uling systems can help avoid
clerical errors and needless dis-

ruption ofthe doctor’s schedule.

Improve staff coordination.
Eliminate time-consuming foot-

work. Bell communications sys-

tems can provide instant inter-

office consultation, personnel
tracking, patient location.

Expedite billing and
claims processing.

Recapture lost-to-error billings.

Reduce turn-around time on
third party reimbursements.
Relieve the paperworkburden.
Bell data terminals such as the
Dataspeed®40 will access a
computer or service bureau to
provide quick and accurate
recording and retrieval ofbilling

and claims information.

EarnCME credit.
Bell offers medical-oriented
seminars to showyouhow the
latest communications tech-
nology and techniques can im-
prove your practice management
procedures. In one short, enlight-
ening forum, you’ll gain valuable
information to help you improve
practice profitability. And you’ll

earn Category 2 CME credit.

clinics, a sophisticated Horizon®
system or a totally electronic
Dimension® PBX offers the flexi-

bility large practices demand for

unique communications needs.

Call onthe specialists.
South Central Bell has account
executives trained to solve the

Gain from advanced
technology.

Whether your practice is solo or
group, a Bell communications
system with features for the fu-

ture can help you manage better
today. The ComKey® family of

systems offers intercoms with
one-button signaling and hands-
free answering, multi-line con-
ferencing for discussions with
several colleagues at once, and
other features for speed and
efficiency. For large groups and

Advanced ComKey * systems with

hands-free intercom keep recep-
tionists, nurses, technicians within
instant reach.

^'^^'^unique communications prob-
lems of medical practices, solo
and group. Put our knowledge
to work for you. Call toll free,

1-800-633-6272, Ext. 100 (in
Alabama, 1-800-272-8484). Or
complete and mail the coupon
below. South Central Bell.

The knowledge business

South. Central Bell
Suite 100, P.O. Box 336
Birmingham, Alabama 35201

Yes
,
we want to improve our practice man-

agement procedures. TfeU me more about:

Phone-Power for medical practices
Billing/claims processing
Automated scheduling
ComKey® systems Data terminals
Electronic commimications systems
for groups/clinics
Bell’s medical-oriented seminars that
earn CME credit.

Name —
Practice Name —

Solo Group/No. Physicians

Address

City/State/Zip

.

Tblephone (

CaU toll free: 1-800-633-6272
Ask for Extension 100.

(In Alabama, dial 1-800-272-8484)
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Introduction

The Statewide Family Planning Program in

Tennessee is directed primarily towards improv-

ing the health and welfare status of individual

families. The objectives are to promote maternal

health and to reduce maternal and infant mortal-

ity and morbidity. Infant mortality can be re-

duced by optimal family size, spacing and timing

of the first birth. It is commonly assumed that

infant and maternal morbidity and mortality can

be reduced by reducing the frequency of

childbearing among the very young teenagers, as

well as among women over 35, by optimal fami-

ly size and spacing and by timing of the first

birth. In addition to medical problems, a good
proportion of women becoming pregnant at an

early age face increased social problems as a re-

sult of being unmarried. In 1978, of all live

births to teenagers in Tennessee, 40% were to

From the Tennessee Department of Public Health,

Nashville.

Dr. Campbell is a health planner with the Maternal

Health Services Division, TDPH; Dr. Atrash is a guest re-

searcher with the Family Planning Evaluation Division of

the Center for Disease Control, Atlanta, assigned to the

TDPH; Dr. Allen is the commissioner of Health, Kentucky
Department of Human Resources, formerly director of

Community Health Services Administration of TDPH; and

Dr. Rochat is deputy director of the Family Planning

Evaluation Division, Bureau of Epidemiology at the Center

for Disease Control, Atlanta.

BERDELLE CAMPBELL, M.S.P.H.; HANI K. ATRASH, M.D.;

DAVID T. ALLEN, M.D.; and ROGER W. ROCHAT, M.D.

unmarried girls (20% of births among whites and

84% of births among blacks).^ Teenagers also

have one third of all abortions every year; the

number of abortions has been steadily increas-

ing, indicating a greater number of unwanted

pregnancies, most of which could be prevented

by the use of contraceptives obtained either at a

physician’s office or at a family planning clinic.

Disregarding abortions and considering only

live births, our comparative fertility analysis re-

veals a continuing and increasing problem of

large numbers of unwanted births to teenagers in

Tennessee. In 1975, for white unmarried teen-

agers the percentage deviation of fertility rate

above the nationally “desired” value was 500%,
for black teenagers 364%^; in 1978 the percent-

age deviation was up—600% for whites and

395% for blacks. (For statistical purposes, the

“desired” level of fertility has been defined by

the Center for Disease Control, Family Planning

Evaluation Division as either “wanted” and/or

“planned,” determined by interviews with sam-

ples of women nationwide.) Despite those in-

creases there is evidence that family planning

programs are having an impact and their ex-

istence and growing acceptance by teens is a

positive factor. Currently in Tennessee about one

third (or about 50,000) of the total family plan-

ning patients served by the state Family Planning

Program are 19 and under, and teen patients are

typically already sexually active before coming

to a family planning clinic (the first visit is often

SEPTEMBER, 1980 629
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for a pregnancy test).

In 1976, Zelnik and Kantner^ found in nation-

wide studies an increasing prevalence of premari-

tal sexual experience among teenagers. By age

19, 55% of women had sexual experience (49%
of whites and 84% of blacks) compared to 47%
in 1971 (39% of whites and 76% of blacks), and

18% of females were found to have had sexual

experience by age 15.^ Teenagers were also

found to be at higher risk of pregnancy since

their knowledge of the reproductive cycle and

conception was inadequate and/or inaccurate.^

This lack of accurate information emphasizes the

need for improved quality and availability of sex

education for teenagers who may be willing to

use a coitally related method of contraception,

especially since many of them have infrequent

sexual intercourse (72% of those surveyed had

four or fewer sexual experiences per month).

^

The role of a family planning clinic (and more
specifically a teen clinic) is substantial, as 45%
of sexually active, unmarried teenagers using

contraceptives obtained their first prescription

from a family planning clinic,^ and 72% of all

teenagers were reluctant to ask for financial as-

sistance from their parents for family planning

because they were concerned mostly about pa-

rental objection or because they felt that using

contraception was a personal decision.^ Since

most teenagers have no personal income, they

often cannot afford to pay for services at a pri-

vate physician’s office. This has been recognized

over the past few years, and more and more

clinics are directing their efforts towards making

it as easy and as convenient as possible for teen-

agers to get services at family planning clinics.

In Tennessee, teenagers are usually considered to

be without income and are exempted from pay-

ing fees for services in public clinics.

Over and above the demographic significance,

the current levels of unwanted pregnancies con-

stitute many kinds of serious costs to individuals.

For many it means poor prospects for employ-

ment and limited opportunities for themselves

and their children. For others the costs are mea-

sured in increased family stress and unhappiness,

altered life plans, and less time and attention for

each child. For teenagers an unwanted pregnancy

may set off a chain of events that acutely fore-

closes their future potential, possibly leading to

stunted education, precipitate marriage, denied

career, and damaged health. Additionally, un-

630

wanted teen pregnancies are associated with

serious health consequences such as the

increased incidence of prematurity, mental retar-

dation, infant and maternal mortality and mor-

bidity, and physical or emotional neglect and

abuse.

In Tennessee, the role of the state Department

of Public Health has shifted from passive support

before 1970 to direct assistance and coordination

of local health department family planning ef-

forts. The purpose of the Tennessee Statewide

Family Planning Program is to provide full and

free access to voluntary family planning services

and education as a means to improve the total

health of families. The program seeks to accom-

plish these goals by providing quality family

planning services to a maximum number of

people with a maximum of community participa-

tion and by involving the Family Planning Pro-

gram in the planning and delivery of community
coordinated comprehensive health care.

The program has four major goals:

1 . To assure the delivery of high-quality fam-

ily planning services to all persons request-

ing them in a manner which provides for

compliance with appropriate standards and

regulations, while protecting the dignity of

the individual being served;

2. To enable more individuals to be aware of

the services offered by the program, to un-

derstand the concepts underlying family

planning, and to avail themselves of ap-

propriate services when they so need and

desire;

3. To give attention, within the context of the

Family Planning Program, to the unique

concerns or needs of certain population

groups and to provide special services

when appropriate and feasible;

4. To provide sound administrative and fiscal

management of the Statewide Family Plan-

ning Program, assuring effective utilization

of all available resources.

History

Early History: Birth Control Clinics

The history of family planning programs in

Tennessee goes back to the 1930s when Tennes-

see and North Carolina were the first states to

have birth control clinics associated with health

and welfare agencies. In the fall of 1937 Tennes-

see’s first hospital-based birth control clinic was

opened in Knoxville and in November of that

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



year the first public health birth control clinic

began in Nashville (one of 400 cities in the

United States to have such a clinic) providing

free foam, powder, and diaphragms. In 1938

about ten new patients a week were being seen in

the Nashville clinic where a total of about 400

charity cases attended classes and received ser-

vices. During the same year, efforts were made

by the Child Welfare Division of the Children’s

Bureau to close down these clinics because a site

visitor was not in sympathy with birth control

clinics. A concerned local citizen protested,

wrote letters and even went to Washington. The

clinics were saved and a change in Children’s

Bureau Policy was made. Strong support came

from the Nursing Council in Nashville - Miss

Ivah Uffelman; State Welfare Commissioner -

George Cate; Nashville Health Officer - Dr. John

Overton; Vanderbilt Medical School Dean - Dr.

W. S. Leathers; and local Planned Parenthood -

Mrs. Delbert Mann. Financial support was from'

the Clinical Research Bureau (Proctor and Gam-
ble funds), private funds raised locally by

Planned Parenthood, and some funds provided

by National Planned Parenthood Federation.

In March 1944, Nashville health department

clinics were “temporarily closed,’’ because of a

lack of support following administrative

changes. A shortage of staff to serve as clinicians

was the reason stated publicly, but the various

political angles were clearly the cause. It was

proposed that clinics be opened instead in hous-

ing projects in cooperation with Meharry and

Vanderbilt medical schools.

Although the Planned Parenthood Federation

of Tennessee and the local Planned Parenthood

group in Nashville were strong supporters of the

clinics and the movement, the war in the ’40s

took its toll, and in January 1945 the state

Planned Parenthood Office was closed.

Family planning in Tennessee was virtually

unheard of in the late ’40s and all during the

’50s. When renewed interests and efforts were

begun in the ’60s, the only family planning clinic

in Nashville was the one at Hubbard Hospital,

begun in 1945 by Dr. W. F. B. James, Meharry

Medical School.

Early Family Planning Projects

Even though during the early ’60s family

planning was not a widely publicized issue in

Tennessee, developments were occurring quietly

at the local level: A new program beginning was
achieved in 1963 when Planned Parenthood of

the Southern Mountains, Oak Ridge, volunteered

to run a family planning clinic with the Public

Health Department providing the space and a

doctor. In January 1964, mainly through the ef-

forts of Dr. R. H. Hutcheson, the first public

health family planning clinic was opened in Wil-

liamson County, Franklin, Tenn., as a pilot proj-

ect. In October 1965, Metropolitan Nashville be-

came the first city in the Southeast and the third

city in the nation to establish a family planning

clinic with federal government funds, obtained

through an OEO (Office for Economic Opportu-

nity) grant resulting from a proposal written by

joint efforts of the Planned Parenthood Associa-

tion of Nashville and the Metro Health Depart-

ment. In spite of these several encouraging

beginnings, women in only three Tennessee

counties had access to public family planning.

The Tennessee Department of Public Health

endorsed the concept of a statewide publicly sub-

sidized family planning program in February

1967 and requested budget expansion in June

1967 to include family planning as an available

service offered to the public.

In 1968, it was estimated that 93.4% of those in

need of subsidized family planning services in

Tennessee were unable to obtain such services.'*

(Total female population ages 15-44 at risk of

pregnancy plus estimated economic indices for

medical indigency and correction factors for in-

fertility, those desiring pregnancy, urban-rural

mix, and other relevent factors.) In six counties

(Davidson, Hamilton, Haywood, Knox,
Montgomery and Shelby) the exceptionally high

level of need was evidenced by their having the

highest number of fetal deaths in the entire state.'*

In that year the number of counties to offer some
family planning increased to 83 (of 95), funded

almost entirely by state and local dollars.

The first federally funded rural family plan-

ning program began in early 1969, in five south-

west Tennessee counties— Fayette, Hardeman,

Haywood, Lauderdale, Tipton— and at the same

time a major urban program was begun in Mem-
phis, Shelby County. In all of these counties the

high risks associated with childbearing were ev-

idenced by the state’s highest maternal and infant

morbidity and mortality rates.

Family Planning Comes of Age

Family Planning Act of 1971

A major milestone was passage by the Tennes-

see General Assembly of the Family Planning

SEPTEMBER, 1980 631
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Act of 1971 ,
an enduring strong statement for the

cause of family planning:

“All medically acceptable contraceptive procedures,

supplies, and information shall be readily and prac-

ticably available to each and every person desirous of

the same regardless of sex, race, age, income,

number of children, marital status, citizenship, or

motive.”®

A computerized record system had been de-

veloped and instituted in 1970, at which time the

Tennessee Family Planning Program was serving

approximately 5,000 active patients. (“Active”

patient is defined as one who is enrolled in the

program, is on a contraceptive method, and has a

return appointment date.) The record system

began with a standard patient record in all family

planning clinics and was designed to collect con-

sistent information about the type of visit (new

admission, medical revisit, supply visit, annual

examination, etc.), means of contact for follow-

up, sex, age, race, marital status, education, in-

come, number of live births, fetal deaths, source

of referral, contraceptive history (methods used

and source of contraceptives), services provided

(counseling, medical services, referral), date of

next appointment, and reason for next visit (or

reason for no next visit). It is possible, after col-

lecting all information for each visit in each

clinic and submitting it to the computer every

month, to evaluate efforts of various clinics and

to provide the results to local personnel to assist

them in managing their program. Characteristics

of patients by age, race, marital status, number
of children, method of contraception, etc., are

easily obtained as well.

In 1971, the first State Plan for Family Plan-

ning was submitted with a budget of $1 million.

The grant award made in 1972 brought Tennes-

see’s first categorical family planning funds (Ti-

tle X of the federal Public Health Service Act).

By the end of 1972, publicly supported family

planning was available in all 95 counties and the

number of patients enrolled exceeded 100,000.

Special family planning projects were also func-

tioning in all four major metropolitan areas,

Memphis, Nashville, Knoxville, and Chat-

tanooga.

The Family Planning “Team”

In 1972, the first family planning nurse prac-

titioner was trained and the “team” concept was

initiated. Use of the nurse practitioner allowed

the program to extend the limited physician

632

manpower to cover greater areas in Tennessee. A
family planning team consisted of a family plan-

ning nurse practitioner (FPNP) functioning under

standing orders from a local physician, one or

two RNs and/or LPNs, a clerk and an outreach

aide. During FY ’73, four new teams were im-

plemented, headed by newly trained FPNPs. By
the end of 1974, a total of ten family planning

teams provided regularly scheduled services to

patients in 50 Tennessee counties.

In December 1972, a full-time council coor-

dinator was added to the staff to organize a State

Family Planning Council and regional councils

in all nine regions. Consumer input as provided

by council structure was a requirement for fed-

eral funding under Title X of the Public Health

Service Act. By June 1973, the state council and

seven regional councils were functional.

The first vasectomy clinic to be a part of Ten-

nessee family planning was initiated under con-

tract with Planned Parenthood Association of

Nashville in 1972, and in 1973 sterilization ser-

vices were made available statewide, with 60

contracting hospitals and 75 contracting physi-

'cians providing vasectomies and sterilizations.

In 1973, third-party reimbursement for family

planning services became available through a

contract with Medicaid, a potential for an addi-

tional $2 million from indigent patient services.

Also, funds from the Social Securities Act have

been available since 1974 (Title IV-A and sub-

sequently Title XX).

In 1975, $250,000 of Maternal and Child

Health money, earmarked for special demonstra-

tion project use, was made available for a teen

clinic in Metro Nashville. This new clinic pro-

vided basic primary health care screening and

contraceptive education, counseling and ser-

vices. When after one year the Metro Health De-

partment decided to relinquish the clinic because

of difficulties with the City Council, the Planned

Parenthood Association of Nashville applied for

and was awarded the grant, and has operated the

East Nashville Teen Clinic since then. In 1979, a

second site. Teen Clinic South, was added.

The Family Planning Program introduced its

special Teen Initiative Project in FY ’78, with

$215,000 from Title X to be allocated to areas of

the state with the highest fertility rates among
teenagers. An additional $250,500 was allocated

in FY ’79 to expand the Teen Initiative Program.

At the same time a special direct grant ($95,000)

was made to the Memphis Association of

Planned Parenthood by the National Family

JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Planning Service to develop a pilot sex-education

program.

In November 1977, a policy of charging pa-

tients a fee for services based on a sliding scale

was adopted. Experience has shown that most

patients who come to public clinics and are el-

igible to pay fees (i.e., income above Medicaid

and Title XX income eligibility guidelines) actu-

ally have rather low income and therefore pay

only 10% or 20% of the fee. Charges made di-

rectly to patients are the same as charges to

Medicaid and Title XX for the same services.

Exceptions to the patient fee system are made for

those women 19 years or under who are consid-

ered without income and whose family income

cannot be used for reasons of confidentiality.

Services are not denied any patient who does not

pay.

At the present time (FY ’80), the Tennessee

Statewide Family Planning Program has ex-

panded widely and is available in 195 clinics

(through private providers and local health de-

partment clinics), with a budget of S8.8 million

($4.1 million Title X; $1.3 million state, local,

and private; $1.8 million Title XX; $0.7 million

Medicaid; $0.5 million Title V; $0.5 million pa-

tient fees) and is serving more than 156,000 un-

duplicated patients. This is a phenomenal growth

when compared to a budget of $100,000 in 1970

and only 5,000 active patients.

Figure 1. Numbers of family planning patients in Tennessee 1969-1979.
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In the early ’70s as family planning services

were made available in all health department

clinics in all counties, the number of patients

benefiting from these services increased remark-

ably. Patient load peaked in 1975 with 125,587
active patients, (170,000 unduplicated), then

began experiencing a decline until 1978 (Fig. 1)

(Figures available for 1976 are not considered

reliable because of complications resulting from

transition to a new data system. Further, sterili-

zation patients were no longer counted in the

system after July 1, 1976. Therefore, subsequent

totals are reduced by that amount.) It has been

conjectured that charging fees has been a factor

in patients leaving the program. Limited study in

one region seems to support this theory, but is a

relatively small sample of patients. It is believed

that many of those leaving the program because

of fees are patients who, being income eligible to

pay the maximum or near maximum amount,

have simply chosen to transfer to private care. As
long as this is the case they are not “dropouts”

to contraception which would be the major con-

cern. Our data reveal that of all new family plan-

ning patients, Medicaid and Title XX eligible

patients accounted for 14% in 1975 (i.e., prior to

the fee for service schedule), while in 1978 (after

initiating fees) those patients accounted for 60%
of all new acceptors.

Meeting the Need

The success of a family planning program is

measured by how much of the need for family

planning services is met, with special attention to

all low-income women but particularly unmar-

ried teenagers. Studies have shown that 45% of

unmarried sexually active teenagers receive their

services for contraception at family planning

clinics.^ Using the Dryfoos formula to estimate

the number of unmarried teenagers in need of

family planning services,^ in 1979— there were

estimated to be 58,734 unmarried teenagers in

need of family planning services in Tennessee.

During that year the program served 38,622 un-

married teenagers, thus reaching 66% of unmar-

ried teenagers in need (i.e., reaching its goal).

Experience and studies have shown that only one

third of the married women who are 150% below

poverty level get their contraceptive care at fam-

ily planning clinics, the remainder from private

physicians.’ Again using the Dryfoos formula,^

in 1979 there were 114,348 in this category of

634

married low-income women in need of family

planning services in Tennessee. The program

served 52,045 patients or 46% of that popula-

tion. Considering that 33% would be the norm

expected to be served by public family planning,

the program is reaching its goal in this respect.

Continued efforts are needed to keep family

planning services available to unmarried teen-

agers as well as to low-income married women.

Of all patients served by the Tennessee

Statewide Family Planning Program, 38% are

black (black females constitute only 16% of all

Tennessee family population 15-44 years old)

and 29% are teenagers (teenage females are only

21% of all females 15-44 years old). Of all teen-

age patients, 40% were black (only 20% of all

teenage females in Tennessee are black). Thus

the program, serving proportionately more teen-

age black females, is reaching the population

group with the greatest priority need.

Summary
Although the beginnings of family planning in

Tennessee go back to the mid- 1930s, it was not

until 1971 that the Tennessee Department of Pub-

lic Health began actively supporting the program

with dollars, and family planning became a

statewide program. The number of patients has

increased to more than 150,000 (unduplicated)

and the current program budget is $8.8 million.

Even though the program is achieving its goal of

reaching the majority of married, low-income

women in need of family planning services,

more efforts will be needed to reach teenagers

who cannot or do not obtain family planning ser-

vices and who continue to have the highest

number of unwanted births as well as a large

proportion of abortions. r ^
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Use ofa Videotaped ^'Coping ModeU
For Teaching Pelvic Examinations

RENATE H. ROSENTHAL, Ph.D.; FRANK W. LING, M.D.; LINDA WHEELER, C.N.M.;

TED L ROSENTHAL, Ph.D.; and BERTRAM H. BUXTON, M.D.

Statement of Problem
Performing the first pelvic examination can

arouse considerable anxiety. Most students are

insecure about their skills and worried about

hurting the patients, and in addition may have

some rather embarrassing thoughts or percep-

tions about the patient and the situation, feeling

inadequate, insecure, and vulnerable.

In the past, our teaching faculty have tried to

get students to verbalize some of their feelings in

small groups and on questionnaires, but they

proved very reluctant to express any emotions,

least of all thoughts of a sexual or judgmental

nature. Responses were limited to highly intel-

lectualized statements such as, “I have so much
more to learn,” “I feel insecure,” “I know this

hurts my wife; I hope I don’t hurt the patient.”

Recognizing that students would not respond

well to faculty’s verbal attempts to elicit em-

barrassing or judgmental thoughts, a videotaped

movie was devised to help them come to grips

privately with some of these cognitions. Sub-

sequent discussion with faculty was encouraged

but not pushed.

The rationale for this approach stems directly

from the voluminous research on psychological

modeling (e.g., Rosenthal and Bandura^ and on

the use of modeling procedures to help the fear-

ful and apprehensive cope with potentially stress-

ful events (e.g., Melamed and SiegeB).

Method and Procedure
The subjects were 146 (second year) students,

most of them white men in their early 20s,

scheduled for giving their first pelvic examina-

tion to a patient-instructor. A group of 19 women
had been trained intensively to guide the students

From the Department of Psychiatry’ (Drs. R. Rosenthal

and T. Rosenthal), and the Department of Obstetrics and

Gynecology (Dr. Ling, Ms. Wheeler, and Dr. Buxton), Col-

lege of Medicine, University of Tennessee Center for the

Health Sciences, Memphis.

Reprint requests to 42 N. Dunlap, Room 440, Memphis,

TN 38103 (Dr. Renate Rosenthal).

through the steps of a pelvic examination to be

carried out in the private practice obstetrics and

gynecology offices at the University of Tennes-

see Center for the Health Sciences. The movie

was viewed by groups of no more than 20 stu-

dents at any one time.

Materials. A cassette videotape was shown

either before the pelvic examination instruction

session (N= — 3), or after the session (N=83).

All students were asked to give feedback at the

end of the session, using a questionnaire, as to

the merits of the tape and the general quality of

the instructional package (Table 1).

The videotape, which lasts approximately ten

minutes, depicts an attractive young woman pre-

paring for and undergoing a pelvic examination.

The sound track consists of a male voice (physi-

cian) and a female voice (patient) verbalizing

their private thoughts and feelings about each

other and about the situation. The woman’s

statements include comments about the office

(‘‘they should have a better place to put clothes

here”), about the examiner (‘‘he looks young—

I

wonder if he knows what he’s doing”), self-

conscious thoughts about body odor, etc. The

examiner’s thoughts express apprehensions

about her perceptions of him, about his own lack

of experience, his reluctance to call for supervi-

sion, and some judgments about the patient’s

physical appearance. The examination is ulti-

mately brought to a mutually satisfying end as

both parties work through their anxieties and

misgivings about the situation.

The actor’s faces are never shown. The major-

ity of the film is taken from the visual perspec-

tive of the physic'ian. The sound track does not

convey a dialogue, but rather comes across as

two intermeshing streams of consciousness.

Experimental Groups. Eighty-three students

saw the film after their instruction; the remaining

63 saw the movie before the session with the

patient-instructors. Initially, the students were

simply shown the movie without comments

about the sound track. However, when three stu-
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TABLE 1

STUDENT FEEDBACK ON THE USE OF TEACHING FILM FOR PELVIC EXAMINATION

Film Before Pelvic Film After Pelvicf

with comments about without comments about with comments about

sound track (N=63) sound track (N=34) sound track (N=49)

Mean SD Mean SD Mean SD

How realistic did you find the

contents of the film?

3.29 4.08 4.36 5.38 4.29 5.58

How much did the film jog your

memory about some of your own
thoughts and feelings?

3.87 4.54 3.97 6.03 4.41 4.98

How well did the film suggest

the kinds of thoughts and

feelings an actual patient

may have?

2.14 2.41 2.85 5.13 2.43 3.63

All in all, how much do you

feel the film will help you

with actual pelvic examination?

3.43 3.26 3.56 3.19 3.43 4.41

After seeing the film, how
-much more at ease (relaxed)

do you feel about your next pelvic?

3.40 3.85 4.50 4.49 4.49 4.69

All in all, how interesting

did you find the film as a

teaching device?

3.40 3.03 3.24 3.83 3.67 2.79

'Degree to which content of film matched students' own perceptions (rated 1 to 9, with lowest scores most favorable).

tWhether or not faculty pointed out that the sound track described "thoughts " failed to produce statistically significant differences between the two groups in

the "Film After Pelvic" condition.

dents remarked that the doctor showed poor bed-

side manner and was not aware of the patient’s

feelings, it was decided to introduce the sound
track as “thoughts, and not an interaction.’’

Thirty-four students saw the film without this

introduction; the remaining 1 1 1 students were
told that the sound represented thoughts only.

Results

Whether or not the sound track was introduced

as “thoughts’’ did not seem to make a dif-

ference, as assessed by analysis of variance.

There was a significant sequence effect. Students

who saw the film before they met with the

patient-instructors reported that they found it to

be more realistic (P = .006) and that they felt

more at ease and relaxed about performing their

next pelvic examination (P = .004). Further, on

five of six items, the mean reaction of students

who saw the film before the examination was

more positive than the mean of the after-

examination group. In general, the response to

the film was variable but on the average very

636

positive. All questions were answered in a de-

cidedly positive direction. A score of five on the

nine-point scale would have signified a “neu-

tral’’ answer. All response means fell into the

“positive’’ range with scores on the favorable

side of the neutral point (Table 1).

Discussion
Although most of the students apparently un-

derstood without further instruction that the vid-

eotape was an account of the participants’

thoughts and feelings and not a doctor-patient

interaction, since a few students misunderstood

the intent of the film, an explanation seems

needed and should be added at the beginning of

the cassette recording.

Observation of the student audience’s nonver-

bal behavior suggested very strongly that the stu-

dents empathized with the verbal content of the

tape, and in addition, seemed very interested in

the didactic aspects and appreciated being shown
a coherent sequence of a well-conducted pelvic

examination. (Although the sound track revealed
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some trepidations and worries on the examiner’s

part, care was taken to depict an adequate ex-

amination to avoid confusing the students about

technical aspects of the procedure.)

Generally, male students expressed more

interest than female students in the tape. Infor-

mally, some of the men stated they had wondered

what a woman might think or feel during a pelvic

examination, and found it helpful to confront

these thoughts openly. The female students, on

the other hand, seemed less enthusiastic. Infor-

mal feedback indicated that the women felt no

great discomfort about examining other women.

The suggestion was made, however, that an

analogous tape be produced to help women ex-

amine male genitalia.

The patient-instructors had been trained to ad-

dress both the physical and the interpersonal

components of the pelvic examination in great

detail. Consequently, students who saw the tape

after their instruction sessions did not really ben-

efit from its content since all the issues raised in

the sound track had already been very adequately

and conscientiously explained by the patient-

instructors. Because of the high emphasis on

interpersonal skills and awareness in the instruc-

tion, the contents of the tape (thoughts before

and during a “routine” pelvic examination) were

rated as more “unrealistic” by the students who
had undergone instruction, and they were in-

credulous about the “rude and mechanistic” ap-

pearance of the routine pelvic. The issues raised

in the film had already been addressed, and the

students had somehow coped with their anxieties

by the time they saw the movie. On the other

hand, showing the movie first prepared the stu-

dents for the teaching session and may have

made them more aware of and receptive to the

interpersonal components of the situation. The

students who saw the film first reported feeling

significantly more relaxed about their next pel-

vic. The videotape appeared to effectively raise

some issues which could then be openly dealt

with in the instruction session. These results

coincide with those of others (e.g.
,
Melamed and

SiegeB) in suggesting that videotaped guidance is

best presented before the event, and used in this

way can help reduce student apprehensions. This

approach can be expected to be fruitful in a vari-

ety of clinical situations. CHIP
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NEW RABIES VACCINE AVAILABLE

A new rabies vaccine for human use has been under development for several years. Two
manufacturers are currently producing this vaccine made in a human diploid cell strain tissue

culture system. The new diploid vaccine represents a distinct improvement over the duck

embryo vaccine (DEV) currently used in the United States. In addition, the new vaccine

requires only five 1 ml. doses given intramuscularly on days 0, 3, 7, 14, and 28. The

recommendations for the use of human rabies immune globulin (HRIG), at the initiation of all

postexposure rabies treatments, remain the same.

The vaccine is in relatively short supply and somewhat expensive. For a variety of reasons

the Tennessee Society of Hospital Pharmacists and the Tennessee Hospital Association have

assisted in designating nine hospitals or health departments across the state who have agreed

to purchase and have available the vaccine for use in their areas.

Contact the respective pharmacists:

Carter County Memorial Hospital

Univ. of Tennessee Hospital

Baroness Erlanger Hospital

Cookeville General Hospital

Maury County Hospital

Metropolitan Nashville General

Jackson-Madison Co. General

Memphis-Shelby County Health

Obion County General Hospital

Elizabethton, TN 37643

Knoxville, TN 37920

Chattanooga, TN 37403

Cookeville, TN 38501

Columbia, TN 38401

Nashville, TN 37210

Jackson, TN 38301

Memphis, TN 38105

Union City, TN 38261

615-543-3151

615-971-3697

615-755-7011

615-755-2541

615-381-4500

615-259-6658

901-424-0424

901-528-3907

901-855-2410

If you require further information concerning this vaccine, you may call the Merieux

Institute, Miami, Fla., 1-800-327-8387, or contact either Dr. Hutcheson or Dr. Swinger with

the Tennessee Department of Public Health at 615-741-7247.
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Vermox:the only anthelmintic
highly effective

against whipworm.
Cure Rate " Egg Reduction

VERMOX® 68%=^ 93%**

MintezoP 35% t 45% tt

Antiminth^ Not Indicated

Povan^ Not Indicated

Also highly effective against
roundworm and hookworm
Since whipworm, roundworm and hookworm are all soil-borne

helminths, mixed infections are not uncommon. Only one anthelmintic

exhibits high efficacy rates for all three nematodes: whipworm—68%;
roundworm—98%; hookworm—96%.°That agent is VERMOX®

Please see following page for Summary of Prescribing Information.

Broad-spectrum coverage
in mixed heiminthic infections

Vermox
(nnfihp>nrla 7olfi^

TABLETS
JANSSEN PHARMACEUTICA INC.

New Brunswick, N.J. 08903

Committed to research . .

.

because so much remains to be done.
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Broad-spectrum
coverage in mixed
helminthic infections
m # TABLETS

Vermox*
(mebendazole)
Contraindications VERMOX is contraindicated in

pregnant women (see: Pregnancy Precautions) and

in persons who have shown hypersensitivity to

the drug.

Precautions PREGNANCY: VERMOX has shown
embryotoxic and teratogenic activity in pregnant rats

at single oral doses as low as 1 0 mg/kg. Since

VERMOX may have a risk of producing fetal damage
if administered during pregnancy, it is

contraindicated in pregnant women.

PEDIATRIC USE: The drug has not been extensively

studied in children under two years; therefore, in the

treatment of children under two years the relative

benefit/ risk should be considered.

Adverse Reactions Transient symptoms of

abdominal pain and diarrhea have occurred in cases
of massive infection and expulsion of worms.

Dosage and Administration The same dosage
schedule applies to children and adults. The tablet

may be chewed, swallowed or crushed and mixed
with food. For the control of pinworm (enterobiasis),

a single tablet is administered orally, one time.

For the control of roundworm (ascariasis), whipworm
(trichuriasis), and hookworm infection, one tablet of

VERMOX is administered, orally, morning and
evening, on three consecutive days.

If the patient is not cured three weeks after

treatment, a second course of treatment is advised.

No special procedures, such as fasting or purging,

are required.

* Mean cure rate of VERMOX® in treating whipworm;
cure rate range of 61 -75%. Data on file at Janssen
Pharmaceutica Inc.

* Mean egg reduction of VERMOX® in treating

whipworm; egg reduction range of 70-99%. Data on
file at Janssen Pharmaceutica Inc.

Rollo, I. M. : Drugs used in the chemotherapy of

helminthiasis, in Goodman, L.S.; and Gilman, A.

(eds.): The Pharmacological Basis of Therapeutics,

ed. 5. New York, Macmillan, 1975, p. 1034.

^Miller, M.J.; Krupp, I.M.; Little, M.D.; Santos, C.:

Mebendazole an effective anthelmintic for

trichuriasis and enterobiasis. JAMA 230 (10): 1412-

1414, Dec. 9, 1974.

1 . Registered trademark of Merck Sharp and Dohme.
2. Registered trademark of Roerig.

3. Registered trademark of Parke-Davis.

JANSSEN PHARMACEUTICA INC.

New Brunswick, N.J. 08903

Committed to research. .

.

because so much remains to be done.

Valley

Psychiatric

Hospital
RO. Box 21373 • Shailowford Road
Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment facility

with programs designed to treat psychological, al-

coholic and drug abuse problems of adults, adoles-

cents and children.

A full range of treatment modalities is utilized, in-

cluding individual and group psychotherapy, phar-

macological therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for school-age children and ado-

lescents, recreational, occupational and the com-
plete range of expressive therapies. Group therapy is

five days each week with individual therapy at least

three days a week. Patients have six hours a day in

scheduled therapeutic activities. Comprehensive

outpatient services are available with outpatient

group therapy sessions being held two nights each

week.

Licensed by the State of Tennessee. A member of the

Tennessee Hospital Association, the American Hos-

pital Association, and the National Association of

Private Psychiatric Hospitals. Accredited by the Joint

Commission on Accreditation of Hospitals.

PSYCHIATRY
Robert Aug, M.D.,

Medical Director

John Bolinger, M.D.

D. Ross Campbell, M.D.

Walter Cassidy, M.D.

Henry Evans, M.D., FA.C.P,

Clinical Director

William C. Greer, M.D.

Sharon Jaynes, M.D.

David V. MacNaughton, M.D.

Michael Schmits, M.D.

Robert T. Spalding, M.D., FA.P.A.

J. William Varner, M.D.

CLINICAL PSYCHOLOGY
Paul Bartlett, Ph.D.

James Brown, Ph.D.

Patricia B. Holliday, Ph.D.

Philinda Hutchings, Ph.D.

Alexander Julian, III, Ph.D.

George O. Karasievich, Psy.D.

G. Gary Leigh, Ph.D.

Anne-Marie Meehan, Ph.D.

Jim Lee Olson, Ph.D.

Mary K. vanReken, Ph.D.
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In a Dissecting Room
S/^fm.£SS ByesM^Lf oosbo eeMBAn^

La^,Ma^6ASMES c(^/^ yer;

1 4̂̂ 7f/£m€ £Ace 4y^/i7>/e‘

WfnJ 7^ SALiy sr/LL ty^.

Lyff/^ j9/a(f so s/LfA/Qy

tmi^oos /^Piygy^tjR/L S&BA4S;

77s A £AC£ TaUT wf $££-

7^^P€A/^ V 7J^0M4£D S/^BAMS.

l/f£i£ss, n^sras aa/d aJaaJo

STA^iPPfD Of SJ^yJBy SCAlfi£L

SWa//a/^ ieaJooaJs, baaJd oy/ baaJd

LtqAMBhfrs joJd n^UscifS S££/J,

ItJCAi By /A^CAi rJe CLihJ^iAjq s^^aJ

Wfh/ jyfLUcmtf PAyyiA/^ Sfhwf

UAJKfJbiiyff w6aJo£j^ b^aaJ^

Soofi^CBS w0£Ake^xfi^^APA/ noy^^

TfA/y TAiBfmJKf MUSClfS

IbACA^ 7f4£ UPS 70 AAOyi /V SAi/ieS;

Oj^Ay/lhiE E/eaos tba/ss yyTnJ fSA^,

Close TtlBM Wi/£A/ SOfT Sleep 3£0(//l£S:

likse tJpyf K(l/r lAie p/^piyf to fypyyTIi

Tihse lUyf TAcfyk ifk moc&a/ 10 4^;
Ca^aa/o m/aJ AUyfofT ty^qiJso dob^

W^I^a!§ fOi^A/fADS GUM WTtaJ TaJ/$

i^on^oc^ TAk FpJqeys wy^
TO 7A/e 7e$r/A/q ToutA/

Of £ACaJ AfC^CU fPJt ABOyfl

WTJiLST Tf/e lEAA^f/^ MAURIS MotAJ

SsA^A/ej^, w6lLd taJatt T^bU ooUuAsr p//Jb

MySTFJ^oois potf^ o/Jee Mof^o

TUtr DBAD PO/^f /Joa/^

^

hlylAJp slaaJo

Was UM/f qf^sr or ou^s aJaas Pf^y^o/

fJoAf^r^E fo/^ceps yoJo taJe A^/fe-

Me£C/L£S$ ^TTPCK ASk fiPC£

wfn7 oEATA^yir

l47^/A/q ay ja ssyTTrei^ paacbt

likse OAJce spa^ 'sk aSstj^is wi^
nJ AoJqep^ ba^ataJ camb past;

0/^ WikiJ BieW^^poM ocep/Js TAoe

^ps Of AkALnJ OPofyJrejpe ta^abssbo

M/iqAC pbcSe, lyikpe somerAMs po/fir

SPB^ sotA, Abwfej^ 'tas A(Aj/oy(i^/

A/, wTUt lAlpjllS T^ W^IS ATuf^PEU:/

aJaS^ TeMt fUAAA^?

/f nJjs A^tAJfB a/om£ Appepp^

)k^Ai)ep^ ^oJd coma¥B^

wTJ^ taJpa/ TfJe Pw^LEp^A/ei^

likr co(Aj> \^/$aJ tfiio AA^
W/ll/am

S

u/^T AinR’LCii' —

Reproduced with permission from the College of Medicine

Journal, Ohio State University (Spring, 1980).
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Medical Grand Rounds

Hyperlipidemia and Low HDL Cholesterol

CHARLES E. KOSSMANN, M.D., Editor

T. CARTER TOWNE, M.D.;
The first patient was a 67-year-old black woman found on

routine biochemical screening during an evaluation for di-

verticulitis to have, hypercholesterolemia and hyper-

triglyceridemia. She had no past history of cardiovascular

disease, diabetes, or hepatic disease. There was no familial

history of hyperlipidemia and no history of social alcohol

consumption.

On examination she was normotensive, with a weight of

136 lb and a height of 5 ft 5 in, and without cutaneous or

tendinous xanthomas, xanthelasma or arcus senilis. The re-

mainder of the physical examination was normal. The lipo-

protein pattern on serum electrophoresis was typical of type

lib (increased beta and prebeta bands).

When initially seen in November of 1978, she was started

on NIH Diet 2 (low cholesterol) because the serum choles-

terol was elevated and triglycerides slightly elevated; the

high density lipoprotein cholesterol (HDL-C) was within

normal limits for her age and sex (Table 1). In January of

1979 she was started on cholestyramine in a dose of 4 gm,

three times a day. Over the next three months there was

some minimal reduction in serum cholesterol but there was
little effect on the concentration of the triglycerides or the

high density lipoproteins. In April 1979 she was started on

clofibrate with a marked reduction of the triglycerides and

elevation of the HDL-C (Table 1).

The second patient was a 55-year-old white man who was

referred by his physician in 1975 after he was found to have

increased serum triglycerides. After an initial examination

he was lost to follow-up but returned in 1978, again with

high blood levels of triglycerides (Table 2) but without

complaints. He gave a history of hypertension but had re-

ceived no antihypertensive therapy. He consumed alcohol in

moderate amounts.

He was 5 ft 6 in tall and weighed 183 lb, being mildly

obese, with a blood pressure of 190/100 mm Hg. The phys-

ical examination was otherwise unremarkable. The elec-

trophoretic pattern of the serum was indicative of type IV

hyperlipidemia (increased prebeta bands).

He was maintained from November 1978 to March 1979

on weight reduction and NIH Diet 4 (low carbohydrates and

restricted saturated fats). The HDL-C was low throughout;

for his age and sex it should have been 40 or 45 mg/dl. The
triglycerides fluctuated widely, and when he was last seen in

September 1979 they were markedly elevated (Table 2). He
was not started on any other medical therapy or any drugs

because of his continued consumption of alcohol.

From the Department of Medicine, University of Tennes-

see, 951 Court Ave., Memphis, TN 38163.

Presented April 2, 1980.

TABLE 1

HDL-CHOLESTEROL IN HYPERLIPIDEMIA

(Patient 1)

Date

Total

CH TG HDL-C

11 -15-78 343 200 59

12-13-78 369 308 57

1 -31-79 269 325 59

2 -21-79 219 210 51

3 -7-79 240 264 -

4-4-79 220 134 52

5 -2-79 239 72 71

6 -6-79 210 96 59

7- 18-79 252 57 96

9 -12-79 216 77 68

11 - 14-79 244 47 78

CH, serum cholesterol: TG, triglycerides; HDL-C, high density lipoprotein

cholesterol.

TABLE 2

HDL-CHOLESTEROL IN HYPERLIPIDEMIA

(Patient 2)

Date

Total

CH TG HDL-C

11 -22-78 312 680 18

12 -6-78 329 1890 28

3 -7-79 397 3348 17

4-4-79 177 838 20

5 -2-79 201 290 25

6-6-79 173 519 20

7-18-79 248 623 30

9- 1 2-79 178 776 18

9-26-79 226 1005 19
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SI-,YMOIII< M. SAHI.SIN, M.l).:

I Ik* Iiiiic i‘, loo liiiiilod lo )_'o into llic miaiiccs

ol lli(“,c* Iwo rjiscs hill llicy holli illiisinilc some
iiil(‘i(*‘.liii)' poiiils. III relereiice lo llie second |);i*

liciil, I would cmplnisi/e Ihiil we are reliceiil lo

iir.liliili’ iii(‘dical llic'iapy in an individual willi

known sensilivily lo alcohol who is nol adhering

lo Ilic inilial lype ol regimen whieh we propose,

i,e,, weighl rediielion down lo ideal body weighl

and ahsi inc'iiec* Ironi aleohol. In Ihis palieni Ihere

was no (pieslion as we lollowed him dial his

liyjiei Iriglyeeridemia and, in elleel, his low

lll)L (' were relaled lo die aelion ol aleohol on

die* liver,

riie prohleni ol IIDL has been in die news

and piibliei/ed in an exlrava)'anl lashion over die

Iasi Iwo years, In pomi ol lael new dala on IIDL

represeni whal may be a breakdii()n).'h in om nn

deislanding ol a pievenlive approach lo eardio-

vasenlar disease and has exeiled a Ireniendons

aniomil ol inleiesl among bolli epidemiologisis

and “lipoprolc*inolo)dsls” eonec*rned willi ledne

ill)' die* propensily lor dc* velopnieni ol eardiovas

enlar disease.

Formation and Function of HDL
Dr, Slollerman knows dial I am )’iven lo die

presenlal ion ol loip’ and eoni|)lex melabolie

slides. He asked me lo eliniinale sueh slides Ironi

my piesc'iilal ion bnl I eonid nol ri*sisl die lenipla-

don lo show one* (big, I) beeanse il really is

iniporlani lo know how IIDL is lornied, Ik yon

can rc*lam a lew sinipk* as|.)eels ol Ihis ligure,

subsec|iu‘iil discussion, which will locus on

cpideniiolo)'ical laclois in IIDL, will be more

easily nndcrslood,

'I'hc lipopiolcins aic niacromolecular com-

plexes willi die majoi' rnnclion ol lrans|)orling

li|)ids in an acpicons nicdimii, Ihc |)lasma, irom

siles ol syndiesis lo sites ol ulili/ation. bhe tig-

nre shows dial IIDL is lormed in several com-
parlnienls ol die body, an important one being

the liver, whieh secretes a newly formed or nas-

cent particle, 'Die intestine also forms a particle

which can be charaeteri/ed biochemically and

nllrasirnctnrally as a nascent particle, and in ad-

dition the triglyceride-rieh lipoproteins of hepatic

origin (the very low density lipoproteins or

VLDL) and ol intestinal origin (the chylomic-

rons) generate additional particles which can be

characteri/ed as nascent IIDL, Ihns there are

three sources ol IIDL the liver, the intestine,

and the metabolic removal of triglycerides from

VLDL and chylomicrons by lipoprotein lipase,

Siimillaneons with the last process, the so-called

surface components ol VLDL and chylomicrons,

the phospholipids and nnesterified cholesterol,

combine with certain specific apoproteins (not

shown here) to form a nascent j^article.

The major importance of I IDL in terms of the

prevention of cardiovascular disease appears to

be twofold, I'irst, experimental evidence tends to

snp|)ort the possibility that the nascent particle

serves as a “sink,” so to speak, for cholesterol

of cell membranes, thus bringing nnesterified

cholesterol into the nascent IIDL pool. This is

acted upon by a liver-derived en/,yme called

lecithin cholesterol acy Itransferase (LLAT)
which causes esterification of the cholesterol,

converting the nascent |)articles into mature cir-

eulating IIDL, which in turn serves as a donor of

estcrified cholesterol to the catabolic pathways

by which VLDL and chylomicrons are

metaboli/ed in the peripheral circulation. In the

case of VLDL it results in the formation of low

density li|)oproteins (LDL) which are the major

transport paiticles of cholesterol esters in the

plasma. Any remaining cholesterol esters are cy-

Flguro 1. Sclioriui ol produclion o(

luisconl hl()li (lonsity ll[) 0 |)rololns

(IIDL, slo|)s I llirou()li A) mul convor-

hIom lo inaliiro 111)1 hy locilhin cholos-

Imol acyllmnsloraso (LCAT, slop 5).

CM, unoslorlllcut cholostorol
;

PL,

phospholl()l(j, VI DL, vary low Uonslly

llpo|)iololns; CM, chylomicrons; CE,

oslotlllod choloslorol. Slops 6A, 6U
and / show Iho lalo ol Iho oslorifiod

choloslotol.

INTESTINE
/
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cled back to the liver by the HDL where they are

lost from the body through the bile. We see here,

then, that in situations where there is an impair-

ment of lipolysis of VLDL or chylomicrons the

circumstance might arise in which nascent HDL
cannot be formed. In that case there is insuffi-

cient nascent HDL to remove cholesterol from

cells. If this goes on, decade after decade, it can

lead to vascular disease. All of the reading which

I have done over the past year or so leads me to

believe that this is undoubtedly an important

mechanism and all of the risk factors— dietary,

drugs, alcohol, and the like—can be thought of

as leading to hypertriglyceridemia by way of in-

adequate lipolysis and essentially inadequate re-

generation of HDL. What we try to do from a

therapeutic point of view is to reverse this pro-

cess, increase the plasma levels of HDL and,

therefore, remove cholesterol from the cell

membranes and prevent the buildup there and

subsequent development of atherosclerosis. If I

had to stop here, I think this would be the impor-

tant message to impart to you from a survey of

the literature.

Epidemiologic Studies of HDL and
Coronary Heart Disease (CHD)

Let’s go back in time and see how this whole

HDL story developed. In 1951 Dr. David Barr,

professor of medicine at Cornell, made the first

observation that HDL-C was lower in patients

with atherosclerosis than in a control population.

Although there were a few more sporadic case

reports through the 1950s (Table 3) there were

TABLE 3

CHRONOLOGY OF EPIDEMIOLOGIC CONTRIBUTIONS TO ESTABLISHMENT OF THE
INVERSE RELATIONSHIP OF HIGH DENSITY LIPOPROTEIN CHOLESTEROL (HDL-C)

TO ATHEROSCLEROSIS OF THE CORONARY ARTERIES (CHD)

Author(s) Place Principal Findings

Barr (1951) USA HDL-C lower in 22 patients with atherosclerosis than in con-

trols.

Nikkila (1953) Finland Alpha-1 lower in 32 Ml patients than in medical students.

Brunner (1958) Israel Alpha cholesterol lower in 74 Ml patients than in controls.

Carlson & Ericsson (1975) Sweden HDL-C lower in 54 Ml survivors than in 61 controls.

Berg & Borrensen (1976) Sweden HDL-C lower in 49 Ml cases compared to 1 02 healthy controls.

Castelli (1977) US & Hawaii HDL-C lower in CHD cases than controls.

Albers (1978) USA Ml cases (N=90) had lower HDL cholesterol, apolipoproteins

A-l and A-ll than controls.

Rhoads (1976) Hawaii & Japan HDL-C levels higher in 1,755 men without CHD than in 264 men
with CHD.

Gordon (1977) USA Four-year follow-up of 2,815 men and women yielded 142 inci-

dent cases of CHD. For each sex, HDL-C was independently

and negatively associated with each manifestation of CHD.

Goldbourt (1979) Israel HDL-C inversely associated with the incidence of 150 Ml cases

among 6,500 men age 50 and older. HDL-C also negatively

associated with angina and sudden death.
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few real “cohort” or “case control” studies.

These initial observations were essentially lost to

the literature for almost 20 years until the early

1970s when the concept of an epidemiological

association of low HDL-C in the serum and

atherosclerosis was again developed most for-

mally by Miller and Miller.* Following their arti-

cle in the Lancet a veritable avalanche of studies

appeared from all over the world which substan-

tiate the claim of the inverse relationship be-

tween the serum concentration of HDL-C and the

development of overt cardiovascular disease or

angiographic evidence of coronary artery

disease.^'* An extremely important study which

involved a large cohort was performed by

Castelli,^ head of the famed Framingham Study,

which showed that HDL-C was lower in patients

with coronary heart disease than in controls both

in the United States and in Hawaii.

Many recent prospective studies (Appendix A)

attempted to use multivariate analysis to segre-

gate the importance of HDL-C from other known
risk factors such as age, sex, obesity, cigarette

smoking, estrogen effects, oral contraceptives,

high blood pressure, and the like. In all carefully

executed epidemiologic studies with separation

of the relative importance of risk factors, a strong

inverse relationship will be found between low

levels of HDL-C and the development of coro-

nary artery disease. This is an extremely impor-

tant point to recognize and remember even

though the development of atherosclerotic dis-

ease is surely multifactorial, yet it is possible, at

least epidemiologically, to segregate as one im-

portant factor the HDL-C in the serum. The other

studies listed in Table 3 support the foregoing

relationships without any geographic distinction.

It is important for the epidemiologist to con-

sider the characteristics of the independent as-

sociation. I have already made mention of the

utilization of multivariate analysis to segregate

the importance of HDL-C. This analysis indi-

cates that HDL-C is a negative and powerful pre-

dictor of coronary artery disease. If the HDL-C is

considered alone, it has an eight times greater

capability, as compared to total cholesterol, of

predicting the development of coronary artery

disease. Epidemiologic data are not yet available

on the interrelationship with other risk factors but

certainly this will be forthcoming over the next

few years.

There are no differences in HDL-C levels

among populations characterized by different

frequencies of coronary heart disease. This

644

means that throughout the world normal HDL-C
levels are relatively constant. Therefore, analyti-

cal segregation of this variable as it affects coro-

nary artery disease is feasible.

I think that there have been some studies

which have shown a negative association of HDL
not only in patients with manifestations of coro-

nary artery diseases but also in patients with

angiographic disease without overt clinical mani-

festations. Coronary artery disease is infrequent

in familial hyperalphalipoproteinemia in which

there is an increased concentration of HDL; these

people display the so-called longevity syndrome

with members of families living well into their

90s without any evidence of cardiovascular

disease. On the other hand, it is somewhat disap-

pointing to find that in hypoalphalipopro-

teinemia, the low concentration of HDL found

in Tangier disease, coronary atherosclerosis

does not appear to be frequent. This would be the

reverse situation in which one would expect a

great increase in the propensity for the develop-

ment of vascular disease and perhaps premature

vascular disease, but it does not occur. Hypoal-

phalipoproteinemia is a complex metabolic prob-

lem and there are probably other explanations for

the absence of the association under discussion.

It is interesting that HDL concentrations are low

in peripheral arterial disease but the inverse rela-

tionship is not found in cerebral vascular disease.

Perhaps the latter is more dependent upon levels

of blood pressure than on absolute levels of

cholesterol or HDL-C.

The temporal relationships between HDL-C
and coronary artery disease have been consistent

in four prospective studies. Vascular disease will

develop in only a certain percentage of those pa-

tients whose HDL-C is low. Further, there is

some potential for error of measurement of

HDL-C. Differences epidemiologically between

protection from and propensity to vascular dis-

ease based on milligrams per deciliter of HDL-C
are indeed small. For example, if the level in the

normal male is defined as 45 mg/dl, protection

against atherosclerosis might occur in the range

of 50 mg/dl and a propensity for disease may be

encountered if the level is in the range of 38 to 40

mg/dl. The chemical testing, although not terri-

bly complex, does show a 10% to 15% variation

from laboratory to laboratory. This variability

could affect the epidemiologic statistics.

We do not yet know how we can intervene to

raise HDL-C. Return of patients to ideal body

weight and increased exercise have been shown
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to be important factors in raising HDL-C. In

some individuals, abstinence from alcohol is use-

ful, especially if consumption is large. Some
interesting new data suggest that limited

amounts, such as two martinis a day, may be

efficacious in raising HDL-C.

Determinants of Serum HDL-C
Now, what about the determinants of HDL-C

levels? We know that there are male/female dif-

ferences (Appendix B) which I would summarize

by saying that after puberty there are striking

differences, men having a normal of approxi-

mately 45 mg/dl, women 55 to 65 mg/dl. The

increased HDL-C in women is undoubtedly a

hormonal effect since it has been shown that after

the menopause the sexual differences tend to be

less.

I mentioned that the linear increase of serum

HDL of small magnitude in women tends to

stabilize in the older population. I think in the

men, particularly during the years in which they

are at greater risk for the development of vascu-

lar disease, it is important for them to have nor-

mal levels of HDL-C but to achieve this goal

isn’t always easy. Medicine alone doesn’t seem

to work; attainment of the objective often re-

quires a change in life-style to a certain extent

but I think we have seen such changes over the

past few years. I would interject here again the

great importance of nutritional factors, not fad

diets but a return through diet to ideal body

weight coupled with exercise to achieve a de-

crease in plasma triglyceride levels. Carbohy-

drate tolerance will improve with diet and ex-

ercise in the middle-aged population and will al-

most always raise the HDL-C, sometimes only

slightly, but perhaps this is enough. There are

inverse relationships between triglycerides and

VLDL on the one hand with HDL-C on the

other.

There have been some complicated analyses

relating to subspecies of HDL such as HDL2 and

HDL3 (Appendix C). Suffice it to say that HDL2
appears to be the subspecies which carries the

protection against vascular disease but it is a

complicated metabolic story in its own right to be

presented, perhaps, in another Grand Rounds.

VLDL cholesterol itself is not a very good pre-

dictor of vascular morbidity. There is also an

absence of association between total cholesterol

and HDL-C in most studies. This is interesting if

you think about it, since most of us just look at

the total serum cholesterol. If it is high we be-

come concerned about the patient, but what
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about the individual whose total cholesterol

might be elevated to 280 mg/dl (normal 225)

who at the same time has an HDL-C of 60 or 65

mg/dl; would we be concerned about him?

Would we want to prescribe cholestyramine to

lower the level of plasma cholesterol? I am not

really sure what the correct answer is but I think

in general terms the lower the cholesterol the

better, and hope that this achievement of this ob-

jective isn’t reflected in a decrease in HDL-C
concentration which, in fact, can occur.

Body mass is important; it relates to obesity

(Appendix D). We have studied many patients in

our Lipid Clinic who are obese when they come
in usually with type IV triglyceridemia. We put

them on weight reduction. Invariably, if they fol-

low the diet and lose 20 or 30 lb, their tri-

glycerides will go down, and almost always the

HDL-C will go up. For the general internist then

this simple but difficult to achieve prescription to

lose weight and participate in some kind of ex-

ercise program with repeated monitoring of the

blood lipids will be the proper management of

the patient.

Cigarette smoking segregates statistically as

an association. I am not sure from the biochemi-

cal point of view how cigarette smoking can be

related to lipoprotein metabolism but there is

some evidence that there is a relationship.

With regard to alcohol, there was a recent con-

ference in San Diego sponsored by the National

Heart Institute and by the National Institute of

Alcohol and Drug Abuse on the epidemiology of

alcohol not in relation to liver disease but to

cardiovascular disease. The meeting disclosed in

a compelling fashion that ingestion of modest

amounts of alcohol does, in fact, raise the

HDL-C levels. My own theory behind this con-

cerns the hypertriglyceridemic effect that alcohol

has on the liver producing in a normal physically

active person transient hypertriglyceridemia.

Adequate lipolysis of the triglyceride-rich lipo-

proteins produced causes a situation in which

HDL-C is regenerated by the mechanism I men-

tioned earlier (Fig. 1). I should add parentheti-

cally that this theoretical biochemical sequence is

different from that which occurs in the patient

with alcoholic liver disease, where injury to

hepatic cells results in low levels of HDL and

profound abnormalities in lipoprotein

metabolism. While there is much more that I

could say about th^ exciting new information on

lipids (Appendix E), I will stop here on the

happy note of exercise, weight reduction and al-

cohol.
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APPENDIX A

Epidemiologic Data Supporting the Inverse Relationship Between High

Density Lipoprotein Cholesterol (HDL-C) and Atherosclerotic Coronary

Heart Disease (CHD)

Characteristics of the Association

A cknowledgment :

Information in the tables and appendices was modified

from data published in “Report of the High Density Lipo-

protein Methodology Workshop,” edited by K. Lippel,

USPHS, DHEW, NIH Publication No. 79-1661, 1979.
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Independence

Strength

Interaction

Consistency

Observational

Biological

Temporal Relation

Measurement Validity

Plausibility

Independent inverse association between HDL-C and CHD
documented in multivariate analysis, controlling for total lipids,

lipoprotein cholesterol fractions and non-lipid CHD risk factors.

In multivariate analysis HDL-C is a (negative) predictor of CHD,
eight times stronger than total cholesterol and four times more

potent than LDL-C.

A gradient is documented in one study between prevalence of

CHD and HDL-C levels.

Epidemiologic data not yet available on synergistic or antagonistic

effects of HDL and other markers of cardiovascular risk status.

Consistent results obtained from case-control, prevalence and

cohort studies.

Relationship applies to both sexes, all age groups studied, geo-

graphically and ethnically diverse populations.

No differences in HDL-C levels between populations characterized

by different frequency of CHD occurrence.

Negative association of HDL-C with CHD manifestations and with

angiographically defined degree of arterial occlusion.

CHD infrequent in hyperalphalipoproteinemia.

CHD not frequent in Tangier disease.

Lower HDL-C concentrations in peripheral arterial disease.

Lack of association between HDL-C and cerebrovascular disease.

Factors which are negatively related to CHD are associated with

higher concentrations of HDL-C.

Temporally defined associations between HDL-C and CHD con-

sistent in four prospective studies.

Appreciable potential for measurement error; need for standard

reference methods.

Rapidly accumulating evidence which partially supports compet-

ing theories of the role of HDL in atherogenesis: 1 ) HDL as trans-
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port lipoprotein for effete cholesterol, 2) HDL as inhibitor of tissue

cholesterol uptake, 3) HDL as remnant of the lipolytic process.

Intervention Experimental data in animal models and in humans not yet avail-

able.

APPENDIX B

Sex and Age Determinants of the Concentration of HDL-C in the Serum

Sex

Adults Lower HDL-C levels in adult men of diverse populations.

Male-female difference greater for HDL
2

.

Lower levels of apoprotein A-I in men, no sex differences in A-II.

Children No sex differences in prepubertal children; lower HDL-C levels in men at and after

puberty. Higher HDL-C concentrations in adolescent girls.

Neonates Higher levels of alphalipoprotein in females.

Age

Females Linear increase of small magnitude from childhood to approximately age 60; stable

levels in older age groups.

Males Stable level during the first decade, decrease during puberty and adolescence fol-

lowed by stable level up to ages 50 to 55; increase around age 60 and a plateau

thereafter.

APPENDIX C

Biochemical Relationships of HDL-C in the Serum

Total TViglyceride/VLDL-C

Inverse relation of HDL-C with TG and VLDL-C in men; in women; in children.

Negative association with TG stronger for HDL
2
than HDLj.

Normal apo A-I levels in familial HTG.

Total Cholesterol

Absence of association between total cholesterol and HDL-C in most studies; weak positive associa-

tion in some studies.

Decreased HDL
2
levels in cases of hypercholesterolemia.

APPENDIX D

Effects of Body Mass, Physical Activity, Cigarettes, and Alcohol on

Serum HDL-C

Body Mass

Inverse relation between HDL-C and body mass and obesity.

Weight reduction accompanied by increase in HDL-C.
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Physical Activity

HDL-C levels directly related to degree of physical activity.

No acute changes in HDl^C with physical activity.

Decrease in total TG and delayed increase in HDL-C after three weeks of training.

Cigarette Smoking

Lower HDL-C concentrations in smokers compared to nonsmokers; inverse relationship between

HDL-C levels and number of cigarettes smoked.

Alcohol Consumption

HDL-C levels higher in drinkers of alcohol than in nondrinkers; increasing alcohol consumption

directly related to HDL-C concentration.

Increased alphalipoproteins in alcoholics; moderate alcohol intake also influences HDL-C concen-

tration.

Experimental evidence in volunteers of increased HDL-C, three weeks after alcohol-induced VLDL
TG peak.

APPENDIX E

Effects of Disease, Medications, and Other Risk Factors On
Serum Level of HDL-C

Co-Morbidity

Diabetes Lower HDL-C observed in diabetics; control of diabetes with insu-

lin associated with increase in HDL-C concentration.

No difference in apolipoprotein A between normal and diabetic

subjects.

Renal Failure Low concentrations of HDL-C, with normal levels of apo A-I.

Medications

Exogenous Sex Hormones Increased HDL-C in estrogen users and decreased HDL-C in users

of progestin. Variable effect of oral contraceptive combinations as

a function of type and dose of the component steroids.

Oral Hypoglycemics May lower HDL-C.

Antihypertensives Concurrent treatment with hydrochlorothiazide and propranolol

may lower HDL-C.

Clofibrate, Nicotinic Acid Decrease in VLDL triglyceride and increase in HDL-C.

Cumulative Risk Factor Score

A cumulative CHD risk factor rating (based on total cholesterol, blood pressure, cigarette smoking,

relative weight and exercise) inversely related to HDL-C.

Risk Factor Intervention

Increase in HDL-C concentrations associated with decrease in total TG, decrease in tobacco con-

sumption and increase in alcohol consumption. r ^
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Radiology Case of the Month

DANIEL F. COONCE, M.D.; MARTIN PINSTEIN, M.D.; and RANDALL SCOTT, M.D.

Examination of the right knee of a 27-year-old man after injury to it revealed

an abrasion over the patella. AP and lateral radiographs of the knee were

obtained (Fig. 1). What is your diagnosis?

(1) Fractured patella

(2) Chondromalacia of the patella

(3) Bipartite patella

(4) Quadriceps tendon rupture

Figure 1. AP and lateral views of the right knee.

From the Department of Radiology, University of Ten-

nessee Center for the Health Sciences, 865 Jefferson Ave.,

Memphis, TN 38163.
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Radiographic Findings

A smoothly marginated, radiolucent line is

present at the superior-lateral aspect of the

patella. On the frontal and lateral projections this

lucency demonstrates a well-defined, sclerotic

border along adjacent margins. No soft tissue

swelling or effusion is present. The articular sur-

faces of the patellofemoral joint and knee are

normal.

Fractures of the patella are more commonly
due to direct trauma but can occur indirectly

from sudden forced flexion of the knee with re-

sultant musculotendinous pull. The fractures are

most commonly transverse or oblique.’ In acute

trauma the fracture line is irregular, and adjacent

bony margins are nonsclerotic, although a non-

united old fracture in any bone may demonstrate

sclerotic margins. Characteristically, in most

acute injuries of the patella, soft tissue changes

and a hemarthrosis are present.

Chondromalacia of the patella is a form of

degenerative arthritis at the patellofemoral joint

thought to be initiated by trauma. Softening of

the patellofemoral cartilage gives rise to a wavy,

irregular, posterior patella, the earliest changes

occurring on the medial patellar facet. Although

only about 20% of cases exhibit radiographic

changes perceptable on routine films of the

knee,^ subtle findings may be detected by ar-

thrography. Hypertrophic spurs on the superior

and inferior poles of the patella in a young pa-

tient should raise the suspicion of this entity.^

Rupture of the quadriceps tendon is an un-

common injury seen in the elderly and in patients

with an underlying systemic disease. Injury is

due to sudden, violent contraction of the quad-

riceps muscle. Clinically the patient is not able to

extend the knee. Characteristic radiographic

findings are seen on the lateral view, where ir-

regular calcifications or more discrete, coarse,

calcific densities are present in the region of the

suprapatellar bursa. These calcifications are at-

tributed either to degenerative changes in the

tendon, to avulsed bony fragments, or to upper

pole patellar spurs.'’ The retracted quadriceps

tendon may be seen as a soft tissue mass.

Discussion

Bipartite patella is a normal developmental

variant. Although the patella generally forms

from a single center of ossification, multiple os-

sification centers occasionally occur. Failure of

these centers to unite produces a multipartite

patella, the bipartite patella being the most com-

mon form.® It usually presents, as in this case, as

a separate fragment of bone with smooth, sclero-

tic edges, seen in the frontal projection at the

upper, outer quadrant of the patella.

Differentiation from a fracture may be dif-

ficult, especially with a history of trauma. In

most instances this is readily accomplished by
the location of the fragment, the smooth curved

line of separation, and the dense sclerotic

margins. As this normal variant is frequently

bilateral,® in more difficult cases a view of the

opposite knee may help to establish the diag-

nosis. Occasionally tomography is needed to

clearly evaluate the margins and identify a

sclerotic rim.

DIAGNOSIS: (3) Bipartite patella. r ^
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X-ray of the Month

JACK L BERGER, M.D.

This 45-year-old woman was seen in August. 1979 with a six-week history of

progressive dyspnea and recurrent pleural effusions. A previous thoracentesis

had revealed the effusion to be chylous without any malignant cells.

Figure 1 was the chest examination obtained after 1.000 cc of chylous effu-

sion had been removed from the left pleural space. Again the cytology was

negative for malignancy. Her history included vaginal hysterectomy for en-

dometriosis. nephrolithiasis, mitral valve prolapse, and hypertension. Physical

examination and laboraton, studies were normal. A thoracotomy was per-

formed.

Before the results of the thoracotomy are revealed w hat is your diagnosis?

(1) Tuberous sclerosis

(2) Eosinophilic granuloma

(3) Pulmonary lymphangioleiomyomatosis

Figure 1. Chest radiograph of patient with history of progressive dyspnea and
recurrent pleural effusions after 1,000 cc of chylous effusion had been
drained from the left pleural space.

From the Department of Radiology & Radiological Sci-

ences, Vanderbilt University School of Medicine,
Nashville, TN 37232.
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Discussion

After the left chylous effusion was drained,

the chest radiograph (Fig. 1) demonstrates lungs

of normal volume, with bilateral fine reticular

markings in the middle and lower lung zones.

Open lung biopsy revealed focal proliferation of

smooth muscle and lymphangiectasia. The
thoracic duct was ligated and a pleurodesis was
performed to prevent further chylous effusions.

Recent literature reviews reported 67 cases of

pulmonary lymphangioleiomyomatosis, all of

which have been in women. The average age at

the time of diagnosis was 43 (range 17-69). Only

two of these patients have been postmenopausal.^

The presentation often includes the triad of dysp-

nea, spontaneous pneumothorax and chylous

pleural effusion. Hemoptysis and chylous ascites

are seen less commonly.'-^ No familial pattern

exists, and the etiology remains unknown.*

Corrin et al* described the typical locations for

the pathologic proliferation of smooth muscle in

pulmonary lymphangioleiomyomatosis and cor-

related these with clinical manifestations.

Proliferating muscle can obstruct bronchioles

(leading to air trapping, bullae formation, and

spontaneous pneumothorax), lymphatics (with

chylothorax or chyloperitoneum) and venules

(with pulmonary hemorrhage followed by

hemoptysis). Histologically, the pulmonary

changes can be identical to those seen in tuberous

sclerosis.

Tuberous sclerosis is often identified by the

classical triad of convulsive seizures, mental de-

ficiency and adenoma sebaceum. While a

chronic interstitial lung parenchymal pattern and

spontaneous pneumothorax are common in pul-

monary tuberous sclerosis, chylothorax is a rare

event.-’

Pleural effusion, the most common radio-

graphic finding of pulmonary lymphangio-

leiomyomatosis, is seen in 75% of cases. ^ The

recurring effusion may be unilateral or bilateral,

and is usually chylous. Spontaneous

pneumothorax and/or hemoptysis are noted in

40% of patients. A fine reticulonodular pattern

may then develop which predominates at the

bases early in the course of the disease. Progres-

sion of the pattern to involve all of the lung fields

frequently occurs without sparing the costo-

phrenic sulci, as occurs in eosinophilic

granuloma.* A honeycomb pattern is usually a

late development. The parenchymal lung disease

may occur before, during, or after recognition of

other chest findings.’ Although mediastinal

lymph nodes are often histologically involved in

the myeloproliferative process, visible

adenopathy is not typically present on the chest

radiograph.* Carrington et aF considered the

chronic interstitial lung changes combined with

an enlarging lung volume to be pathognomonic

of pulmonary lymphangioleiomyomatosis. He
found patients with an interstitial honeycomb
lung pattern associated with all other etiologies

to have a reduced volume of lung. Patients with

normal lung volume survive longer after diag-

nosis than those with an expanded lung volume.*

Therapy is usually palliative. Various proce-

dures including thoracic duct ligation,

pleurodesis and pleurectomy have not controlled

pneumothorax or pleural effusions with uniform

success,*’ and neither steroids nor radiation

therapy have altered the prognosis.’ Pulmonary

insufficiency, the leading cause of death, usually

occurs within ten years after diagnosis.’

Since all known patients are women, estrogens

may contribute to the expression of the disease,

thus offering possibilities for hormonal therapy.

Silverstein et al’ noted that one of the longest

survivors (15 years) had undergone a total

abdominal hysterectomy and bilateral salpingo-

phrectomy for uterine leiomyomas before she

developed pulmonary lymphangioleiomyo-
matosis.

DIAGNOSIS

:

(3) Pulmonary lymphangio-

leiomyomatosis r y
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EKG of the Month

W. BARTON CAMPBELL M.D.

A 68-year-old man was admitted to the St. Thomas Hospital emergency

room due to severe shortness of breath. He related a 20-year histor\- of chronic

obstructive pulmonary disease with prednisone and aminophylline therapy for at

least three years. A few months before admission pedal edema increased and he

was started on digoxin (Lanoxin) and furosemide (Lasix). A week before admis-

sion he noted increasing abdominal distension with a 14-lb weight gain. In

the emergency room he was somnolent and confused and had acrocyanosis.

The arterial blood pH was 7.17 with a P02 of 38 torr and a PCO2 of 60 torr. The

potassium was 5.6. The hematocrit was 50% and the white blood cell count was

11,500. He had distant breath sounds and was afebrile. An electrocardiogram

was obtained (Fig. 1).

Figure 1

From the Department of Cardiology, St. Thomas Hospi-

tal, Box 380, Nashville, TN 37202.^
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Discussion

The electrocardiogram discloses sinus

tachycardia of 112/min. The PR interval is nor-

mal at 0. 17 seconds. The P waves are inverted in

Vj and the P wave axis in the frontal plane is

between 70° and 90°. (Note that the P waves in

III are taller than P waves in I but slightly less

prominent than the P waves in II.) As was

pointed out by Shmock et aP a P wave axis be-

tween 70° and 90° is commonly seen in chronic

obstructive lung disease.

The voltages in the limb leads are quite low

and the mean QRS forces are rightward and

superior (the R/S ratio in I is less than unity and

the R in aVR is much more prominent than the R
in aVL). Q waves are present in leads II and

aVF. There are also Q waves in V,, V2 and V3

and the transition zone (the point at which an R
wave becomes taller than an S wave) is not

reached in the lead. There are nonspecific

ST-T wave changes with inverted T waves in Vj

and biphasic T waves in V2.

This electrocardiogram was originally thought

to show anterior and inferior myocardial infarc-

tion, but prominent posterior QRS rotation is

commonly seen in chronic obstructive lung dis-

ease and may frequently mimic anterior infarc-

tion. In addition, in this condition Q waves in II,

III and aVF may mimic inferior infarction. ^ Low
frontal plane voltage, usually in association with

superior and rightward terminal QRS forces, as

seen in this tracing, are commonly associated

with chronic obstructive lung disease.^ The fron-

tal QRS forces are often counterclockwise (but

with terminal forces to the right) resulting in

what has been called “pseudo left axis devia-

tion“‘* or “axis illusion phenomenon.’’^
As the patient had no evidence of inferior or

anterior infarction echocardiographically or by

radionuclide studies, he was initially placed on a

respirator and his marked hypoxemia improved
with a vigorous bronchial hygiene program.

CONCLUSION: (1) “Pseudoinfarction’’ sec-

ondary to severe chronic obstructive lung

disease; (2) right axis deviation; (3) sinus

tachycardia. /-—

^
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Mental Health Report

Prevention of Mental Retardation in Tennessee

Introduction

In 1950, an organization called “Parents and

Friends of Retarded Children” was founded to

improve opportunities for retarded children and

adults. This organization included mostly parents

and professionals working to develop education-

al, vocational, and independent living programs.

Today, the Association for Retarded Citizens has

270,000 members nationwide and represents

over 6 million retarded citizens. Little advocacy

on behalf of the mentally retarded was available

prior to the founding of the association.

Information in this article is extracted from a

document prepared by a special task force on

mental retardation prevention, a group of profes-

sionals working with the Association for Re-

tarded Citizens of Tennessee. The project was
funded by a Developmental Disabilities Services

Act grant through the Tennessee Department of

Mental Health and Mental Retardation.

Report of the Task Force

Mental retardation represents one of the na-

tion’s greatest long-term public health, social,

and economic problems. Over 100,000 new
cases of mental retardation occur annually, and

according to the Department of Health and

Human Services (formerly HEW) the estimated

annual cost in habilitation, treatment, education,

and loss of productivity is around $9 billion.

As mental retardation crosses racial, religious,

and economic boundaries in urban and rural

communities, its prevention represents a field of

study with roots in many areas. In 1971, the

President’s Committee on Mental Retardation

reported that by using present knowledge and

techniques from the biomedica! and behavioral

sciences, the occurrence of mental retardation

could be reduced by 50% by the year 2000.

Although more than 200 conditions have been

found that contribute to mental retardation, no

specific cause can be identified in nearly 75% of

reported cases.* Several causes and factors may

From the Tennessee Department of Mental Health and

Mental Retardation, Nashville, TN 37219.

coexist, interact, or overlap, making a specific

cause difficult to identify. Metabolic disorders

include phenylketonuria, hypothyroidism,

maple-syrup urine disease, Hurler’s syndrome,

and galactosemia, the first two being the most

common. In Tennessee, one infant in 5,000 is

born with a thyroid deficiency and one in every

15,000 is subject to phenylketonuria.^

In a report prepared for Congress by the

Comptroller General, chromosome abnormalities

are estimated to account for 16% of clinically

caused cases of mental retardation, with Down’s
syndrome occurring in one out of 650-1,000

births, the single most common cause. Recent

research shows that about 5% of all mentally

retarded individuals suffer from Down’s syn-

drome, and about 10% of all residents in institu-

tions have this disorder.^

Prematurity and low birth weight also contrib-

ute significantly to mental retardation. The Pres-

ident’s Committee on Mental Retardation

reported that the “prevalence of mental retarda-

tion tended to be heavily associated with lack of

prenatal care, prematurity, and high infant death

rates.” Women who do not have prenatal care

are approximately three times more likely to give

birth to premature babies, which are about ten

times more likely than children of normal birth

weight to be mentally retarded.'* Babies weighing

less than 2,500 gm (5.5 lb) at birth become part

of the high-risk group, and as birth weight de-

creases, the risk of mental retardation increases.

The National Institute of Neurological Diseases

and Strokes, in a 15-year study that investigated

neurological disorders in infants and children,

found that the “incidence of definite neurologi-

cal impairment of children 1 year of age was

three and one half times higher in premature

children than those with a higher birth weight.”

Low birth weight occurs in 7.8% of live births in

Tennessee,® but that rate increases 21% for

mothers who receive no prenatal care.®

Tobacco use presents its own danger to the

fetus by depriving it of required nutrients and

oxygen. Babies born to smoking mothers often

weigh 10% to 15% less than those born to
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nonsmoking mothers, and the risk of Sudden

Death syndrome is increased 50%.^

Lead poisoning (plumbism) still poses a siza-

ble problem in many communities, causing

anemia, loss of equilibrium, impairment of

vision, kidney damage, convulsive disorders,

mild to severe brain damage, and death. Sources

of lead historically have been lead-based paints,

reduced significantly by legislation in the 1950s,

but a major concern now is the vast quantities of

airborne lead particles being emitted into the at-

mosphere by auto and industrial emissions.

Studies by the National Academy of Science

have shown levels far in excess of acceptable

daily limits in samples taken in urban centers.

Nor is plumbism restricted to urban areas. A re-

cent investigation of toxic heavy metals (lead,

along with traces of cadmium, arsenic and mer-

cury) in children in the Upper Cumberland Re-

gion showed a 60% incidence of elevated levels.*

Considerable research was done by the task

force on the effects of malnutrition during preg-

nancy, as brain development during pregnancy

depends largely on protein in the diet of the

mother. Dr. Charles Lowe, chairman of the

Committee on Nutrition of the American
Academy of Pediatrics, reports that the earlier

malnutrition occurs during pregnancy the greater

the effect on the developing fetus.

The report of the task force states that drugs,

alcohol, and tobacco have a very damaging ef-

fect on the health of the child. Research indicates

many children born to women who drink ex-

cessively while pregnant have a specific pattern

of both physical and mental defects, including

growth deficiency, especially in head size, delay

of intellectual development, poor general co-

ordination, facial and minor joint abnormalities,

valve defects of the heart, and minor genital ab-

normalities.

Safe levels of alcohol consumption are dif-

ficult to establish. The National Clearing House
for Alcohol Information has rated alcohol con-

sumption by weight into three categories: light

(less than .5 oz), moderate (.5 to 2.5 oz) and

heavy (2.5 oz and up). The greater the consump-
tion, the greater the risk. On the other hand. Dr.

Judith Hall, with the Children’s Orthopedic Hos-

pital in Seattle, warns that “no minimum safe

level of alcohol consumption can be established

any time during pregnancy.’’

Concentration of toxic metals that are below

the level considered as “poisoning’’ have been

found to cause behavior disorders, chronic

fatigue, irritability and other conditions that may
contribute to learning difficulties in children.

Sources of these toxins may be common mate-

rials such as printer’s ink, automobile exhausts,

burning coal, pesticides, cooking utensils, and

paint.

Numerous chemicals and toxins have been

used in industry throughout the United States

with little regard to their safe disposal. These

waste products now pose a serious threat to ex-

pectant mothers, as evidenced in the Love Canal

area of Niagara Falls, N.Y. Environmental

toxins are expected to become a greater threat to

overall functioning abilities of individuals of all

age groups as more is learned of their effect on

humans. r ^
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Medical Jurisprudence

“Code DNR” for the Incompetent Terminally III

JACK FOSBINDER

Of concern to physicians is the increasing role

that lawyers, judges, and the court system in

general have come to play in the practice of

medicine. With the increase in malpractice suits

in the mid-1970s and the resulting mediation

panels, the physician now is an actor on the judi-

cial stage.

Additionally, the courts have expanded their

involvement in day-to-day decision-making in

the medical field. From laetrile to blood transfu-

sions the courts have been involved in mandating

specific treatment or its absence in a multitude of

situations.

One area of increased judicial involvement is

that of “orders not to resuscitate” (DNR orders).

Physicians and hospitals across the country are

struggling with the dilemma of establishing

policies to deal with terminally ill patients who
choose not to be resuscitated in the event of car-

diac or respiratory failure. Of even greater mag-
nitude is the problem of the patient who is

incompetent— mentally, physically, or both —
and cannot make or communicate a choice to the

physician. In the absence of a clear-cut prece-

dent, attorneys and providers have looked to the

courts for guidelines in treating the terminally ill,

incompetent patient.

Although these cases have not been without

some confusion and contradiction, guidelines

may be drawn from the decisions to protect the

patient, the hospital, and the physician.

One recent case which drew national atten-

tion is the Quinlan case,^ in which a 21-year-old

woman existed in a comatose, vegetative state,

sustained by respirators, without hope of her re-

.Mr. Fosbinder is staff attorney, Tennessee Medical As-

sociation.

turning to her former condition. Her father

sought appointment as guardian both of her per-

son and property, and asked for specific authority

to discontinue life support measures. At issue

was whether or not a guardian could so act for an

incompetent. The Quinlan court ruled that it was
not necessary in each instance for a guardian,

hospital, or physician to obtain a court determi-

nation of the right to terminate life support when
dealing with an incompetent who is without hope

of return to normalcy. The court held that upon
concurrence of guardian and family, the physi-

cian should consult with the hospital ethics

committee, and, if the committee agrees with the

physician’s prognosis, life support can be with-

drawn without any civil or criminal liability. This

decision was based on a constitutional “right of

privacy.” The guardian is merely expressing the

patient’s right to choose whether or not to termi-

nate the life support mechanisms. In \ht Quinlan

case, however, the court did not have to deal

with a life-long incompetent patient. Part of the

proof dealt with Karen Quinlan’s desire ex-

pressed while she was still competent that she not

have her life prolonged if there was no hope of

returning to a normal life. Since the court admit-

ted these wishes as evidence of what her choice

would be if she were able to express it, it did not

deal with the situation in which a person had

never been able to communicate desires or

wishes above a rudimentary level.

In addressing this problem in the Saikewicz

case,^ the court created some confusion in the

medicolegal community. Joseph Saikewicz was a

67-year-old man with an I.Q. of ten and a mental

age of less than three years who was not able to

communicate verbally. He had lived in state in-

stitutions all of his life. When Mr. Saikewicz

was diagnosed as having acute myeloblastic

monocytic leukemia, his physician recom-
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mended chemotherapy to slow the growth of the

leukemia, but the superintendent of the institu-

tion at which Mr. Saikewicz resided filed a peti-

tion in Probate Court for the appointment of a

guardian and guardian ad litem for Mr.
Saikewicz, to be given authority to make neces-

sary decisions concerning his care and treatment.

The guardian ad litem filed a report indicating

that although chemotherapy was the medically

indicated course of treatment, there would be

significant adverse side effects which Mr.

Saikewicz would not comprehend, and although

a competent person might decide to undergo the

chemotherapy to prolong his life, Mr. Saikewicz

was unable to understand why it was necessary to

endure the pain and discomfort of the therapy,

particularly since life would be prolonged even

with chemotherapy for only 2 to 13 months.

The court in Saikewicz narrowed the issues

to three: (1) The nature of the right of any per-

son, competent or incompetent, to decline poten-

tially life-prolonging treatment. (2) The legal

standards that contol the course of decisions as to

whether or not potentially life-prolonging, but

not life-saving, treatment should be administered

to a person who is not competent to make the

choice. (3) The procedures that must be followed

in arriving at that decision.^

The court reaffirmed the constitutional right of

a patient “to preserve his or her right to privacy

against unwanted infringement of bodily integ-

rity, and reasserted the right of the guardian to

claim the patient’s rights in the event of incompe-

tency.

A more difficult problem to deal with was

whether or not Joseph Saikewicz, if able to make
a competent choice, would choose to endure the

treatment and the attendant side effects, or to

forego the treatment. The two factors weighing

in favor of administering chemotherapy were (1)

the fact that most people elect chemotherapy

and (2) the chance of a longer life. The factors

weighing against administering chemotherapy

were (1) Mr. Saikewicz’ s age, (2) the side ef-

fects, (3) low chance of producing remission, (4)

certainty that treatment will cause immediate suf-

fering, (5) Saikewicz’ s inability to cooperate

with the treatment, and (6) the quality of life

possible even with remission.® The court con-

cluded that the factors against administering

chemotherapy outweighed those in favor of ad-

ministering the treatment, reasoning that:

“.
. . Saikewicz would have no comprehension

664

of the reasons for the severe disruption of his

formerly secure and stable environment oc-

casioned by the chemotherapy. He would there-

fore experience fear without the understanding

from which other patients draw strength. The in-

ability to anticipate and prepare for the severe

side effects of the drugs leaves room for only

confusion and disorientation. The possibility that

such a naturally uncooperative patient would
have to be physically restrained to allow the slow
intravenous administration of drugs could only

compound his pain and fear, as well as possibly

jeopardize the ability of his body to withstand the

toxic effects of the drugs.
’’^

The Saikewicz court caused confusion when it

dealt with the procedural matters in arriving at a

decision not to administer life-sustaining treat-

ment. After detailing the powers, authority and
jurisdiction of probate courts, the judge rejected

the procedures set forth in Quinlan and appeared
to require judicial determination of any decision

to withold life-prolonging treatment.

“We take a dim view of any attempt to shift

the ultimate decision-making responsibility away
from the duly established courts of proper juris-

diction to any committee, panel, or group, ad

hoc or permanent. Thus, we reject the approach

adopted by the New Jersey Supreme Court in the

Quinlan case of entrusting the decision whether

to continue artificial life support to the patient’s

guardian, family, attending doctors, and hospital

‘ethics committee.’

In rejecting the Quinlan decision the Judge
specifically rejected the following statement

from the Quinlan case:

“The nature, extent and duration of care by

societal standards is the responsibility of the

physician. The morality and conscience of our

society places this responsibility in the hands of

the physician. What justification is there to re-

move it from the control of the medical profes-

sion and place it in the hands of the courts?’’*

The judge \n Saikewicz seemed to require judi-

cial determination of every decision not to ad-

minister life-prolonging treatment when he

wrote: “Rather, such questions of life and death

seem to us to require the process of detached but

passionate investigation and decision that forms

the ideal on which the judicial branch of gov-

ernment was created. Achieving this ideal is our

responsibility and that of the lower court, and is

not to be entrusted to any other group purporting

to represent the ‘morality and conscience of our
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society,’ no matter how highly motivated or im-

pressively constituted.”’

In the midst of this confusion came the Din-

nerstein^^ case. The Dinnerstein case was heard

by the Appeals Court of Massachusetts. The
Saikewicz case was heard by the Supreme Court

of Massachusetts.

The Dinnerstein case dealt with a 67-year-

old woman who suffered from Alzheimer’s dis-

ease, a degenerative disease of the brain which

results in destruction of brain tissue and deterio-

ration of brain function. As early as 1975 Mrs.

Dinnerstein was institutionalized with complete

disorientation, psychotic outbursts and inability

to control bodily functions. In 1978 she suffered

a stroke which left her totally paralyzed on her

left side. At the time of the decision she existed

in a vegetative state with life expectancy of no

more than a year. Additionally, she suffered from

high blood pressure and arteriosclerosis. Due to

her condition, her attending physician recom-

mended that resuscitation not be attempted if she

should go into cardiac or respiratory arrest. The
physician consulted with the patient’s family and

they agreed with his decision.

Due probably to the uncertainty caused by the

Saikewicz decision, the physician, family, and

hospital applied to Probate Court for permission

to enter ‘‘no code” orders. The guardian ad litem

appointed by the Probate Court objected to the

orders not to resuscitate. The Probate judge cer-

tified the case to the Court of Appeals, which

first distinguished the Saikewicz case and at-

tempted to clarify its application. It recognized

that Saikewicz ‘‘would appear to establish a rule

of law that unless such a court determination has

been obtained, it is the duty of the doctor attend-

ing an incompetent patient to employ whatever

life-saving or life-prolonging treatments the cur-

rent state of the art has put in his hands.

It went on to say that such was not the mean-
ing of the Saikewicz case. Saikewicz referred not

to terminally ill, incompetent patients with no

hope or expectation of permanent or temporary

cure or relief from the condition being treated,

but rather to a situation where the incompetent

patient, if competent, would have a choice of

treatment, offering hope of a potentially ‘‘nor-

mal” existence. It is the latter situation which
requires judicial determination or approval ac-

cording to the Court of Appeals in Dinnerstein .

The court distinguishes between a terminally ill,

incompetent patient with no hope of returning to

a normal life and a terminally ill, incompetent

patient who, with treatment, may return to or be

maintained in a so-called normal existence. The
treatment asked for in Dinnerstein and Quinlan

would have done nothing to cure or relieve the

illnesses with which those patients were suffer-

ing. In Saikewicz the treatment would have been

directed toward the disease and toward attempted

cure without which the patient would ultimately

die.

This distinction, resuscitation merely to

keep a patient alive versus life-prolonging treat-

ment which may or may not return a patient to a

previous state of existence, is apparently the de-

termining factor in whether or not a physician,

family member or hospital must seek guidance

from probate court. If the treatment is not treat-

ment but merely resuscitation, with no hope of

prolonging a meaningful or normal existence,

then the Quinlan rationale would be justified; the

family, physician and hospital ethics committee

could agree not to resuscitate in the event of car-

diac or respiratory arrest.

If, however, the possibility exists that the pa-

tient could be given life-prolonging treatment

and that treatment, whether mere resuscitation,

chemotherapy, or blood transfusion, could result

in the patient’s return to his preexisting ‘‘nor-

mal” existence, then a decision not to resuscitate

may require court approval. As mSaikewicz, the

court should use its substituted judgment to de-

cide whether or not the patient, if competent,

would decide to accept the treatment and enter an

order accordingly. These apparently are the

guidelines to be used in determining when it is

necessary to obtain court approval for withhold-

ing life-prolonging treatment.

The AMA House of Delegates this year con-

sidered a resolution which, although not

adopted, provided the following guidelines for

physicians treating terminally ill, incompetent

patients:

In determining whether it is in the best interest of a

terminally ill, incompetent patient to administer po-

tentially life-prolonging medical treatment, these

guidelines should be considered:

1 . The pain and suffering resulting from the patient’s

condition.

2. The adverse side effects and discomfort antici-

pated as a consequence of treatment.

3. The ability of the patient to cooperate with treat-

ment.

4. The possibility of extending life under humane

and comfortable conditions.

5. The relevant views expressed by the patient when

SEPTEMBER, 1980 665



the patient was competent.

6. The wishes, desires and attitude of the family or

those who have the responsibility for the custody

of the patient.

7. The age and prognosis of the patient and whether

negative factors exceed likely benefits.

Although not adopted, these guidelines, being

substantially the same as those expressed in all

three of the cases discussed, would appear to be

an accepted means by which a physician could

determine whether or not to administer life-

prolonging treatment. Unfortunately, as the pro-

cedural question of when predetermination by

probate court is necessary has not been satisfac-

torily answered by these cases, it needs to be

clarified by future decisions.

As a result of the litigation, hospitals have

drawn up their own guidelines regarding DNR
orders. Hospitals in Los Angeles County allow

physicians to write no-code orders if the patient

is terminally ill and there is no potentially

worthwhile therapy. If the patient is incompetent,

the patient’s family must agree with the decision

to withhold treatment. The DNR order must be

written and signed by the physician, and counter-

signed by an attending physician if the patient’s

physician is a resident physician.

At Mount Sinai Hospital in New York, an in-

formal classification system was devised in

which the type of care to be given each patient

depends upon the likelihood of his returning to a

normal functioning existence. Category I re-

quires all-out therapy. Category II requires total

therapy with 24-hour reevaluation of prognosis.

Category III is conservative care without heroic

life-prolonging measures. Category IV is re-

served for brain-dead patients, to whom no life

support is given.

Although this area of the law is changing, it is

hoped the above discussion will assist physicians

in dealing with this problem. Each physician

should consult with the medical staff at the hospi-

tal where he practices so as to be aware of their

requirements for issuing DNR orders. r ^
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Wake Up^ Doc!

Government does not have to be the answer to health care. Quoting one

government official who was a regional director for the Health Care Financ-

ing Administration for a number of years, “I could prove that Medicare and

Medicaid have been the primary contributors to the increases in health care

costs over the past ten years.”

He also states that he could prove that national health insurance is the last

thing we need and that it would in fact have us bordering on bankruptcy very

soon after it took effect.

He further adds that he really believes the average practicing physician

does not know what is happening to him. If he doesn’t begin to learn what’s

happening and if he doesn’t begin to become involved in causing things to

happen, he’s going to look around one bright and shining day and

discover— to his great surprise and utter horror— that the practice of

medicine is no longer what it once was (and what he always wanted it to be).

I’m not talking about those of you who are society officers, convention

delegates, active committee members, etc. I’m talking about the fellow who

won’t read his Journal because he is too busy. I’m talking about the fellow

who won’t go to the association or society meetings unless there is a contro-

versial issue such as dues increase or proposals for purchasing property. I’m

talking about the fellow who will not go to meetings because they conflict

with hospital rounds or other duties. I’m talking about the fellow who

doesn’t know (and does he really care if he did know?) that there are

hundreds upon hundreds of legislative bills submitted to Congress each year

affecting his vocation and the way he practices that vocation. I repeat: I am

thoroughly convinced that poor guy doesn’t know what’s happening to him

and that’s sad. It’s sad too, that in one city where there were 3,700 physi-

cians, the medical association couldn’t muster a quorum. (Who is going to

speak for youl I’ll tell you— it’s the government!)

In the absence of action by the private sector, you can be assured that if

there is a void, it will be filled by the government .There was a void when via

government we got Social Security. There was a void when we got Medicare

and Medicaid. That is also how we got HSAs, PSROs, etc. The list goes on

and on. These programs are in trouble in almost every state. The costs have

mushroomed, causing the government officials in charge to reduce reim-

bursement fees and costs. Lack of efficient and workable eligibility re-

quirements has caused patient and consumer abuse. Costs continue to soar

and the government continues to fill the void. It does not have to be that

way.

Will Rogers once said, “Telling political jokes can be a very serious

matter. In fact, some political jokes are elected to office.”

Won’t you get involved for your own sake?

Sincerely,

PRESIDENT
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LCCME Revisited:

The Thing Is Dead—
Long Live The Thing!

After it became apparent that the Liaison

Committee for Continuing Medical Education

(LCCME) intended to pursue its own course

without regard to the wishes and needs of its

parent bodies, particularly the AMA and the

members of the federation, the AMA last year

finally announced its intention to resume what it

had been doing for over a decade before the

LCCME came into being. In the face of mount-

ing criticism and calls from various organiza-

tions, including some of its state delegations, to

make up its differences with the LCCME, the

AMA stood its ground, and the decision was
reaffirmed by the House at its Interim Meeting

last winter.

During the past year the LCCME and the

AMA have both continued accrediting organiza-

tions for CME, resulting in no little confusion

and uncertainty. Many organizations, including

some state committees, have sought accredita-

tion from both, uncertain as to the ultimate victor

in what appeared to be a standoff. Your own
TMA committee labored under no such

handicap, as it was apparent to us that regardless

of the wisdom inherent in the construction of the

LCCME, its yoke was too burdensome, and our

wagon was firmly hitched to the AMA’s star.

Nonetheless, we felt the sooner the two got to-

gether or one of them — preferably the

LCCME— went out of business, the better.

According to the old barnyard story, if you

want a mule to move, you must first hit him in

the head with a two-by-four to get his attention.

Since the LCCME was the AMA’s brain-child in

the first place, its demise would have been some-

thing of a defeat for AMA, and the AMA shared

with the others the desire for its viability— but as

a servant and not the master of every physician in

the United States. The two-by-four brought the

LCCME to its knees, and on July 8, two weeks

before the AMA’s Annual Meeting, the chief ex-

ecutive officer and chief elected official of each

parent body met and agreed in principle to reor-

ganize the LCCME and continue its functions in

a manner acceptable to the AMA.
It has to be recognized that that meeting was

from the top, but in the reference committee, as

well as later on the floor of the House, all was

sweetness and light, with everyone who six

months ago had been reviling each other now
saying nice things instead. By the time the House

convened, some of the other parent bodies had

already ratified the plan, and, since the AMA is

the only member body which functions demo-

cratically, the others, if they have not now done

so, are expected to. There is widespread support

among the specialty sections, and in fact there is

no opposition.

A cautionary note is appropriate at this point.

What has been done so far is that the big daddies

have agreed to no longer disagree. Ahead lies the

nitty-gritty of drawing up the working plans. The

facade is lovely, but it needs to have a firm foun-

dation, and there needs to be a structure to hang

it on. One hopes, however, that by the Interim

Meeting in December the House will have a

functional plan to ratify. The reorganization will

affect accreditation at all levels of medical educa-

tion, and the Coordinating Council (CCME) may
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wind up on the block, so bringing the plan to

fruition will take some doing.

How will all this affect you and your own
individual CME? Not at all, so far as I can tell.

Your local CME will still be accredited by your

state association’s CME Committee. Only the

body accrediting the committee’s action will

change. To the credit of the LCCME, it con-

tinued even after the AMA withdrew to work

toward simplifying procedure. So ultimately the

work of TMA’s CME Committee will be stream-

lined, making it easier on all of us.

Well, so much for the LCCME, which now
becomes the least of our CME problems. Of
much graver import is mandatory CME and its

relationship to relicensure and recertification.

But that story is for another day.

J.B.T.

Caveat Emptor

In his autobiographical work Mein Kampf,

Adolph Hitler, writing in jail, set down the blue-

print for his coming regime. The book was read-

ily available to the world’s public, having been

translated into all the major languages. Hitler

never deviated one whit from his program, and

almost nothing was done which he had not de-

scribed in detail years earlier. Yet he continually

took everyone by surprise.

In the hungry early days of the Workers’ Re-

bellion in Russia, Lenin set down the Manifesto

which would change little in the years that fol-

lowed and which would serve as the guide for

world communism. Its expressed intent, which

has never varied, was to make a communist

world by whatever means necessary. Although

peaceful means were always desirable, as they

cost less in lives and goods, military action was

advocated as a valid alternative, and lying and

stealth were extolled as virtues. Treaties were to

be made where an advantage could be gained,

and broken for the same reason.

Notwithstanding they have followed a plan

never altered nor abrogated. President Carter was
manifestly surprised when the Soviet Union in-

vaded Afghanistan, and reports that Soviet forces

were using “nerve gas” were discounted as

being too horrible to accept. And by that, dear

reader, hangs the tale.

Largely in reaction to the notion of original

sin, humanistic Western Civilization has held

tenaciously to the alternative of the innate good-

ness and ultimate perfectability of man. That

fiction has been held to, notwithstanding over-

whelming evidence to the contrary, in a rush to-

ward international suicide which must be the

envy of every lemming which ever threw itself

with abandon over the cliff and into the sea. We
have simply refused to accept, as behavior too

horrible to believe of civilized man, what Hitler

and his henchmen and the leaders of Interna-

tional Communism, the Supreme Soviet, have

plainly said they were up to. They operate under

no such constraints, nor could they care less

about them. Even when the action is staring us in

the face, we refuse to believe it. When accused

of using neurotoxic gas, Soviet authorities sim-

ply said, “Nonsense. You don’t think we would

do anything like that, do you?” And, rejecting

original sin, we said, “Oh, no! Of course not!

Please excuse us for thinking such things.”

The Convention on the Prohibition of the De-

velopment, Production, and Stockpiling of Bac-

teriological and Toxic Weapons was signed by

1 13 nations, including the United States and the

Soviet Union, by which they agreed “never in

any circumstances to develop, produce, stockpile

or otherwise retain: ( 1 ) Microbial or other biolog-

ical agents, or toxins, whatever their origin or

method of production, of types and in quantities

that have no justification for prophylactic, pro-

tective, or other peaceful purposes.”

The United States immediately terminated its

biological warfare program and closed down the

works at Fort Detrick, Md. One of the half dozen

most promising agents it had been working on

was the anthrax bacillus. Its advantages were that

anthrax is not contagious, therefore posing no

threat to one’s own troops; its spores are stable

against sunlight, changes in temperature, and

other physical shock, thus guaranteeing long

shelf life; the spores cannot be filtered out by the

upper respiratory tract; and a massive dose is

lethal. Disadvantages are that the spores persist

for years, and subjects may not die immediately.

Early in 1979 an epidemic of anthrax occurred

over a considerable time period around Sverd-

lovsk (Kashino), a site in the Soviet Union long

suspected of housing a laboratory for biological

warfare. On February 19, Tass called the report

of an epidemic “a malicious invention which has

absolutely nothing to do with actual fact.” A
month later, on March 19, Soviet authorities

conceded a natural epidemic, saying it came

from eating contaminated meat, but they still

have never reported it to the World Health Or-

ganization. Neither have they allowed any inves-
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tigation of it, which signatories of the Conven-

tion are bound to do.

It does seem strange that no observers have

been allowed into the area, considering it is a

natural epidemic. It is bound to be a natural ep-

idemic. Have not the Soviet authorities said so?

Like Cassius and his friends, they are all, all

honorable men, who would never ever lie to you.

Would they?

On the bare possibility that they just might—

I

know it is inconceivable that they would, but just

considering that there might be such a

possibility— are we prepared to cope with a large

dose of organisms delivered by aerosol—5.

tularense, for instance?

J.B.T.

On Being a Part of the Answer

I just received my House of Delegates

Handbook— an exceedingly weighty one— for

the 1980 Annual Meeting of the AMA to be held

later this month (July) in Chicago. Its final reso-

lution is entitled “Addressing the Health Care

Needs of an Underserved Population.” For a va-

riety of reasons I doubt it will be adopted; I am
not even sure its major premise— that the popula-

tion referred to is underserved— is correct.

Whether it is or not, and whether or not the res-

olution should pass, is not germaine to this ed-

itorial. That the premise might be correct is.

There are several reasons why a population

group might be medically underserved, few of

them very good. The most valid is probably

geographic isolation. As this is usually volun-

tary, poor— or better, semi-unavailable —
medical service is accepted as one of its hazards.

Continuous efforts are being made by the medi-

cal community to rectify such conditions. But

continuous efforts should also be made by all of

us to rectify any defect at all in our service to the

public.

It is very difficult not to let personal bias

show, and it frequently is verbalized as pontifica-

tion and gratuitous lectures. Cases in point are

the pregnant unwed teenager or the venereal

disease patient. As a judgmental attitude dam-

ages the patient-doctor relationship and often

precludes proper treatment, it has no place in

medicine. Alcoholic abuse by a physician is at

least as serious as alcohol abuse.

The AMA resolution in question has to do

with homosexuals. It was introduced by the Stu-

dent Business Section, and contains language

calculated to antagonize a lot of the delegates. It
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antagonizes me. In any case, however, the gist of

the message is that homosexuals are medically

underserved because they are unwilling to face

the derision and even downright hostility they

receive from the profession.

This editorial is not about homosexuality or

the merits of the resolution. It is .about the allega-

tion that some person or persons because of

physician prejudice receive less than adequate

medical care. You could take the position that

their lack of proper care is voluntary, and there-

fore their own fault. Homosexuality has been

downgraded (or upgraded, as you prefer) from

sin through aberration to no problem, but in spite

of its official removal by the psychiatrists from

their list of psychiatric illnesses, there remains,

and is likely to continue to remain, a strong dis-

taste in the population at large for things homo-
sexual.

“Crocks” may die of undetected organic dis-

ease. “Old soaks” may be thrown into the tank,

only to be found otherwise seriously ill. A physi-

cian may indeed choose, at least at this

writing— and I pray it will continue—whom he

will serve, but our commitment is to alleviate

suffering. The suffering of crocks and alcoholics

includes not only organic disease but the neurosis

and the alcoholism. Notwithstanding homo-
sexuality has been declared officially not a prob-

lem, homosexual patients still have problems

because of and in addition to their homosexuali-

ty. Once we accept a patient, we are obliged to

mitigate any suffering he has, and not add to it.

Encarcerating Mus Musculus

The love of money is the root of all evil.

— I Timothy 6:10

The American Dream is that anyone in the

USA can become a millionaire, live in a house

on Nob Hill (or in a penthouse on the Upper East

Side, or a mansion in Belle Meade, or what have

you), have a winter home in the Bahamas and a

yacht to get there in, and become President of the

United States. This applies to oneself, and

possibly—just possibly— to his son.

Let anyone else do it, and he is immediately

and necessarily suspect as being an entrepreneur,

an exploiter of his fellow man in general and his

colleagues and employees in particular, and

doubtless dishonest, besides. Let me emphasize

that this condemnation applies almost ex-

clusively to financial success, which should say
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something about where our heart is. Success

anywhere else is laudable, provided only that one

is “poor but honest.”

Like almost everyone else, give or take a

few— those few who have fulfilled the American

Dream— I am improvident: I have gotten in when
they were getting out. I buy high and sell low.

Any financial gain has come largely from being

dragged along on the comet’s tail. So I am not

defending myself.

A bit of sage advice from that sage of sages,

Ralph Waldo Emerson, was to the effect that if

you build a better mousetrap, the world will beat

a path to your door. The desire of one’s

neighbors for the mousetrap brings money— the

American Dream has come to pass. But with the

money comes jealousy, and with the jealousy vil-

ification. Soon observers of lesser imagination

and talent opine that what makes our hero tick is

making money. I have watched this happen and

so have you. It makes me sad.

Although often disguised as superegos, the

builders of mousetraps are almost always, or at

least frequently, sensitive, introspective indi-

viduals who are hurt and can even be destroyed

by our barbs. Our disclaimers notwithstanding,

our natural spiritual kinship is with the Bitch of

Belsen and Judas Iscariot.

Our discernment is execrable. With Charlie

Brown, I weep for our generation.

J.B.T.

Dominador C. Blanco, age 42. Died June 22, 1980.

Graduate of Institute of Medicine, Far East Univer-

sity, Manila, Philippines. Member of Nashville

Academy of Medicine.

Edward S. Clayton, age 80. Died June 28, 1980.

Graduate of University of Pennsylvania School of

Medicine. Member of Knoxville Academy of

Medicine.

Robin Ferguson Mason, age 94. Died July 22, 1980.

Graduate of University of Tennessee School of

Medicine. Member of Memphis-Shelby County Med-
ical Society.

John B. McKinnon, age 60. Died July 2, 1980.

Graduate of Vanderbilt University School of

Medicine. Member of Washington-Carter-Unicoi

County Medical Association.

neui member/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

CONSOLIDATED MEDICAL ASSEMBLY OF
WEST TENNESSEE
Kent L. Jones, M.D., Jackson

DICKSON COUNTY MEDICAL SOCIETY
Jerry C. Blevins, M.D., Dickson

James W. Jackson, M.D., Dickson

John L. Salyer, M.D., Dickson

KNOXVILLE ACADEMY OF MEDICINE
Terry M. Bingham, M.D., Knoxville

Alan Dean Davis, M.D., Knoxville

Oscar Mario Carlomagno, M.D., Knoxville

MEMPfflS-SHELBY COUNTY MEDICAL
SOCIETY
Charles Konigsberg, Jr., M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
K. M. Anandaiah, M.D., Madison

Egbert Rebeiro, M.D., Hendersonville

PUTNAM COUNTY MEDICAL SOCIETY
John P. Limbacher, M.D., Cookeville

per/onol neui/

Alfred Bukeavich, M.D., has been elected chief of

staff at the Morristown-Hamblen Hospital and

Douglas Andrews, M.D.

,

has been elected vice chief

of staff.

Warren C. Ramer, Jr.
,
M.D.

,

has been elected chief

of staff at Lexington Hospital for 1980-1981. Other

officers elected include Warren C. Ramer, Sr.
,
M.D.

,

vice chief of staff; and Maurice N. Lowry, M.D.,

secretary.

James D. Yates, M.D., Knoxville, has been elected

president of the East Tennessee chapter of the Ameri-

can Heart Association.
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TMA Members Receive

AMA Physician’s Recognition Award

ifiedicol neui/
in lcnne//ee

Forty-seven TMA members qualified for the

AMA Physician’s Recognition Award during

the period of May 16 through June 30, 1980.

To qualify for the PRA, a minimum of 150
hours of continuing medical education must be

earned over a three-year period; 60 of these

hours must be Category 1

.

This list does not include members who re-

side in other states. Names of additional PRA
recipients will be published as they are received

from the AMA.

James Joseph Acker, M.D., Knoxville

Harvey Asher, M.D., Nashville

Joseph Chandler Battaile, M.D., Memphis
Najiba A.H. Battaile, M.D., Memphis
William Landess Bourland, M.D., Memphis
Robert Edward Burr, M.D., Madison
Charles Albert Cape, M.D., Memphis
Dennis Clarence Chipman, M.D., Kingsport

Hugh Adams Clarke, M.D., Memphis
Elijah Grady Cline, M.D., LaFollette

Erancis Hammond Cole, M.D., Memphis
Harold Clay Dennison, M.D., Nashville

Barney Lynn Ereeman, M.D., Memphis
James R. Gay, M.D., Memphis
James K. Goodlad, M.D., Chattanooga
Roy Glenn Hammonds, M.D., Nashville

Mark E . Hartley, M.D., Waverly
Karl Eranz Hubner, M.D., Oak Ridge
Pedro Jose Irigaray, M.D., Mountain Home
Ronald Clark Kelly, M.D., Bristol

James Monroe Laborde, M.D., Nashville

Granville A. Lawrence, M.D., Nashville

Ricardo S. Martin, M.D., Elizabethton

Gordon Lawrence Mathes, M.D., Memphis
K. Marlin Mathiesen, M.D., Greeneville

Ralph McGraw, M.D., Chattanooga
John Pervis Milnor, M.D., Memphis
Laurence B. Molloy, M.D., Lawrenceburg
Billy Curtis Nesbett, M.D., Sparta

Margaret Swann Norris, M.D., Nashville

William C. North, M.D., Memphis
Robert N . Osmundsen, M.D., Chattanooga
David Oscar Patterson, M.D., Greeneville

Eugene M. Regen, M.D., Nashville

Raymond Wayne Rhear, M.D., Alamo
Deloris E. Rissling, M.D., Chattanooga
Jack Emile Scariano, M.D., Knoxville

George Kenneth Scholl, M.D., Johnson City

J. Bryan Smalley, M.D., Maryville

Buntwal N. Somayaji, M.D., Nashville

Charles Albert Stilwell, M.D., Franklin

William Logan Webb, M.D., Memphis
Ralph Edwards Wesley, M.D., Nashville

Larry Haynes Westerfield, M.D., Kingsport

Sidney Alfred Wike, M.D., Bristol

John Harrison Wolaver, M.D., Knoxville

Bernard M. Zussman, M.D., Memphis
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ETSU Medical School Receives

New Name
The new medical school at East Tennessee State

University will be known as the Quillen-Dishner Col-

lege of Medicine. The naming of East Tennessee

State’s College of Medicine for Representative James
H. Quillen (R.-Tenn.) and Dr. Paul F. Dishner was
announced by the State Board of Regents.

Rep. Quillen labored long and hard for passage of

the Teague-Cranston Bill and for ETSU’s designation

as one of only five sites in the nation for a new college

of medicine to be established under the act. Rep.

Quillen has continually and successfully worked to

secure federal support for the college.

The legislation Rep. Quillen supported established

medical schools in conjunction with veterans adminis-

tration facilities. Once the bill’s passage was assured

and ETSU was selected as the location for one of the

new schools, Quillen was a leader in the movement
which resulted in the creation of the college of

medicine in March 1974 by the Tennessee General

Assembly.

Dishner is a native of the area and a practicing

physician in California with a longtime commitment

to medical education. He has been a major financial

support since the establishment of the college of

medicine, and has contributed more than $1 million in

cash and real estate holdings with a promise of future

financial support.

nolioAol ncui/

FROM THE AMA’S OFFICE IN WASHINGTON, D.C.

Medicaid To Make Second

Class Citizens

A provision barring freedom of institutional choice

for Medicaid patients has provoked the strong opposi-

tion of the American Medical Association.

Approved by the Senate Finance Committee as part

of a budget cutting package, the controversial pro-

vision would repeal the present right of Medicaid pa-

tients to exercise free choice in selecting qualified

suppliers of medical services. The amendment au-

thorizes states to limit access to care to certain hospi-
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tals and other providers.

Although the provision would set an important pre-

cedent involving freedom of choice and raises again

the question of a two-tier health system, it was

scarcely noticed by the public press in the hectic

scrambling of a Congress that wishes to be elsewhere

than Washington in this election year.

In a letter to Committee Chairman Russell Long

(D-La.), the AMA said the provision “would change

the entire thrust and philosophic basis for the

Medicaid program. Rather than continuing the pro-

gram as designed, to provide access to mainstream

medical care for the poor, it would authorize a two-

tiered system of providing care— one for the general

public and another for the poor.”

James H. Sammons, M.D., AMA executive vice

president, said “this major redirection of the program

is highly undesirable.”

Dr. Sammons called for public hearings and oppor-

tunity for consideration by the public and the commit-

tee. “We deplore such precipitous action that would

have the long-term effect of institutionalizing a two-

tiered system of care,” he said.

The provision is characterized as affecting only in-

stitutional services, but “in our view this proposal

would necessarily effectively limit the patient’s

choice of physician as well,” he said. This result is

inevitable since patients will be limited to physicians

having admitting privileges at the ‘Medicaid Hospi-

tal.’
”

The AMA believes that the Medicaid proposal “is

an ill-conceived proposal that would bar Medicaid

patients from mainstream medical care,” the AMA
said. “Any benefits from cost-savings that would be

achieved are overcome by the negative impact that

this provision would have on the poor through the

establishment of a separate health care system for the

poor.
’ ’

Mental Health “Bill of Rights”

Sinks

A proposed provision in the Mental Health Systems

Bill that would have provided a “Bill of Rights” for

the mental patients has been overwhelmingly defeated

on the floor of the Senate.

Senator Robert Morgan (D-N.C.) with the strong

backing of the AMA and the American Psychiatric

Association (APA) argued that the private right of

action permitted in the provision “will simply serve

to encourage frivolous lawsuits and put the federal

courts in the business of reviewing medical decisions

on a case-by-case basis.”

The measure would have overriden 35 existing

state laws and “provide a legal tool to coerce states to

spend more money on mental health services,” the

senator said in a “Dear Colleague” letter to fellow

senators.

The AMA earlier had dispatched a Legislative

Alert urging support of the Morgan Amendment, de-

claring the Senate Bill “objectionable” as it then

stood. The APA feared that court suits by patients

would have led to medical treatment decisions by the

judiciary, creating serious legal impediments to prop-

er treatments.

The proposed “Bill of Rights” for mental patients,

supported by Sen. Edward Kennedy (D-Mass.),

would have given patients the right to refuse treatment

and require that their freedom not be unnecessarily

restricted, among other provisions.

The overall bill extends and restructures federal aid

to community-based mental health programs.

PSRO Rulings in Process

Legislation now before Congress would block un-

limited public access to professional standards review

organization (PSRO) documents.

The AMA has urged Congress as part of its 18-part

package of PSRO changes to specify that PSROs are

not federal agencies and therefore not subject to re-

quirements of the Freedom of Information Law.

A Court of Appeals decision is pending on the issue

in Washington, D.C.

The PSRO provision is part of the Medicare-

Medicaid amendments measure approved by the

House Commerce and Ways and Means Committees.

Though it does not take the nonfederal agency route

of the AMA proposal, the amendment’s procedures

for court orders to obtain information would serve

much the same effect.

Seven of 25 AMA-developed PSRO amendments

were substantially adopted in the last Congress.

The 18 amendments pending would authorize or-

ganizations, including foundations, designated by

medical societies to be specifically eligible for con-

sideration as PSROs; and authorizing of physician

polling on agreements between PSROs and the gov-

ernment. Many current provisions relating to PSRO
operations would be deleted or modified under the

AMA proposals.

Health Professions Education

Assistance Bill Goes to Senate

Chiropractic students would be eligible for the first

time for Federal Health Manpower loans under legis-

lation approved by the Senate Human Resources

Committee.

The provision, by Committee Chairman Harrison

Williams (D-N.J.), was part of the Health Professions

Education Assistance Bill sent to the Senate floor.

The AMA and allied health groups protested that the
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committee should have deferred the issue pending

hearing and testimony. The provision does not make
schools of chiropractic eligible for federal support.

The committee called on the government to study the

safety and efficacy of chiropractic.

The overall Manpower Bill approved by the com-

mittee sharply restricts federal capitation aid for med-
ical schools. However, it is less sweeping than a

three-year phase-down adopted by the House Com-
merce Committee.

Complications arising out of budget deadlines may
result in Congress approving a one-year continuing

resolution of aid for medical schools at their current

level for the fiscal year starting in October, with other

provisions of the congressional legislation taking ef-

fect after that date.

A House-Senate conference may be required to set-

tle the differences between the House and Senate bills

on chiropractic, capitation and many other issues.

AMA Challenges Proposed

Utilization Review Changes

The AMA has challenged proposed regulations to

revise utilization review procedures for Medicare and

Medicaid.

In a statement to the Health Care Financing Admin-

istration (HCFA), the AMA said “the overall effect

of the proposed regulations does not meet the basic

criteria for an appropriate program in providing

necessary flexibility and fulfilling the intent of Con-

gress.”

HCFA was told that certain provisions lack opera-

tional flexibility, and that specific standards relating

to preadmission and concurrent review, as well as

those relating to prior approval of elective surgery and

other procedures,” go beyond the authority es-

tablished in the Social Security Act.

The definition of “major diagnostic or therapeutic

procedure” is “unacceptably broad,” according to

the AMA.
The sweeping authority to allow utilization review

committees to disapprove elective surgery or other

major elective diagnostic or therapeutic procedures is

inconsistent with the Social Security Act which pro-

vides that the government shall not interfere with the

practice of medicine, said the AMA.

Military Physician Bonus Now Law

President Carter has signed into law legislation

providing higher pay for military physicians. The

measure allows bonuses of $9,000 to $10,000 to

physicians in the military as well as variable special

pay depending on years of service, payment for board
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certification and incentive special pay for critical

specialties. The extra pay could total up to $33,000 on

top of regular pay. A discretionary special pay pro-

vision for Public Health Service physicians was in-

cluded in the measure. President Carter had vetoed an

earlier military pay bill because of provisions for

nonmilitary physicians and nonphysicians. The mea-

sure was backed by the American Medical Associa-

tion.

THC for Cancer Therapy Adjunct?

The active ingredient in marijuana, called THC,
may be okayed by the Food and Drug Administration

this fall for restricted distribution use by cancer pa-

tients in order to reduce nausea caused by

chemotherapy.

An FDA advisory panel voted 5-4 to make the

synthetic product available at cancer treatment centers

and medical school hospitals.

The AMA told the FDA that research on use of

THC as an antiemetic should be pursued in broader

clinical trials. “It appears that the effectiveness data

accumulated to date warrants more widespread use of

THC for this single purpose in selected patients,”

wrote James Sammons, M.D., AMA executive vice

president.

The AMA commended the coordinated efforts at

the federal level “to bring to practitioners and patients

some hope of relief from the mentally and physically

debilitating side effects of cancer chemotherapy.”

Although the advisory committee action was a

boost for patient groups seeking marijuana, some ar-

gued that the synthetic product involved is much less

efficacious than the natural product.

Abortion Ruling Studied

The Supreme Court decision on Medicaid abortion

funding may have an impact on federal policies to-

ward all beneficiaries.

In effect, the high court said Congress has the right

to impose restrictions on benefits that might be avail-

able to the general public.

By a 5-4 vote, the Justices upheld Congress’ re-

strictions on Medicaid abortions, limiting federal

payment to abortions needed to save the lives of

mothers or in cases of rape or incest.

The so-called Hyde Amendment, after Rep. Henry

Hyde (R-Ill.), has plunged Congress into annual

debate for four years, with the amendment forces

winning out each time. As a result of the Hyde
Amendment, Medicaid-funded abortions have

dropped from 300,000 before 1976 to less than 2,000

last year.

Proabortion and antiabortion forces have collided
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bitterly on the issue and importuned Congress unceas-

ingly. More congressional mail has been generated on
abortion than on any other subject.

The court’s ruling came as the Health and Human
Services Department was studying what constitutes

“reasonable and necessary” medical services that

Medicare and Medicaid should finance. Another fed-

eral study involves heart transplantation and how and

whether Medicare patients should be reimbursed for

the procedure.

Supreme Court Justice Potter Stewart, writing for

the majority, said that “although Congress has opted

to subsidize medically necessary abortions, the fact

remains that the Hyde Amendment leaves an indigent

woman with at least the same range of choice in de-

ciding whether to obtain a medically necessary abor-

tion as she would have had if Congress had chosen to

subsidize no health care costs at all.

“We are thus not persuaded that the Hyde
Amendment impinges on the constitutionally pro-

tected freedom of choice recognized in (a prior court

ruling).”

In a second 5-4 vote, the court said states are not

obligated to pay for medically necessary abortions for

which federal reimbursement is not available.

cinnouAcemcAl/

CALENDAR OF MEETINGS

NATIONAL

Oct. 24-26

Oct. 26-30

Oct. 29-31

Nov. 2-5

Nov. 5-7

Nov. 5-8

Nov. 12-15

Nov. 13-15

Nov. 14-16

Nov. 16-19

Nov. 16-19

Nov. 16-19

Nov. 16-21

Detroit

AMA Philadelphia Regional
Meeting—Fairmont Hotel, Philadel-

phia

American College of Chest
Physicians— Sheraton Boston Hotel,

Boston

American Academy of Occupational

Medicine— Regency Hyatt, San Fran-

cisco

National Perinatal Association— Hyatt

Regency, Atlanta

Gastrointestinal Cancer— 25th Annual

Clinical Conference (M.D. Anderson

Hosp. and Tumor Inst.)—Shamrock

Hilton Hotel, Houston

American Thyroid Association-
Holiday Inn at the Embarcadero, San

Diego

American Heart Association —
Fontainebleau Hotel, Miami Beach

Southern Thoracic Surgical

Association—The Greenbriar, White

Sulphur Springs, W. Va.

AMA New York Regional

Meeting—New York Hyatt

American Physician’s Art Association

(with the Southern Medical

Association)— San Antonio, Tex.

San Antonio AMA Regional

Meeting— San Antonio Convention

Center, San Antonio, Tex.

Southern Medical Association— San

Antonio, Tex.

Radiological Society of North

America— Dallas Convention Center,

Dallas

Oct. 5-10 Congress of Neurological Surgeons
— Hyatt Regency, Houston

Oct. 6-9 American Academy of Family
Physicians—New Orleans Hilton,

New Orleans

Oct. 6-10 International Pediatric Nephrology
Symposium— Philadelphia

Oct. 9-11 American Cancer Society — Los
Angeles Hilton, Los Angeles

Oct. 11-19 International Body Imaging
Conference — Kauai Surf Hotel,

Kauai, Hawaii
Oct. 17-19 AMA Huron Regional Meeting—

Sawmill Creek Lodge, Huron, Ohio
Oct. 17-21 International Food Allergy Sym-

posium III— Boston
Oct. 19-23 American Public Health Association

—Detroit

Oct. 19-24 American College of Surgeons—
Georgia World Congress Center, At-

lanta

Oct. 23-25 Society for Adolescent Medicine—

Sept. 29-30

Oct. 1-3

Oct. 13-14

Oct. 23

Nov. 5-7

Nov. 13-14

Dec. 3-5

STATE
National Conference on Patient’s

Rights (American Society of Law &
Medicine)—Opryland Hotel, Nashville

Clinical Orthopaedic Society —
Nashville

Tennessee Valley Medical Assembly

—Chattanooga (2hoo Choo

Middle Tennessee Medical

Association— at the residence of Garth

Fort, M.D., Sewanee

Tennessee Academy of Family Physi-

cians, 32nd Annnual Scientific

Assembly— Gatlinburg

Joint Annual Meeting— Tennessee So-

ciety of Internal Medicine and Ameri-

can College of Physicians, Tennessee

Region — Rivermont Holiday Inn,

Memphis
Care of the Critically 111 Patient— St.

Thomas Hospital, Nashville
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Highlights of the TMA Board of Trustees Meeting

July 13, 1980
The following is a summary of the major actions taken by the Board of Trustees of the Tennessee

Medical Association at its regular third quarter meeting in Nashville on July 13, 1980.

Medicaid Data
Project

Staff Reports

Weekly Newspaper
Articles

Reaccreditation of

CME

Status of TMA/TNA
Joint Practice

Committee

Committee
Appointments

Osteopaths

CME Committee

Medicine and
Religion Breakfast

Speakers

THE BOARD:

Heard a report from William O. Miller, M.D., Knoxville, on a

Medicaid Data Program, slated to begin in September. The program

will use data from Medicaid data banks on prescribing of certain medi-

cations by physicians. The board reaffirmed its prior endorsement of

the project.

Heard staff reports that the TMA Impaired Physician Committee is

receiving an increasing number of calls regarding impaired physicians

and the TMA Maternal Mortality Subcommittee soon will review four

cases of maternal mortality in the state.

Approved a request from the TMA Committee on Rural Health that the

committee establish a series of weekly newspaper articles on health

topics for distribution in the state.

Heard a report that TMA has been reaccredited for four years following

an American Medical Association survey of TMA’s Continuing Medi-

cal Education program.

Postponed until its October meeting a decision on the future status of

the TMA and Tennessee Nurses’ Association Joint Practice Commit-

tee. The National Joint Practice Commission of the AMA and ANA
will be discontinued in January, 1981. Duane C. Budd, M.D. , Johnson

City, chairman of the TMA/TNA Joint Practice Committee, and

A. Roy Tyrer, Jr., M.D., Memphis, member of the NJPC, are to be

invited to the Board’s October meeting to discuss the committee’s

future.

Named Norman Henderson, M.D., Lawrenceburg, to the TMA Com-
mittee on Primary Health Care Clinics.

Agreed that Board Chairman Robert E. Clendenin, Jr., M.D., Union

City, appoint an ad hoc committee to study the eligibility of osteopaths

for TMA membership pursuant to the TMA House of Delegates’ direc-

tive in April, 1980.

Named Dillard Sholes, M.D., Johnson City, to fill a vacancy on the

TMA CME Committee.

Heard a report from Allen S. Edmonson, M.D., Memphis, regarding

complaints concerning the annual TMA Medicine and Religion Break-

fast speakers and topics. The Board reviewed a list of past speakers and

topics and requested that the committee keep in mind that TMA mem-
bership is composed of various religious backgrounds in selecting fu-

ture speakers.
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Request Denied Denied a request from the Southern Association of Cytotechnologists

for a grant-in-aid for support of its Nashville meeting in August, 1981.

Insurance Service
To Be Studied

Declined participation in a proposed insurance plan in which TMA
would return to each member the total amount of dues a member had

paid into TMA on a consecutive basis upon the member’s death. The
Board instructed the Executive Director to investigate the possibility of

TMA providing such a service on its own.

Requests Action Be
Deferred on Forms

Agreed to request the Tennessee Commissioner of Insurance to defer

action on a uniform insurance claim form until after the October meet-

ing of the Board when a finalized report from EDS Federal, Blue

Cross-Blue Shield and other third party payors regarding reporting of

services can be obtained.

Trip to Madeira Approved the TMA Travel Committee’s recommendation that TMA
sponsor an eight-day trip to Madeira in February, 1981.

Finance Committee
Recommendations

Approved two recommendations from the TMA Finance Committee:

(1) The amount of TMA funds available for investment be increased

from a limit of $200,000 in any one institution to a limit of $300,000 in

order to secure the best interest rates and to allow for overlapping

maturity dates of certificates of deposit; and (2) Employment contracts

providing for deferred compensation for certain staff members be re-

vised in order to comply with recent Internal Revenue Service rules

and regulations.

Search Committee
Appointment

Named James W. Hays, M.D., Nashville, to serve on a search com-

mittee for a new assistant commissioner of the Tennessee Department

of Public Health in response to that department’s request for a TMA
member’s service.

SVMIC Claims,

Premiums
Heard a report from Dr. Edmonson that State Volunteer Mutual Insur-

ance Company’s claims during the last quarter continue to increase and

that premiums had increased about 13% to 18% to offset the claims.

Meeting for Newly
Licensed Physicians

Endorsed a concept recommended by SVMIC that the Board of Medi-

cal Examiners require newly licensed physicians in Tennessee to attend

an orientation meeting upon licensure. The purpose would be for the

BME to discuss ethics and the manner in which physicians are ex-

pected to practice medicine in Tennessee and malpractice insurance

companies would make presentations on loss prevention.

Mailing List Agreed to permit A. R. Boyd, M.D., Clarksville, to use TMA’s mail-

ing list for the usual fee to solicit support from members for his candi-

dacy as a Republican nominee to the State Senate.

Operating Report Approved the Second Quarter Operating Report including receipts,

disbursements and investments of the Association.

Meeting Dates Set Aug. 28, 1980, at TMA headquarters as the next date of a TMA
Executive Committee meeting if the meeting is needed and set Oct. 12,

1980, at TMA headquarters as the date of the fourth quarter Board

meeting. O—

^
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The continuing medical education accreditation

program of the TMA has full approval by the Council

on Medical Education of the AMA . An accredited in-

stitution or organization may designate for Category 1

credit toward the AMA Physician s Recognition Award
those CME activities that meet appropriate guidelines.

If you wish information as to how your hospital or

society may receive accreditation, write: Director of

Continuing Medical Education, Tennessee Medical As-

sociation, 112 Louise Ave., Nashville, TN 37203

.

IMPORTANT NOTICE

Published in this section are all educational opportunities which come to our

attention which might be of interest to our membership. As some of these

are very long, full year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be published in only

one issue of the Journal.

IN TENNESSEE

Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O'Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Eee: $200 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion Accreditation.

VANDERBILT UNIVERSITY

SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, confer-

ences, ward rounds, learning individual procedures,

observing new surgical techniques, and access to ex-

cellent library resources. Experience in more than one

discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

Anesthesiology

Cardiology

Chest Diseases

Clinical Pharmacology . .

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Medicine
Neurology
Obstetrics & Gynecology .

Oncology
Orthopedics

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . .W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Grant W. Liddle, M.D.
Gerald M. Fenichel, M.D.
Lonnie S. Burnett, M.D.

Robert Oldham, M.D.
Paul W. Griffin, M.D.

Application: For further information and application,

contact Paul B. Slaton, M.D., Director, Continuing

Education, 3200 West End Ave., Suite 306,
Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Oct. 3

Oct. 6-10

Oct. 26-27

Nov. 5-8

Nov. 12-14

Nov. 21-22

Dec. 12-13

Symposium on Thrombolytic Therapy

(4 hours)

Recent Advances in Internal Medicine

(38 hours)

Nuclear Magnetic Resonance Imaging

Symposium
9th Annual Rhamy-Shelley Lecture-

ship in Urology (16 hours)

Scientific Sessions, Tennessee Public

Health Association Annual Meeting

Anesthesiology Update 1980 (11

hours)

Annual High Risk Obstetrical Seminar

(11 hours)

For information contact Vanderbilt Continuing Ed-

ucation, 3200 West End Ave., Suite 306, Nashville,

TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that ser-

vice’s activities for a period of one to four weeks.
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This program provides an opportunity for physicians

to study in depth for a specified period. The schedule

of activities is individualized in response to the physi-

cian’s request by the participating department. The

experience includes conferences, ward rounds, au-

diovisual materials and contact with patients, resi-

dents and faculty.

Participating Departments

Anesthesiology . .

Family Practice .

.

Internal Medicine
Cardiology . . . .

Chest Disease

Dermatology

Gastroenterology

General Medicine
Hematology/Oncology ....

Neurology

Obstetrics & Gynecology . .

Ophthalmology
Orthopedics

Pathology

Pediatrics

Surgery

Genera]

Neurological

Thoracic and Cardiovascular

Urology

Ramon S. Harris, M.D.
John Arradondo, .M.D.

John Thomas, M.D.
Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

. . . .Joseph .M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.
. . .Thomas W. Johnson, .M.D.

David Horowitz, M.D.
. . .Ludwald O. P. Perry', M.D.
Buntwal .M. Somayaji, .M.D.

Edward A. .Mays, M.D.
Robert S. Hardy, M.D.

Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.
Henry W. Foster, M.D.
Axel C. Hansen, .M.D.

Wallace T. Dooley, .M.D.

Louis D. Green, M.D.
John C. Ashhurst, M.D.
E. Perry Crump, .M.D.

Louis J. Bernard, M.D.
Charles E. Brown, M.D.

David B. Todd, .M.D.

Ira D. Thompson, M.D.
. .Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1). American Academy
of Family Physicians Continuing Education Accredi-

tation and Continuing Education Units by Meharry

Medical College.

Application: For further information contact Frank A.

Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave. North,

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Oct. 15

Nov. 6

Dec. 2

Jan. 9-10

Feb. 27

March 21

April 11-12

May 13

June 5-6

July 18

Aug. 8

Pediatrics Prep

Hypertension

Occupational Medicine

Sports Medicine

School Health III

Immunology—Allergy Review

Gynecologic Endocrinology: Infertili-

ty-Hirsutism-Menstrual Abnormalities

Substance Abuse in East Tennessee

Geriatrics II: Sexuality and the Aging

Basic Science Review III: Psycho-

pharmacology

Stress in Medical Practice

Sept. 19 Advances in Laboratory Medicine

Oct. 16 Pediatrics Prep III: Neonatology

Oct. 24 Infection Control

Nov. 2-6 CPRL Faculty Inservice

For information contact Office of Continuing Med-
ical Education, East Tennessee State University, Col-

lege of Medicine, Johnson City, TN 37601, Tel. (615)

928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses in-

cludes programs of the Chattanooga, Knoxville, and
Memphis units. The codes (C), (K), and (M) indicate

the continuing education unit handling the arrange-

ments for a particular program.

Oct. 2-3 (M) 12th Annual Conference on

Mother, Fetus, and Newborn
Oct. 6-8 (K) Erythropoietin in the Regulation

of Erythropoiesis

Oct. 13-15 (K) Smoky Mountain Seminar in

Obstetrics & Gynecology

Oct. 15-17 (K) Cancer Concepts 1980

Oct. 22-24 (K) 3rd Annual Office Ultrasound

Conference

Oct. 23-24 (C) Pediatric Update

Oct. 24 (K) 9th Annual Internal Medicine

Symposium
Oct. 29-31 (C) Family Practice Update and Re-

view

Nov. 14 (M) Medical Alumni Day
Nov. 15-17 (K) Seminar in Clinical Hypnosis

Nov. 19-22 (K) Humanities Consciousness in the

Clinical Setting

Nov. 21 (K) 2nd Annual Pediatric Nutrition

Seminar

Dec. 4-6 (C) Basic Cardiology, EKGs &
Therapy

Jan. 15-16 (K) Advanced Cardiac Life Support

Course

Feb. 2-4 (K) 2nd Annual Emergency Medi-

cine Symposium
Feb. 7-14 (K) 3rd Annual Winter Update and

Review Course for Physicians

—Steamboat Springs, Colo.

Feb. 12-13 (C) Diagnostic Radiology for the

Primary Care Physician

Feb. 23-26 (C) Emergencies in Obstetrics and

Gynecology
March 5-8 (C) Emergency Medicine Review
March 15-20 (M) 14th Annual Review Course for

Family Physicians

SEPTEMBER, 1980 683



March 16-19 (M) Three Nights on Cardiac Auscul-

tation

March 16-19 (C) Gut Problems III

April 1-3 (M) Adolescent Gynecologic Endo-

crinology/VI Reproductive
Medical Symposium

April 2-3 (C) Workup and Treatment of

Anemia
April 23-24 (M) 12th Annual Leigh Buring Con-

ference— The Gifted Child

April 23-25 (K) 4th Annual Family Practice Up-

date and Review Course

May 7-8 (C) Solving Problems in Drug
Therapy

May 20-23 (M) Rhinoplasty

June 4-7 (C) Family Medicine Review

June 4-8 (K) 3rd Annual Practical Otolaryn-

gology Course for the Primary

Care Physician

June 15-18 (C) Basic Cardiology, EKGs &
Therapy

June 21-24 (C) Diagnostic Radiology for the

Primary Care Physician

July 10-12 (M) Cardiac Emergencies

Community-Based CME

Knoxville Campus

Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,

Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, second Wednesday; 12:00 noon (1 hr. credit)

Takoma Hospital; Greeneville , Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

Memphis Campus

UPDATES IN MEDICINE
Carroll County Hospital; Huntingdon, Tenn.

McKenzie Memorial Hospital; McKenzie, Tenn.

Henry County Hospital; Paris, Tenn.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

If you would like assistance in planning a

community-based CME program, contact Dennis K.

Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of our

three campuses.

For further information about any of these courses,

please call the appropriate individuals below:
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(C) Mr. LeRoy J. Pickles, Chattanooga
Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine
800 Madison Ave.

Memphis, TN 38163

Tel. (901) 528-5605

ST. THOMAS HOSPITAL

Dec. 3-5 Care of the Critically 111 Patient— St.

Thomas Hospital, Nashville.

For information contact William R. Thompson,
M.D., Medical Director, St. Thomas Hospital, P.O.

Box 380, Nashville, TN 37202, Tel. (615) 320-211 1

.

IN SURROUNDING STATES

UNIVERSITY OF LOUISVILLE

Oct. 29 Pediatric Society Lectureship

Oct. 30-31 14th Annual Newborn Symposium

For information contact Billy F. Andrews,
M.D., Professor and Chairman, Department of

Pediatrics, University of Louisville School of

Medicine, Health Sciences Center, Louisville,

KY 40292.

UNIVERSITY OF MISSISSIPPI

Oct. 20-24 Practice of Electrocardiography—
University of Mississippi Medical

Center, Jackson

Nov. 6-8 Family Practice Update— Holiday Inn

Medical Center, Jackson

Nov. 14-15 Neurosurgery International Conference:

Vascular Anomalies of the Brain—

Holiday Inn Downtown, Jackson

Dec. 4-5 Mississippi Perinatal Postgraduate

Course 1980— Holiday Inn Downtown,

Jackson

Jan. 19-23 Practice of Electrocardiography—
University of Mississippi Medical

Center, Jackson

Feb. 5-6 Renal Update—Ramada Inn Coliseum,

Jackson

For information contact Continuing Education,

Dept. A, University of Mississippi Medical Center,

2500 N. State St., Jackson, MS 39216.
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UNIVERSITY OF KENTUCKY
Mini-Residencies in Office Management
Of Emotional Problems

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy

office practices. The technique uses a concept of

emotions that is consistent with human anatomy and

psycho physiology. Yet, the technique requires no

more physician time or patient cost than routine eval-

uations of new patients. Finally, the technique is read-

ily understandable and easy for practitioners to apply.

One, two and three week courses. Minimum of 40

hours per week. Tuition Fee: $350 per week for the 1st

& 2nd week of training; $500 for 3rd week of super-

vised practice with patients in the Intensive RBT
Treatment Program.

For further information contact Maxie C. Maultsby,

Jr., M.D., Office of Continuing Medical Education,

Dept, of RBT, University of Kentucky, Lexington,

KY 40506.

Continuing Education Schedule

Oct. 10-11 Practical Conference in Cornea and

External Disease— Hyatt Regency
Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,
Continuing Education, College of Medicine, Univer-

sity of Kentucky, Lexington, KY 40536, Tel. (606)

233-5161.

For information contact Program Chairman, In-

terstate Postgraduate Medical Association, P.O. Box
1109, Madison, WS 53701.

RUSH-PRESBYTERIAN-ST. LUKE’S
MEDICAL CENTER

Dec. 10-12 Neurology for the Non-
Neurologist— Sheraton Plaza Hotel,

Chicago. Credit: 20 hours AMA
Category 1

.

Contact June Hamby, Office of Continuing Educa-

tion, Rush-Presbyterian-St. Luke’s Medical Center,

600 S. Paulina, Chicago, IL 60612, Tel. (312) 942-

7095.

WEST PARK HOSPITAL

International Body Imaging Conference

Feb. 5-15 1st International Winter Symposium
on Computed Tomography and
Ultrasonography — Alpina Hotel,

Chamonix, France. Fee: $265 before

Oct. 31; $310 after Nov. 1.

For information contact Conference Secretary,

Chamonix Meeting, Annual International Body Imag-

ing Conference, West Park Hospital, Dept, of

Radiology, 22141 Roscoe Blvd., Canoga Park, CA
91304; Tel. (213) 340-0580, ext. 248.

OF SPECIAL INTEREST

AMERICAN CANCER SOCIETY

Oct. 9-11 National Conference on Gynecologic

Cancer, 1980— Los Angeles Hilton,

Los Angeles. Credit: 16 hours AMA
Category 1. Fee: None.

For information contact Nicholas G. Bottiglieri,

M.D., American Cancer Society, 111 Third Ave.,

New York, NY 10017.

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Nov. 3-6 65th Annual International Scientific

Assembly of Interstate Postgraduate

Medical Association—MGM Grand
Hotel, Las Vegas. (In cooperation with

the Nevada Academy of Family Physi-

cians and the University of Nevada
School of Medical Sciences.) Credit:

24 hours AMA Category 1 and AAFP
prescribed; 4 hours AMA Category

5(a) and AAFP elective.

PEDIATRIC DERMATOLOGY SEMINAR

Feb. 26- 8th Annual Pediatric Dermatology

March 1 Seminar— Eden Roc Hotel, Miami
Beach.

March 1-13 Postconvention tour to Tahiti and New
Zealand with optional extension to

Australia.

Eor information contact Guinter Kahn, M.D.,

16800 N.W. 2nd Ave., Miami, PL 33169, Tel. (305)

652-8600.

AMERICAN SOCIETY OF
CLINICAL PATHOLOGISTS

Continuing Education Schedule

Oct. 1-3

Oct. 6-10

Nov. 10-14

Nov. 10-14

The Role of the Clinical Laboratory in

Therapeutic Drug Monitoring: Clinical

Pharmacochemistry and Method-

ology —Chicago
Comprehensive Death Investiga-

tion— San Prancisco

A Practical Approach to Diagnostic

Hematologic Problems—Chicago
Dermatopathology— Orlando, Fla.
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Nov. 17-21

Nov. 23-26

Dec. 2-5

Jan. 12-16

Jan. 26-30

Jan. 26-30

Feb. 9-13

Feb. 16-20

March 30-

April 3

April 6-10

April 13-15

April 13-17

April 13-17

April 20-24

April 20-24

April 27-

May 1

A Sample Year in a Large Hematology
Laboratory —Kiawah Island, S.C.

Chemistry Potpourri: More Than a

Taste of Honey— Orlando, Fla.

Microcomputers, Minicomputers, and

Big Computers: Computer Technology

as It Applies to the Medical
Laboratory —Monterey, Cal.

Leukemias and Lymphomas—
Williamsburg, Va.

Tumorous Conditions of the Bones and

Soft Tissues— San Diego

Myeloproliferative Syndromes—

A

Multidisciplinary Approach— Orlan-

do, Fla.

Advanced Microbiology: Recent
Developments and New Frontiers—
Houston

Current Methods in Blood Banking

and Immunohematology— Savannah,

Ga.

Anemias: Morphology and Bio-

chemistry —Chicago
Review in Immunohematology and

Blood Banking— San Diego

Review in Nuclear Medicine —
Chicago

Comprehensive Death Investiga-

tion-Charleston, SC
Recent Advances in Clinical

Immunohematology— Williamsburg,

Va.

Selected Topics in Surgical

Pathology —Williamsburg, Va.

Review in Clinical Microbiology—
Chicago

Head and Neck Pathology— Chicago

May 4-8

May 4-8

May 11-15

May 18-22

May 18-22

June 1-4

June 8-12

June 22-26

Review in Clinical Chemistry —
Monterey, Cal.

Clinical Anaerobic Bacteriology—
Chicago

Laboratory Tests for the Diagnosis of

Autoimmune Diseases—Chicago

Obstetric and Gynecologic

Pathology —Chicago
Non-Gynecologic Cytopathology

—

Dallas

Diagnostic Cytology of the Female

Genital Tract— San Francisco

Surgical Pathology of the Gastrointes-

tinal Tract— Location to be announced

Morphologic Hematopathology

—

Williamsburg, Va.

For information contact Marian P. Macdonald,

Adm. Asst., Educational Center Programs, American

Society of Clinical Pathologists, 2100 W. Harrison

St., Chicago, IL 60612, Tel. (312) 738-1336.
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Tenuate*®
(diethylpropion hydrochloride NF)

Tenuate Dospan*
(diethylpropion hydrochloride NF) controlled-release

AVAILABLE ONLY ON PRESCRIPTION
Brief Summary
INDICATION: Tenuate and Tenuate Dospan are indicated in the

management of exogenous obesity as a short-term adjunct (a few
weeks) in a regimen of weight reduction based on caloric restriction.

The limited usefulness of agents of this class should be measured
against possible risk factors inherent in their use such as those

described below.

CONTRAINDICATIONS: Advanced arteriosclerosis, hyperthyroidism,

known hypersensitivity, or idiosyncrasy to the sympathomimetic
amines, glaucoma Agitated states. Patients with a history of drug

abuse During or within 14 days following the administration of mono-
amine oxidase inhibitors, (hypertensive crises may result).

WARNINGS: If tolerance develops, the recommended dose should

not be exceeded in an attempt to increase the effect: rather, the drug

should be discontinued. Tenuate may impair the ability of the patient

to engage in potentially hazardous activities such as operating

machinery or driving a motor vehicle: the patient should therefore be

cautioned accordingly. Drug Dependence Tenuate has some chemi-

cal and pharmacologic similarities to the amphetamines and other

related stimulant drugs that have been extensively abused. There

have been reports of subjects becoming psychologically dependent

on diethylpropion. The possibility of abuse should be kept in mind

when evaluating the desirability of including a drug as part of a weight

reduction program. Abuse of amphetamines ana related drugs may
be associated with varying degrees of psychologic dependence and

social dysfunction which, in the case of certain drugs, may be severe.

There are reports of patients who have increased the dosage to many
times that recommended. Abrupt cessation following prolonged hign

dosage administration results in extreme fatigue and mental depres-

sion: changes are also noted on the sleep EEG. Manifestations of

chronic intoxication with anorectic drugs include severe dermatoses,
marked insomnia, irritability, hyperactivity, and personality changes.

The most severe manifestation o( chronic intoxications is psychosis,

often clinically indistinguishable from schizophrenia. Use in

Pregnancy Although rat and human reproductive studies have not

indicated adverse effects, the use of Tenuate by women who are

pregnant or may become pregnant requires that the potential benefits

be weighed against the potential risks. Use in Children: Tenuate is

not recommended (or use in children under 12 years of age
PRECAUTIONS: Caution is to be exercised in prescribing Tenuate

(or patients with hypertension or with symptomatic cardiovascular

disease, including arrhythmias. Tenuate should not be administered

to patients with severe hypertension Insulin requirements in diabetes

mellitus may be altered in association with the use of Tenuate and
the concomitant dietary regimen. Tenuate may decrease the hypo-

tensive effect of guanethidine. The least amount feasible should be

prescribed or dispensed at one time in order to minimize the possibility

of overdosage. Reports sugq^est that Tenuate may increase convul-

sions in some epileptics. Tnerefore, epileptics receiving Tenuate
should be carefully monitored. Titration of dose or discontinuance of

Tenuate may be necessary.

ADVERSE REACTIONS: Cardiovascular: Palpitation, tachycardia,

elevation of blood pressure, precordial pain, arrhythmia. One pub-

lished report described T-wave changes in the ECO of a healthy young
male after ingestion of diethylpropion hydrochloride. Central Nervous
System: Overstimulation, nervousness, restlessness, dizziness, jit-

teriness, insomnia, anxiety, euphoria, depression, dysphoria, tremor,

dyskinesia, mydriasis, drowsiness, malaise, headache: rarely psy-

chotic episodes at recommended doses In a few epileptics an
increase in convulsive episodes has been reported Gastrointestinal:

Dryness of the mouth, unpleasant taste, nausea, vomiting. abdominal

discomfort, diarrhea, constipation, other gastrointestinal distur-

bances. Allergic: Urticaria, rash, ecchymosis, erythema. Endocrine:

impotence, changes in libido, gynecomastia, menstrual upset. Wema-
topoietic System Bone marrow depression, agranulocytosis, leuko-

penia. Miscellaneous : A variety of miscellaneous adverse reactions

has been reported by physicians. These include complaints such as
dyspnea, hair loss, muscle pain, dysuria, increasetf sweating, and
polyuria.

DOSAGE AND ADMINISTRATION: Tenuate (diethylpropion hydro-

chloride): One 25 mg. tablet three times daily, one hour before meals,

and in midevening if desired to overcome niqht hunger Tenuate
Dospan (diethylpropion hydrochloride) controlleo-release One 75 mg.

tablet daily, swallowed whole, in miamorning Tenuate is not recom-

mended for use in children under 12 years of age.

OVERDOSAGE: Manifestations of acute overdosage include rest-

lessness. tremor, hyperreflexia. rapid respiration, confusion, assault-

iveness hallucinations, panic states Fatigue and depression usually

follow the central stimulation. Cardiovascular effects include arrhyth-

mias. hypertension or hypotension and circulatory collapse. Gastro-

intestinal symptoms include nausea, vomiting, diarrhea, and
abdominal cramps. Overdose of pharmacologically similar com-
pounds has resulted in fatal poisoning, usually terminating in con-

vulsions and coma Management of acute Tenuate intoxication is

largely symptomatic and includes lavage and sedation with a barbitu-

rate, Experience with hemodialysis or peritoneal dialysis is inade-

quate to permit recommendation in this regard. Intravenous
phentolamine (Regitine") has been suggested on pharmacologic

grounds for possible acute, severe hypertension, if this complicates

Tenuate overdosage.

Product Information as of April, 1976

MERRELL-NATIONAL LABORATORIES Inc.

Cayey, Puerto Rico 00633

Direct Medical Inouiries to

MERRELL-NATIONAL LABORATORIES
Division of Richardson-Merrell Inc.

Cincinnati, Ohio 45215, U S A.

Licensor of Merrell"

References: 1. Citations available on request from Medical Research
Department. MERRELL-NATIONAL LABORATORIES. Cincinnati.

Ohio 45215 2. Hoekenga. M T, 0 Dillon IDillonl. R H
, and Leyland.

H M A comprehensive review of diethylpropron hydrochloride In.

Central Mechanisms of Anorectic Drugs, S Garattini and R Samanin,
Ed., New York, Raven Press, 1978, pp 391-404.

Merrell
9-4672 (Y957A)



TfTM
Study Confirms Effectiveness of

Enzyme Treatment for Back Pain

Follow-up studies of from three to six years

show clearly that chymopapain— the controver-

sial enzyme treatment for slipped disks and se-

vere back pain—works for a large majority of

sufferers.

Chymopapain was used in lieu of surgery to

relieve the pain of slipped disk for some years,

but fell into disfavor and was prohibited by the

Food and Drug Administration in 1975. It is an

enzyme that is injected into the spinal column to

cause disintegration of the protruding disk.

One year after the injection, 90 (72.6%) of 124

patients treated with chymopapain prior to

FDA’s withdrawal of the drug experienced major
improvement, 21 (16.9%) had slight improve-

ment, and 13 (10.5%) had no improvement. Of
those patients who had no previous back surgery,

77 patients (81%) had marked improvement, 13

(13.7%) had slight improvement, and five

(5.3%) had no improvement.
Three- to six-year follow-ups were obtained

by questionnaire. Of the 114 patients respond-

ing, 83 patients (72.8%) had marked improve-
ment, and 75 (83.3%) of those with no previous

surgery had major improvement. Since all pa-

tients met the criteria for back surgery, favorable

results from the enzyme injection spared most
the trauma of surgery.

The enzyme has been used extensively by 75
physicians in the United States and Canada in

more than 17,000 patients and has been widely
reported to be effective. However, it still is

banned in the United States, and U.S. nationals

wishing chymopapain treatment must go to

Canada, where it is legal and in regular use.

Hard Water Discredited As Heart

Disease Preventive

The premise that hard water protects against

heart disease, which has been studied for more
than 20 years, is untenable and probably incor-

rect.

Public health officials, particularly those

charged with supervising public water supplies,

have been aware of this premise for two decades.

Many studies have been carried out, and recom-
mendations have been made urging caution about

softening drinking water. But the evidence has

not been conclusive enough to bring a halt to

softening water in the treatment process. Soft

water is so much more useful in washing clothes

and dishes and bathing that public health au-

thorities have been reluctant to switch to hard

water.

A study from Duke University Medical Center

points out that statistical studies and direct risk-

factor studies all have failed to implicate water

hardness and heart disease mortality in a consis-

tent and causal fashion during the past 20 years,

and at present, setting standards for water hard-

ness in the United States is not scientifically jus-

tifiable.

Changes in water hardness certainly cannot

explain the striking decline in U.S. coronary and

cardiovascular disease mortality. No major
change took place in U.S. water hardness be-

tween 1968 and 1978, but deaths from those

diseases dropped markedly. The study credits re-

duced smoking, change in diet, control of high

blood pressure, exercise programs, and im-

proved medical and hospital care.

The process of softening water adds salt, and it

may be necessary for persons on a strict low-salt

diet to use bottled water in areas where the water

supply is artifically softened.

Stanford Newspaper Decision

Endangers Doctor Office Privacy

The Supreme Court has opened the way for

“abusive invasions that occur by law enforce-

ment officials into the security and privacy of

physicians’ offices,” the American Medical As-

sociation and the American Psychiatric Associa-

tion declared.

The statement was made to the Senate Judici-

ary Committee in reference to a decision that

upheld the right of police to search the files of a

Stanford University newspaper for photographs

of a campus episode at which a crime had oc-

curred.

The representative for both the AMA and APA
told the committee that the decision “substan-

tially limits whatever degree of privacy was
thought to have existed for innocent citizens.”

The search procedure by police, as contrasted to

the subpoena request for information, “is par-

ticularly pernicious since it does not allow the

physician to challenge the disclosure of his rec-

ords on grounds that they are both privileged and

confidential.”

The Supreme Court finding is contrary to es-

tablished AMA and APA policy on the nature of

patient-physician relationship and the ethics of

practice.

SEPTEMBER, 1980 689



SUPPORT YOUR
ADVERTISERS

Many of the advertisers in this Journal

are long-standing patrons of our

monthly publication. Their products and

services are of the highest quality avail-

able. Don^t take themfor granted. Read
their ads!

EMERGENCY DEPARTMENT
PHYSICIAN NEEDED

IN TENNESSEE

A 487-bed teaching hospital located in western por-

tion of state is seeking a physician to assume clinical

responsibilities in this modern emergency depart-

ment. Minimum guarantee plus production bonus;

paid liability insurance. For details, send credentials

to Joseph Woddail, 970 Executive Parkway, St. Louis,

MO 63141, or call toll-free 1-800-325-3982.

OPPORTUNITIES IN

EMERGENCY MEDICINE
AVAILABLE

Spectrum Emergency Care, the largest contract

emergency group in the nation, staffing and manag-

ing over 180 emergency departments in 29 states,

has several clinical and directorship positions avail-

able throughout the state of Tennessee. Enjoy the

benefits of flexible scheduling, no on-call respon-

sibilities and no financial obligations. These benefits

plus availability of attractive fee-for-service minimum

guarantees are just a few of the reasons why physi-

cians find association with Spectrum a rewarding

alternative to private practice.

For information send credentials in confidence to

Mr. Richard Ballard, 970 Executive Parkway, St.

Louis, MO 63141, or call toll-free, 1-800-325-3982.
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PHYSICIANS

One of America’s largest health care corpora-
tions is currently seeking both a full and part-

time Physician for our Plasma Donor Center
located in Tennessee. Responsibilities will

include performing physicals in conjunction
with donor screening and evaluation. The part-

time position would provide support when
regular staff physicians are on vacation.

Our requirements are flexible and we will

consider licensed but non-practicing physicians

as well as those desiring to work on a consult-

ing basis.

We offer excellent working environment and a

highly competitive salary. For further infor-

mation, please send curriculum vitae to:

Ad Tech, Inc.

17842 Irvine Blvd., Suite 118

Tustin, California 92680
Equal Opportunity Employer M/F

FAMILY PRACTITIONER/
GENERAL PRACTITIONER NEEDED

U.S. Public Health Service Outpatient Clinic

Memphis, Tennessee

• Five 8-Hour Workdays
• No Weekends
• No After Hours

Complete ambulatory care facility located in the

downtown Memphis medical complex. Prefer Board
Eligible or Board Certified individual.

For information contact: Director, USPHS Outpatient

Clinic, 969 Madison Ave., Suite 907, Memphis, TN
38104, Tel. (901) 523-7001.

PEDIATRIC EMERGENCY
SPECIALISTS NEEDED

Board eligible or certified pediatricians sought

to assume emergency department and in-service

positions in this modern children’s hospital lo-

cated in East Tennessee. The community of

175,000 is the home of the 16th largest uni-

versity, boasting numerous cultural and sports

activities and provides outdoor recreation in

your own backyard. Excellent compensation
plus paid professional liability insurance. For de-

tails, send credentials in confidence to Mr. Joe

Woddail, 970 Executive Parkway, St. Louis, MO
63141, or call toll-free 1-800-325-3982.
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The Ratio ofSubjective to Objective

Complaints Seen in a Family Practice

ROBERT P. OLIVER, M.D.

Many studies*'^ have evaluated the content of

family practice both in private practice and in

family practice training programs. In most of

them different criteria have been used and dif-

ferent aspects of family practice evaluated. In the

Louisiana study'* and the Virginia study^ percent-

ages were used allowing absolute comparisons of

disease categories. Filiatrault et aF made an ef-

fort to define terms so as to distinguish the pa-

tient, a patient visit, and a problem encounter. In

other studies the distinction is difficult to ascer-

tain. The following data were accumulated to

determine the percentage of patients presenting

to a family physician’s office with nonidentifi-

able or purely subjective complaints.

In this analysis I was primarily interested in

the ratio of objective to subjective problems in a

solo family practice office. Each patient en-

counter was treated as a separate problem. In

addition to the stated goal, the accumulated data

allow comparisons to the earlier studies*'"^ and to

future assessments of my own practice. On the

basis of the practice survey, continuing education

can be better focused and equipment purchases

and laboratory procedures can be added or de-

leted for cost effectiveness.

From the Department of Family Practice, University of

Tennessee Center for the Health Sciences, Memphis.
Reprint requests to 1234 Peabody Ave., Memphis 38104

(Dr. Oliver).

Methods
A single family physician in solo family prac-

tice in an urban setting saw all patients, primarily

in the summer and fall of 1978. No nurses or

paraprofessionals were used in determining the

diagnosis or in recording or summarizing the

data. Charts of individual patients were retained

until a reason for the visit could be entered on a

numbered list, usually at the end of a working

day while the patient and his problem were still

fresh in mind. A problem for each patient en-

counter was entered in sequence, each number
representing one patient encounter. The patient’s

last name and date of visit were also recorded on

the numbered list for cross-reference in case of

vague diagnosis. Although the analysis included

1,000 consecutive encounters, the number of

problems is slightly more than 1,000 because a

patient occasionally presents two distinct prob-

lems which are not obviously related (e.g.,

stomach pain due to peptic ulcer, and a skin

rash). Additionally, patients may present with

one problem, and another of equal or greater im-

portance may be detected. Incidental problems

such as smoking, obesity, or dental caries were

not listed unless the patient specifically requested

attention to it. The omission of these incidental

risk factors was not to minimize their importance

but rather to assess only problems of sufficient

importance for the patient to seek medical atten-

tion. One thousand contacts were analyzed to
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give a fairly large sample.

Where no specific cause of the patient’s com-

plaint(s) could be established, the salient

symptom was listed, such as abdominal pain,

dizziness, or fever. In many cases, a diagnosis or

explanation evolved after several visits or upon

receipt of test results, but no effort was made to

update on the list an earlier diagnosis or clinical

impression.

An effort was made to use only generally ac-

cepted criteria and easily established diagnoses.

There can be, for example, little doubt about

what is implied in a diagnosis such as skin lacera-

tion or suture removal, but commonly en-

countered problems such as hypertension or

diabetes mellitus lack uniformity of definition.

For this paper hypertension in an adult was de-

fined as blood pressure 140/90 mm Hg or greater

on three consecutive visits. Diabetes means per-

sistent glycosuria requiring dietary or hypogly-

cemic therapy.

Most sore throats were cultured for group A
streptococci but no distinction was made be-

tween streptococcal and nonstreptococcal sore

throats on the data sheets.

Results

The intent of this study was to establish the

percentage of patients for whom no diagnosis

could be made with any certainty at the time of

the visit. A reasonable doubt existed in 289 en-

counters, or 28.9%. This figure may seem on

close scrutiny to be too high, as one could argue

that a distinction between a correct diagnosis and

a careful estimate may be esoteric. For example,

sore throats accounted for 4% of all encounters,

and some turned out with fluorescent antibody

confirmation to be streptococcal pharyngitis.

Those cases of sore throat which were negative

for group A streptococci may have been viral or

gonococcal, or due to countless other agents.

Nevertheless, I could not identify with any cer-

tainty by usual and customary office procedures

the agent causing the complaint.

The more commonly encountered problems

for which a diagnosis could not be made with

certainty at the time of the visit are listed in Table

1. Encounters in which physical or laboratory

evidence was available to substantiate a com-
plaint made by the patient are listed in Table 2. A
list of all problems encountered would vary from

one sample to the next, but the composite list

reveals the variety of problems. Although the

designations used in this paper are not stand-

ardized, I have attempted to clarify what is meant

by a particular designation where confusion

might exist. In 1,000 encounters, 115 separate

designations were used.

The composite list of the 20 most commonly
encountered problem categories (Table 3) com-
pares fairly closely to that of the other

studies. Hypertension, upper respiratory in-

fection, and routine examination are consistently

near the top, and abdominal and back pain and

TABLE 1

PATIENT ENCOUNTERS OUT OF 1,000 IN WHICH THE DIAGNOSIS
WAS INITIALLY UNCERTAIN

No. of No. of

Cases Cases
Sore throat 43 Nonspecific pain (includes

malaise and dizziness) 14

Abdominal pain 38

Nausea and/or vomiting 11

Cough 32

Headache 11

Fever 23

Dysuria 11

Diarrhea 17

Skin rash 11

Chest pain 15

Other 49

Back pain 14
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sore throats and cough are encountered fre-

quently in other studies. Only two of the

studies^’^ used percentages, allowing an absolute

comparison. The highest ranking problem in one

study (9%) is pregnancy,^ and in another study

obesity is ranked at the top.^ Dental caries

(7.2%) is recorded in another study^ in which

sore throat and cough were not listed in the top

20 problems.

Conclusions

This study documents very specifically for a

given sample of patients in one practice the scope

of a family physician’s experience with medical

problems. One hundred and fifteen distinct prob-

lems were identified in 1 ,000 consecutive patient

encounters. Detecting and following patients

with elevated blood pressure was the most com-
mon problem encountered, while routine physi-

TABLE 2

ENCOUNTERS OUT OF 1,000 IN WHICH A DIAGNOSIS
WAS FAIRLY CERTAIN

No. of No. of

Cases Cases

Elevated blood pressure

(140/90 or greater) 174

Vaginitis 8

Depression 7

Routine physical examination

(annual, insurance, job, school, camp) 118 Abscess 7

Laceration or suture removal 72 Personal or family problem 7

Upper respiratory infection (coryza) 32 Urethritis (with discharge) 7

Urinary infection 31 Cellulitis 7

Otitis media or externa 18 Ankle sprain (with swelling) 7

Contusion 16 Glossitis or stomatitis 6

Immunization 11 Wound infection 6

Request for oral contraceptives 10 Cerumen impaction 6

Anxiety 10 Constipation 6

Diabetes 8 Muscle strain 6

Other problems encountered

5 each—ingrown toenail, contact dermatitis

4 each—request for pregnancy test, skin nodule (includes suspected sebaceous cysts), hemorrhoids,

tachycardia, rectal bleeding, inguinal mass, phlebitis, blackout (syncope), furuncle, neck pain

3 each—hip pain, leg pain, foot pain, dental infection, fractured hand or digit, insect bites, wound
dressing, breast lump, ankle swelling (nontraumatic)

2 each—request for blood sugar, request for hematocrit, burn, shingles (herpes zoster), diaper rash,

lump in neck, placement of intrauterine device, anemia, congestive heart failure, knee pain,

conjunctivitis, herpes genitalis, athlete’s foot, paronychia, seizure disorder

1 each—generalized arthritis, prostatic pain (no apparent infection), pinworm infestation,

hordeolum, hepatitis, tinea versicolor, skin infection, VD contact, sinusitis, croup, lump in

abdomen, pap smear request, asthma, dysmenorrhea, reading problem, thyrotoxicity, incidental

proteinuria, arm pain, skin pain, request for VDRL, nervous stomach, shortness of breath, peptic

ulcer disease, allergy shot, ovarian mass, seeing spots, loose teeth, splinter removal, varicose

veins, weight check, atrophic vaginitis, skin biopsy, cat bite, cryptorchidism, roseola, perineal

itch, venereal warts, folliculitis, intertrigo, scarlet rash, chicken pox, eczema, penile skin lesion
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cal examination in well patients and care of

lacerations ranked second and third. Although

these three categories accounted for 36.4% of all

encounters, many new or concomitant problems

TABLE 3

THE 20 MOST FREQUENTLY ENCOUNTERED
PROBLEMS IN 1,000 ENCOUNTERS

No. of

Cases

Hypertension and blood pressure

monitoring 174

Routine physical examination 118

Suture removal and checking lacerations 72

Sore throat 43

Abdominal pain 38

Cough 32

URI (with or without cough) 32

Urinary infection (pyuria) 31

Fever 23

Otitis 18

Diarrhea 17

Contusion 16

Chest pain 15

Backache 14

Nonspecific pain (malaise and dizziness) 14

Dysuria (without pyuria) 11

Nonspecific rash 11

Nausea and/or vomiting 11

Immunizations 11

Request for oral contraceptives 10

arose in those patients.

Twelve of the top 19 problems were for com-
plaints which could not be easily confirmed,

identified, or detected by the examination or by a

limited number of easily performed laboratory

procedures or roentgenograms. The total number
of problems which were primarily subjective was

289, or 28.9%. Many of these complaints were

no doubt related to viral diseases but, since the

diagnosis was based on a symptom or group of

symptoms and not on tangible signs, the diag-

nosis could not be confirmed. Other problems

such as fever, skin nodule, inguinal mass or

ankle swelling were tangible but eluded a

specific diagnosis in my hands. Although hyper-

tension is a frequent and tangible problem en-

countered in this practice and in most primary

practices, the majority of problems were acute

and self-limiting. This study, with others,^*’

makes a statement about the breadth and depth of

the individual practice and about the demand for

primary services in a particular location, and also

makes a subtle comment about how the prac-

titioner manages his practice. r ^
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Help for impaired Physicians

Through its Committee on Impaired Physicians, TMA helps doctors who are suffering

from alcoholism, other drug addiction, psychiatric disorders or senility. The thrust of the

program is rehabilitative, not punitive. The Committee is composed of physicians who

have special expertise in these areas, some from personal experience. Effective treatment

for these illnesses is achieved most easily when the disease is detected early and family,

friends, and associates are urged to avoid misguided sympathy which enables the con-

dition to deteriorate.

HELP US TO HELP

Call the TMA Impaired Physician Program (615) 327-2711; outside Nashville call ^
collect. Phone service available around the clock.
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Nephrotic Syndrome and Renal Failure

Associated with Use ofNonsteroidal

Anti-Inflammatory Drugs

ROLLAND F. REGESTER, M.D.

Nonsteroidal anti-inflammatory drugs have

been reported to cause decreased renal function

in some instances.* More recently, a reversible

form of the nephrotic syndrome accompanied by

renal failure has been reported. We report two

instances of the nephrotic syndrome and a third

of moderately heavy proteinuria in patients who
were taking such agents, and in whom spon-

taneous remission occurred after their discon-

tinuation. No other cause for either the onset or

remission of the nephropathy was apparent in

these cases, although in one instance histologic

changes of early diabetic glomerulosclerosis

were present.

Case Reports
Case 1. A 77-year-old white woman was referred be-

cause of edema and azotemia. She had been taking fenopro-

fen for some months because of arthritis of the lower spine.

There was also a history of an infection of the lower leg

three months prior to admission. She was known to have

had mild hypertension for two years, but there was no his-

tory of renal disease.

Pertinent physical findings were a blood pressure of

150/90 mm Hg and 1+ to 2-1- ankle edema which later

progressed to 3-f to 4-F edema. Laboratory studies included

a hematocrit of 40%, creatinine of 5.0 mg/dl, BUN of 58

mg/dl, and serum albumin of 2.2 gm/dl. Within a few

days, the serum albumin fell further to 1.9 gm/dl.

Urinalysis showed only a 4-1- proteinuria, with a 24-hour

urine protein excretion of 18.7 gm. Fluorescent antinuclear

antibody (FANA), LE prep, and streptozyme were nega-

tive.

The patient was treated with salt restriction and
furosemide, and fenoprofen was discontinued, and after ten

days the 24-hour protein excretion had fallen to 8.9 gm/day.

From the Department of Internal Medicine, University of

Tennessee College of Medicine, Knoxville.

Reprint requests to Department of Internal Medicine,

University of Tennessee College of Medicine, 1928 Alcoa
Hwy., Suite 303, Knoxville, TN 37920 (Dr. Regester).

One month after initial consultation the serum creatinine

was 1.4 mg/dl, BUN 23 mg/dl, serum albumin 3.6 gm/dl,

and the urinalysis was negative. The patient was no longer

edematous.

Case 2. A 72-year-old white woman with crippling

rheumatoid arthritis had taken fenoprofen for an unknown
period prior to the development of proteinuria. Urinalyses

had been negative on two occasions, four and three months

prior to hospitalization for consideration of elective surgery,

when proteinuria and hypoproteinemia were discovered.

Fenoprofen had been stopped shortly before.

Physical examination was remarkable chiefly for defor-

mities and joint contractures from her rheumatoid arthritis.

Blood pressure was 130/80 mm Hg, and there was no

edema. Laboratory studies included a hematacrit of 37%,
BUN 15 mg/dl, serum creatinine 0.8 mg/dl, and serum

albumin 3.1 gm/dl. The 24-hour urine protein excretion was

2.6 gm, negative for Bence-Jones protein. Urinalysis

showed only a 4+ proteinuria. Streptozyme, C3 comple-

ment, and FANA were negative. A repeat 24-hour protein

study one week later revealed only 1.1 gm/day, and several

months later the urine was protein-free. She has not man-

ifested evidence of renal disease in the subsequent two

years.

Case 3. A 55-year-old white man with a two-year history

of mild diabetes, a six-month history of hypertension, and

increasing edema for several weeks presented with marked

edema and mild azotemia. He had been taking ibuprofen for

several months for arthritis, and had recently received in-

travenous albumin and oral furosemide in an unsuccessful

attempt at diuresis.

Examination revealed a blood pressure of 200/110 mm
Hg, marked edema with mild ascites, and no evidence of

diabetic retinopathy. The BUN was 68 mg/dl, serum

creatinine 3.2 mg/dl, serum albumin 1.2 gm/dl, and fasting

blood sugar 159 mg/dl. FANA, LE prep, and streptozyme

were negative. Urinalysis showed only a 4+ proteinuria.

The 24-hour urine protein excretion was 17.8 gm/day.

Percutaneous renal biopsy, performed because of the

atypical presentation for diabetic nephropathy, revealed dif-

fuse thickening of glomerular basement membranes without

cellular proliferation, and increased mesangial matrix; a

capsular drop was seen in one glomerulus. Immunofluores-

cent studies were negative. Electron microscopy revealed

resorption of foot processes, and also confirmed the thicken-
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ing of basement membranes and increased mesangial ma-
trix. Both light and electron microscopy revealed diffuse

interstitial disease with fibrosis, tubular atrophy, and lym-

phocytic infiltration.

Treatment was begun with furosemide, spironolactone,

and a-methyldopa; the ibuprofen was discontinued. One
month later he was edema-free, the creatinine was 1.8

mg/dl, and the serum albumin 2.9 gm/dl. Two months later

serum creatinine was 1.4 mg/dl and serum albumin 3.9

gm/dl. Thirty months later serum creatinine was 1.1 mg/dl,

BUN 26 mg/dl, and serum albumin 3.8 mg/dl; urinalysis

showed only trace proteinuria.

Although diabetic nephropathy had been the original his-

tologic diagnosis, in retrospect the interstitial changes may
have represented an interstitial nephritis unassociated with

his diabetic nephropathy.

Comment
Reduction of renal function of variable degree

and duration has been reported to occur under

some circumstances from the use of older anti-

inflammatory agents such as indomethacin and

aspirin.'*’^ Other reports have suggested that vari-

ous of the nonsteroidal anti-inflammatory agents

might be causal in the development of a form of

interstitial nephritis and/or papillary necrosis

similar to that of analgesic nephropathy.^ Only

recently, however, has a form of nephrotic syn-

drome been reported due to the group of

nonsteroidal anti-inflammatory drugs classified

as the phenylalkanoic acids.

Histologic findings to date in those reported

cases in which biopsy has been done have been

those of an interstitial nephritis. Glomerular

changes have been limited foot process fusion on

electron microscopy, with minimal nonspecific

and equivocal changes by light microscopy in

some cases. The interstitial nephritis was similar

to that caused by other drugs, such as methicil-

lin, with interstitial edema and local inflamma-

tory infiltrations of lymphocytes, plasma cells,

and histiocytes. Eosinophiles were very promi-

nent in some cases.

In another reported case of interstitial nephritis

and renal insufficiency apparently due to naprox-

en there was no effacement of glomerular

epithelial foot processes, and the nephrotic syn-

drome was not present.’ A possibly similar case

has been recorded due to ibuprofen, but biopsy

was not done and the nephrotic syndrome was
not mentioned.*

The clinical presentation of previously re-

ported cases has been similar to ours, with the

insidious onset of various combinations of pro-

teinuria, edema, and azotemia. Hypertension has

710

not been prominent. Fever, skin rash, absolute

eosinophilia and eosinophiluria—common fea-

tures of acute drug-induced interstitial

nephritis— have been absent with the exception

of one case.’ Significant hematuria has not

usually been present. Resolution of the azotemia

and proteinuria usually has been rapid, and al-

most complete by two weeks after discontinuing

the offending medication in some cases.

Although in our case 3 biopsy findings in-

cluded those of early diabetic nephropathy, the

absence of retinopathy and the spontaneous re-

solution of the nephrotic syndrome were cer-

tainly not typical. It is our belief that although

this patient most probably does have early diabet-

ic nephropathy, which may later manifest itself in

a form more severe than his present trace pro-

teinuria, his episode of nephrosis was not on the

basis of that disease.

From the standpoint of documentation, it is

unfortunate that we did not obtain biopsies in the

other two patients. On the other hand, this would

not have changed our clinical approach in either

case, and we were pleased at their satisfactory

outcome, with total resolution of the nephro-

pathy.

It seems apparent that the phenylalkanoic acid

group of nonsteroidal anti-inflammatory drugs

may occasionally cause a form of interstitial

nephritis with renal insufficiency that is some-

times accompanied by the nephrotic syndrome

and foot process glomerulopathy. These compli-

cations are fortunately uncommon and appear to

be reversible.’®

Whether this syndrome is related to the ability

of these drugs to inhibit prostaglandin synthesis,

as has been postulated for the sodium retaining

effect and exacerbation of renal failure seen in

some patients with renal insufficiency who have

received other prostaglandin inhibitors,” ’^ is un-

clear. It has been suggested that the danger of

impairment of renal function from these drugs is

greatest in conditions in which there may be high

levels of intrarenal vasoconstrictors, such as high

renin hypertension, volume contraction, or low

cardiac output states such as congestive heart

failure.’^’’** Others have suggested that the drugs

may be more likely to cause an exacerbation of

renal failure in cases in which there is preexisting

renal insufficiency. In this regard, it should be

noted that in our cases and in a number of those

cited in the literature there has been no known
preexisting renal disease.

In any case, it does seem that the phenylal-
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kanoic acid group of nonsteroidal anti-

inflammatory drugs must now be added to the

growing list of agents which may occasionally

cause acute interstitial nephritis, a list which now
includes methicillin and other penicillin deriva-

tives, cephalosporins, furosemide, allopurinol,

and diphenylhydantoin, among othersd^ It is of

interest that in contrast -to almost all cases due to

the nonsteroidal anti-inflammatory drugs, the

cases due to most of the other drugs have com-

monly been associated with a clinical syndrome

characterized by fever, skin rash, absolute

eosinophilia, and eosinophiluria, and have not

had an associated nephrotic syndrome. An ex-

ception is a recent case report of a single patient

with ampicillin-induced acute interstitial ne-

phritis having a nephrotic syndrome with ac-

companying glomerular foot process fusion on

electron microscopy.*^ Also of interest is a re-

cently reported case of acute renal failure and

nephrotic-range proteinuria apparently due to an

indomethacin-induced interstitial nephritis with

foot process glomerulopathy.*’

Based on our experience with these cases and

with other cases of drug-induced acute interstitial

nephritis, and in view of the cited reports in the

literature, it is our feeling that the only specific

therapy usually necessary in this entity is stop-

ping the offending drug. Corticosteroids have

been used in a number of the reported cases,

however, and may prove useful in cases with

very severe azotemia and/or those which do not

rapidly improve upon discontinuation of the

drug. r y
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NONPROPRIETARY NAMES AND TRADEMARKS
OF DRUGS

Fenoprofen—Naifon

.

Ibuprofen —Motrin

.

Naproxen —Naprosyn

.

Indomethacin —Indocin.

Phenylbutazone —Butazolidin.
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The Nature ofPhantom Limb

DOUGLAS D. BRUNETTE

The literature on the phantom limb phenome-

non dates to 1551, when Abroise Pare described

complaints of phantom limb accompanied by se-

vere depression. Since that time, much attention

has been given to the nature, mechanisms, and

treatment of the phantom limb. Although many
data have been obtained, the question of the

mechanism and pathogenesis of this phenome-
non remains unanswered.

The phantom limb experience has been well

documented. In almost all reports of amputees

experiencing it, the intense conviction of the pa-

tient with respect to the reality of these percep-

tions is impressive. The sensations of amputees

vary tremendously, ranging from a mildly un-

comfortable annoyance to severe, intractable

pain. Tingling is the dominant sensation; 35% of

amputees experience pain in the phantom limb at

some time,* and in about 5% to 10%, the pain is

severe. The duration and frequency of symptoms
are also variable. Some amputees experience

long-term phantom limbs with high frequency,

but others, more commonly, have intermittent

experiences. A curiosity termed “telescoping,”

a gradual decrease in awareness and size of the

phantom limb, is frequent; the patient feels the

sensations from the limb withdrawing toward

and disappearing within the stump. The proprio-

ceptive and sensory perceptions of phantom
limbs, as reported by amputees, differ from those

of normal extremities, and can be distinguished

from sensations originating from the remaining

stump.

Most theories involving this phenomenon have

centered around the occurrence of severe pain,

because it is the most unpleasant aspect. Histori-

cally, the search for the cause has progressed

from the periphery to the central nervous system.

From the Department of Pathology (Neuropathology),

Vanderbilt University Medical Center, Nashville. Mr.

Brunette was a second-year medical student when this thesis

was submitted.

Reprint requests to Department of Pathology, Vander-

bilt University Medical Center, Nashville, TN 37232

(Dr. Martin Netsky).
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The peripheral contribution to phantom limb pain

has long been established. Tender neuromas and

trigger points at the stump can provoke severe

attacks of pain. On the other hand, these

peripheral mechanisms cannot be the cause in

most cases, because special procedures to pre-

vent neuroma formation, transection of the

somatosensory projection pathways at all levels,

and complete rhizotomy have failed to prevent

the pain.*

A second theory involves a psychologic con-

tribution to the phantom limb. One of the earliest

reports was in 1923 by Schilder,^ who suggested

that the phantom was a partly imaginary sensa-

tion related to narcissism, the love of one’s own
body and a denial of self-incompleteness. Sev-

eral authors have stressed mourning as an ex-

planation for the phantom limb. Parks and

Napier^ liken the immediate reaction of numb-
ness, anorexia, depression of cognitive functions

and associated irritability and bitterness to the

bereavement symptoms. The fact that

psychologic factors play a role in phantom limb

pain is borne out by the occasional success of

psychotherapy. Additional evidence for a

psychologic component includes the fact that

age, intelligence, and occupational status are im-

portant in determining the prognosis of phantom

limb pain. Indeed, some authors suggest that the

pain is entirely related to psychologic factors.

Schiirmann^ stated that because neurosurgical

treatment had failed, the problem of the phantom

limb must be solved by psychiatrists and

psychologists. Attributing the pain of phantom

limb solely to psychosocial factors over-

simplifies the problem, however, because the

somatic factors involved in this pain are present

and complex.

A third theory dealing with the neural basis of

phantom limb pain offers a more concrete ex-

planation of the observed facts. Although opin-

ions differ as to the nature of this neural basis,

the most reasonable explanation is that the cere-

bral activities arising from sensory and motor

functions of the real limb persist after all sensa-
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tion from the limb is blocked by amputation or

section of the spinal cord. These cerebral ac-

tivities are thought to be the basis of phantom

limb experiences.® These persisting neuronal as-

semblies are termed the “body schema.” The

original proposition of the body schema by Head

and Holmes‘S states that the body image is con-

stantly changed by individua’ experience. The

assumption is made that these nerve cell as-

semblies are developed by earlier sensory-motor

activities of the real limb. Therefore, when the

modulating inputs from the limb are removed by

amputation, these assemblies persist, act au-

tonomously, and generate the phantom limb

phenomenon.

A corollary of the body schema theory is the

concept of a central biasing mechanism, pro-

posed by Melzack* in 1971. This theory attempts

to explain several major properties of phantom

limb pain, namely, that the pain endures long

after injured tissues have healed, trigger zones

may spread to healthy areas on the same or oppo-

site side of the body, and the pain is sometimes

permanently removed by temporary decreases or

increases in somatic input. Melzack proposed

that a portion of the reticular formation in the

brainstem acts as a central biasing mechanism. It

exerts a tonic inhibitory influence, or bias, on

transmission at synapses of the somatic projec-

tion system.® When a limb is amputated, much
sensory input into the reticular formation is lost;

the amount of inhibitory influence is decreased

because there is less input to be controlled. The
result is self-sustaining activity initiated re-

peatedly by the remaining fibers. Pain occurs

when the output of self-sustaining neuron as-

semblies, projecting to brain areas involved in

pain recognition, exceeds a critical level. Be-

cause the limb has been amputated, the somatic

input into the reticular formation is reduced.

causing less inhibition in the somatosensory sys-

tem, and creating self-sustaining neural as-

semblies activated by the few remaining somatic

inputs from the affected stump.

This theory explains several complicated

peripheral contributions toward phantom limb

pain. Because the connections of this central

biasing mechanism are widespread, adjacent and

even distant neuron assemblies may undergo this

sustained activity. The parts of the body as-

sociated with these outlying neuron assemblies

are thus converted to trigger areas, and stimula-

tion can produce phantom limb pain. This model
also explains why both increased and decreased

somatic input alleviate pain. In the case of an

anesthetic block, by eliminating the few remain-

ing fibers that trigger the activity of these neuron

assemblies the pain is stopped. By increasing the

somatic input from the involved region, the de-

gree of inhibition of the reticular formation is

increased, thereby controlling these self-

sustaining neuron assemblies. This theory is ap-

pealing, mostly because it proposes a specific

explanation for the development of phantom
limb pain, but it is simplistic, and the complexity

of the problem of phantom limb pain is not fully

solved by analyzing the reticular formation and

the somatosensory and cortical systems in these

terms. r ^
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DOCTOR’S IMAGE . .

.

. .no public relations firm can help us regain our lost stature unless we do something to help

ourselves. Actually, we’ve been doing just the reverse. . . . (The refusal to make house calls) and

the tendency to refer everything after routine working hours to the hospital emergency room will

more than negate anything all the public relations firms in the country can do. The disturbing thing

about the extinction of the house call is that it isn’t really caused by the so-called doctor shortage.

The doctors cited were young and did not have busy practices. They refused to make a sacrifice

because they lacked the dedication of their older predecessor. If they practice 41 years with that same
lack of dedication, they will leave practice unloved by their patients. The doctor’s image will be

even less shining a generation from now no matter how great our science and how much we
advertise our skills.”

—Wayne J. Boulanger, M.D., Editorial Director

Wisconsin Medical Journal (July, 1979)
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Review Article

Recent Advances in Clinical

Diagnosis ofMultiple Sclerosis

ELOISE K. ALEXANDER

Multiple sclerosis is a multifocal, demyelinat-

ing, progressively disabling disease of the central

nervous system (CNS), generally characterized

by remissions and exacerbations. Epidemiologic

studies reveal that the prevalence increases with

latitude^’2 and that the age at time of onset is

usually between 10 and 40.^ At present, the cause

is unknown, but investigators are studying such

factors as genetic predisposition, viruses, HLA
antigens, and autoimmunity.

Clinical diagnosis of multiple sclerosis is dif-

ficult because a laboratory test specific for the

disease is lacking, manifestations are variable,

and, in many instances, the delay between initial

symptoms and a recurrence may last for years.

Accurate diagnosis is crucial, however, to facili-

tate patient care by distinguishing this ailment

from remediable disorders. Diagnosis depends

on the demonstration of at least two distinct CNS
lesions without other probable neurologic in-

terpretation. In most patients, presenting

symptoms can be explained by a single, focal

lesion, and it is necessary to search for other

subtle defects. As the disorder progresses, many
patients experience repeated exacerbations and

remissions, although 10% rapidly deteriorate

from the start.® The latter form of multiple

sclerosis usually has an onset in later years and

may cause increasing spasticity alone. Regard-
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less of the course, however, almost all cases of

this malady culminate in a progressive, ulti-

mately lethal phase.**

The prevalence of multiple sclerosis is rela-

tively high; 24/100,000 in Los Angeles and 84/

100,000 in Seattle.^ The diagnosis of multiple

sclerosis remains a clinical one, hence physicians

should suspect this disease in patients with a

variety of symptoms. Satoyoshi et al,"^ in a study

of 130 patients with multiple sclerosis, found that

the most common presenting complaints were

numbness of paresthesia (36.2%), impaired

vision (23.9%), weakness of limbs (19.2%), ab-

normalities of gait (16.2%), disturbance of con-

sciousness (14.6%), bladder trouble (12.3%),

and diplopia and vertigo (10%). The initial bout

occurred most often in winter and least often in

summer, and later progressed to include hyperac-

tive tendon reflexes (96.1%), reduced vision

(59%), and sensory disturbance, ataxia, or inten-

tion tremor and optic atrophy in more than 50%.
Only such symptoms as diplopia and facial palsy,

and sensory and tactile disturbances respond well

to treatment.* Precipitating factors such as fever,

fatigue, pregnancy, and emotional stress may be

important in initiating symptoms.*

Unusual sensitivity to heat is a remarkable

finding in cases of multiple sclerosis and may be

useful in diagnosis. The application of moist heat

to the body often causes temporary exacerbation

of neurologic findings, recurrence of signs which

had disappeared, or decreased visual acuity in

patients who have had optic neuritis. One
hypothesis to explain these findings is that heat

alters the biochemical environment of demye-

linated axons, temporarily decreasing conduc-
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tion.^ Heat cradles may be used in confirming the

clinical impression of multiple sclerosis by rais-

ing rectal temperature as little as 0.5 C, thus

inducing spontaneous nystagmus.®

Physical examination may reveal overt le-

sions, especially those of optic and motor sys-

tems. Pallor of the optic disc, enlargement of the

blind spot, or the presence of retinal striae indi-

cate optic nerve damage. Striae are related to loss

of nerve fiber bundles and can be detected only

by using bright, red-free light.® The most com-

mon motor disturbances of multiple sclerosis are

spasticity, weakness, and ataxia. The spasticity

is asymmetric, especially early in the course of

disease, and can be quantitated by using

machines to stretch muscles and precisely record

reflexes. Ataxia, when present, indicates a cere-

bellar lesion and, in contrast to spasticity, is

often transient.*

Some authors’’^® suggest that psychologic

change, either depression or intellectual impair-

ment, is an early symptom of multiple sclerosis.

Goodstein and FerrelP cite several cases of

people with severe, recurrent depression and

poor response to usually effective therapy who
were later found to have multiple sclerosis. In

each instance, the patients experienced ex-

acerbations and remissions, including decreased

appetite; diurnal mood variation; loss of energy,

ambition, and libido; paranoia; phobias; insom-

nia; or blunted affect. Diagnosis of multiple

sclerosis in these cases was made years later

when the episodic nature of the depressive

symptoms prompted examination of the cere-

brospinal fluid (CSF), which contained elevated

y-globulins, and was associated with evidence of

other neural lesions.

Young, Saunders, and Ponsford*” reported five

cases of multiple sclerosis in which anxiety and

intellectual impairment were prominent early

manifestations. Repeated psychologic tests of

these patients revealed declining IQ, dysphasia,

lack of insight, memory loss, perseveration, and

disorientation. Two of the patients experienced

these symptoms years before any other evidence

of multiple sclerosis was present, and in four

cases, behavioral or intellectual change was the

initial symptom. Young, Saunders and Ponsford

suggest that disseminated demyelination is al-

ways associated with mental change, but

Cremieux et al“ state that focal lesions in the

paraventricular zone, temporal white matter, or

thalamus could be the cause. These authors*”’^^

hypothesize that multiple sclerosis, like

Huntington’s chorea and Parkinson’s disease,

may be manifest first as alterations of mood, af-

fect, and cognition, then by physical symptoms.

Several laboratory tests provide objective ev-

idence of multiple sclerosis. Quantitation of

some components of the CSF is particularly use-

ful. Sixty to eighty percent of patients with mul-

tiple sclerosis have elevated levels ofy-globulin

in the CSF, perhaps because in this disorder

synthesis of IgG occurs mainly in the CNS.® As
many as 9% of patients have an oligoclonal pat-

tern of IgG even with normal levels of IgG in the

CSF.® Other abnormalities include significant el-

evations of transferrin and ctj-macroglobulin,

with reduction in prealbumin, o:-l -antitrypsin,

/3j-C//3j-A-globulin, and IgA levels.”^ In addi-

tion, 95% of patients have less than 89 mg/ 100

ml total protein, and the predominantly
mononuclear total cell count is less than 16/

mm.®’® Such results are not specific for multiple

sclerosis, but support the diagnosis.

Evoked potential tests measure the electrical

response of the cortex to stimulation, and are

also helpful in diagnosing the disease. Demye-
lination produces subclinical lesions which may
only be evident with slowed responses in the

evoked potential test. One or more electrical tests

will be abnormal in more than three fourths of

patients with clinically proven multiple sclerosis,

including those without corresponding signs.

The visual system has the highest frequency of

delays (80%-90%), a finding that corresponds

well with the high prevalence of optic lesions in

this disease.* To evaluate the integrity of the vis-

ual pathway, the retina is stimulated by a black

and white checkerboard which reverses at a fre-

quency of 2/sec. In the occipital cortex, this pro-

duces a large positive electrical wave with a

consistent latency of 100 msec. McDonald and

Halliday® evaluated 51 patients with multiple

sclerosis, and found that 96% (49) showed sig-

nificantly prolonged latencies with a delay in the

peak of the wave. Twenty-five of these patients

lack a history of optic neuritis, and 21 had normal

optic discs.

The delayed response is permanent in most

patients, even those without visual abnor-

malities. Similarly, auditory and somatosensory

evoked potential tests are highly sensitive for

demonstrating neural damage; abnormalities in

these tests provide evidence for lesions in the

brainstem and lemniscal system, respectively.

Robinson and Rudge*^ found electrical ir-

regularities in the auditory systems of 77% (64)

OCTOBER, 1980 715



MULTIPLE SCLEROSIS/Alexander

of 83 patients, 35 of whom lacked clinical signs

of aberrant conduction. Baker et ab^ demon-

strated abnormal somatosensory responses in

76% (69) of 91 patients. The use of several types

of evoked potential tests thus permits detection

of various lesions, and provides a sensitive

method of demonstrating otherwise unobserved

neural damage. Results, however, are not

specific for multiple sclerosis.

Other laboratory methods facilitating the diag-

nosis include electro-oculography and the use of

electrospinograms and electroencephalograms.

The first technic allows precise observation of

inconspicuous disorders of ocular movement,

such as decrease in velocity of adduction com-

pared with abduction in conjugate gaze, or lack

of smooth following movements of the eyes;

both results indicate a brainstem lesion. Electro-

spinograms measure the response in the cervical

spinal cord to electrical stimulation of the median

nerve at the wrist. Small et aP'^ discovered that

89% (53) of 60 patients with multiple sclerosis,

64% (34) of whom lacked clinical signs of neural

damage, had aberrant electrospinograms. Elec-

troencephalograms of 76% (38) of 50 patients

examined by Satoyoshi et aF contained mild or

moderate deviations from normal.

Although early symptoms and signs are impor-

tant in the diagnosis of multiple sclerosis, neither

these factors, age at onset, nor frequency of re-

lapses can be used to predict the clinical status 10

to 15 years later. Kurtzke et aF^ found the most

accurate predictor was neurologic status five

years after onset. These investigators defined

neurologic status using a scale they defined, and

found a correlation of 0.7 among scores at 5, 10,

and 15 years. The degree of pyramidal and cere-

bellar impairment five years after onset was also

of prognostic value.
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Medical Grand Rounds

Antibiotic Cost Containment

CHARLES E. KOSSMANN, M.D., Editor

DAVID K. SARVER, M.D.:
A 47-year-old black man with a history of ethanol abuse

and biopsy-proven cirrhosis of the liver gave a four-day

history of malaise, dyspnea, cough productive of purulent

sputum, pleuritic chest pain, and gross hematuria. Rectal

temperature was 100 F, respirations 30/min; he was obvi-

ously dyspneic, the conjunctivae were icteric, and dental

hygiene was poor. There were rales in both lung bases, and

a III/VI harsh systolic murmur at the ap>ex. The liver span

was 20 cm by percussion; the spleen was not palpable.

Roentgenogram of the thorax revealed an infiltrate of the

left lower lobe and lingula. The urine was positive for occult

blood, bile, ketones and protein. The white blood cell count

was 11,700/cu mm with a shift to the left and intracellular

toxic granulations. Gram stain of the sputum revealed many
white blood cells, a few epithelial cells, many Gram-
positive, lancet-shaped, encapsulated diplococci, and a few

Gram-negative rods. The slide was reviewed by a member
of the infectious disease division who felt it to be entirely

consistent with the diagnosis of pneumococcal pneumonia.

Culture of the sputum and three blood cultures ultimately

did grow Streptococcus pneumoniae.

The patient was begun on intravenous therapy with aque-

ous penicillin G, 3 million units, every six hours; a 100 mg
loading dose of gentamicin followed by 70 mg, every eight

hours; and nafcillin 2 gm, every four hours. Three days into

therapy, when the sputum and blood cultures were returned,

the nafcillin and gentamicin were discontinued but the

p>enicillin continued in an intravenous dosage of 600,000

units, every four hours. The following day because of an

increase in the patient’s temperature, the dose was increased

to 1.2 million units, every four hours. On the fifth day

penicillin was discontinued and ampicillin substituted in a

dosage of 500 mg, IV, every four hours, but later that day

the ampicillin was discontinued and aqueous penicillin re-

sumed in a dosage of 1 million units every four hours along

with one dose of gentamicin 70 mg, IV. On the sixth day the

aqueous penicillin was discontinued because of a skin erup-

tion, and intravenous erythromycin was begun, 500 mg,
every six hours. The following day the erythromycin was
switched to the oral route. On the 11th day the intravenous

route was reinstituted for one day because of a rise in tem-

perature to 100.6 F. On the 18th day, on the advice of the

infectious disease division, all antibiotics were discon-

tinued, and the patient subsequently made an uneventful

From the Department of Medicine, University of Tennes-

see, 951 Court Ave., Memphis, TN 38163.

Presented April 2, 1980.

recovery. He was given pneumococcal vaccine before dis-

charge from the hospital.

The discharge diagnoses were pneumococcal pneumonia
with bacteremia, probable penicillin allergy, and ethanol

cirrhosis of the liver.

ALAN L. BISNO, M.D.:

I would like to present this same case again

one day at one of our infectious disease house-

staff conferences to elaborate on pitfalls in the

diagnosis and treatment of pneumococcal
pneumonia. This morning, however, I plan to use

the case for another purpose. That purpose is not

punitive relative to what would have been more
appropriate care. Rather, I selected it to show

you how complex can be the problems involved

in containment of antibiotic usage. Here we have

a middle-aged alcoholic admitted with an exten-

sive bacterial pneumonia. He expectorated a

sputum which I personally have reviewed and

which contained sheets of large. Gram-positive,

lancet-shaped diplococci as the preponderant

flora. These organisms were present in close as-

sociation with abundant numbers of polymor-

phonuclear leukocytes.

This rather straightforward case of acute

pneumococcal pneumonia, a classic among in-

fectious diseases and one that can be treated with

one or two injections per day of procaine penicil-

lin, was treated initially with high-dose paren-

teral penicillin, nafcillin and gentamicin. The

physicians who took care of this patient had only

his best interests in mind. They erred because

they had difficulty interpreting the Gram stain

accurately, they were insecure about bac-

teriologic diagnosis, they wished to “cover

him” for all possibilities, and because the patient

looked rather ill, they had difficulty accepting

the well-established fact that, even if this were

pneumococcal pneumonia, a relatively small in-

tramuscular dose of penicillin could provide

optimal therapy. Similar instances occur, I feel

certain, each day in both university and commu-
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nity hospitals throughout the country.

Antibiotics are big business — very big busi-

ness. They are the second most commonly used

class of drugs in the United States. It is estimated

that in 1978 they accounted for $1 billion in sales

to pharmacies. This figure does not include

markup of pharmacies to patients or cost of ad-

ministration.

The thing that strikes me when I begin to think

about this question of cost containment in an-

tibiotic usage is the tremendous disparity be-

tween what is taught in the academic centers by

the “professors” and what is actually done in the

general practice of medicine, in pediatrics, and

in the various medical and surgical subspecial-

ties. For instance, virtually all authorities agree

that the common cold, being a viral illness,

should not be treated with antimicrobial agents.

In 1974, the results of a national survey of 1,350

visits to doctors’ offices for the conimon cold

were published.* As would be expected, about

two thirds of the patients consulting doctors for

the common cold left with some sort of prescrip-

tion for a cold or cough. What was a bit of a

“shocker” was that approximately 50% of all

the patients who were given any kind of prescrip-

tion left the doctors’ offices with prescriptions

for antibiotics. In 28% it was a broad- or

medium- spectrum antibiotic, in 21% penicillin,

and in 2% a sulfonamide.

We are all aware that there are certain circum-

stances in which judicious physicians will feel it

necessary to prescribe antibiotics for the com-
mon cold. Examples would be the patient with

local suppurative complications such as otitis

media or sinusitis, or the patient with chronic

obstructive pulmonary disease in whom the viral

illness threatens to produce a severe and life-

threatening exacerbation of chronic bacterial

bronchial infection. But I think most of us would

agree that the prescribing of antimicrobial agents

for fully 50% of patients with the common cold

represents revolt on the part of the profession

against the classic teachings of virtually every

medical school in this country.

The same thing can be said for inpatient an-

tibiotic usage. Indeed, I could quote innumerable

surveys which show that up to half of the pre-

scriptions for antibiotics written for in-hospital

patients represent either unnecessary use or actu-

ally misuse of the antibiotics. One of the most

recent and best was the study by Shapiro and his

associates^ which evaluated by very careful tech-

nique the antibiotic prescribing habits in 20

724

short- stay, general hospitals in the state of

Pennsylvania. The authors looked primarily at

the question of prophylactic antibiotics. One out

of every ten patients admitted to these hospitals

received prophylactic antibiotics. Almost all

were patients on surgical services, and the

prophylactic use of antibiotics accounted for

30% of all antimicrobials administered.

There is a good deal of debate concerning

which surgical procedures require prophylactic

antibiotics, although everyone agrees that they

are justified in certain circumstances. The sur-

geons and infectious disease physicians who
have studied this problem most intensively are

virtually unanimous, however, in their view that

there is no point to prophylaxis unless it is started

at the time of surgery, to permit adequate concen-

trations of the antibiotic in the tissues by the time

the operation is performed, and that continuing it

beyond 24 to 48 hours after the procedure is

without value. Yet 75% of the prophylactic

courses of antibiotics in this study were for more
than two days and approximately 50% were for

more than four days. In fact, most of the pre-

scriptions were continued until the patient was
discharged. Limiting prophylaxis to the 24 to 48

hours after surgery, agreed upon by every single

authority I know, whether in medicine, pediat-

rics or surgery, would have decreased the total

use of antibiotics in these Pennsylvania general

hospitals by 25 %!
An interesting aspect of the Pennsylvania

study is that in almost all categories of opera-

tions, less than half of the patients received

prophylaxis. This suggests that either there was
great care being shown in terms of which patient

should or should not receive prophylaxis, or

perhaps, as I personally interpret the data, there

was a tremendous disparity of opinion among
surgeons themselves as to which procedures re-

quired prophylaxis.

Causes of Overuse of Antibiotics

What are the reasons for such widespread

overuse of antibiotics? Why do we have so much
difficulty in utilizing these agents appropriately?

There are several reasons that I can think of. The

physician in his office or hospital faces a number
of inherent problems. One is the delay in iden-

tifying the cause of an infection. When a patient

first visits the physician with signs and

symptoms of a possible bacterial infection, the

definitive data, the results of the culture, are not

available, which often makes it necessary to in-
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stitute empiric therapy. To do so effectively, the

physician must be aware of the most likely eti-

ologic agents for a variety of common infections,

know the current antibiotic sensitivities of those

organisms, and be able to evaluate precisely the

results of smears and stains which can provide

guidance in therapy.

Many physicians appear to be deficient in

these basic skills. Moreover, there is an exces-

sive expectation of the efficacy of antimicrobial

therapy by patients and physicians, particularly

by the former, as all practitioners are acutely

aware. There is an absolutely tremendous pres-

sure exerted by patients to be treated with an-

tibiotics when they go to a physician’s office, a

pressure which many physicians find it difficult

to resist. Finally, there is the overenthusiastic

and, unfortunately, the overeffective detailing of

antibiotics by pharmaceutical manufacturers.

This, as I see it, is a major national problem.

Unfortunately, most physicians receive the bulk

of their information as to the clinical pharmacol-

ogy of new agents (which are coming on the

market at an amazing rate!) from “detail” men
who have very limited training themselves and

who are given only a limited amount of informa-

tion about the products they are advertising. It is

distressing to realize how much of the practicing

physician’s information about new drugs may
come from individuals with a direct economic
interest in promoting the use of those drugs.

How to Achieve Cost Containment
Given all the problems, what are the solu-

tions? Well, frankly, I don’t have a solution to

suggest. Maybe others in the audience, perhaps

Dr. Miller who is going to speak next, might

have some suggestions. Education undoubtedly

helps, but the question is: How much and for

how long? I think what we really need are in-

novative ways of handling the situation. Several

have been proposed. In terms of an outpatient

model of antibiotic prescribing, our colleagues at

Vanderbilt have led the way by doing analyses of

Medicaid computer data dealing with the diag-

nosis and epidemiologic profile of individual pa-

tients who were prescribed antibiotics.^ They
have attacked some of the gross abuses, such as

chloramphenicol treatment of outpatients with

upper respiratory infections or the prescribing of

tetracycline to children under 8 years of age.

They have attempted to define, without punitive

intent, physician groups who are most likely to

make these errors and direct educational ac-

tivities at this target. With regard to inpatients it

has been suggested that we need more intensive

automated institutional peer review of one sort or

another. Suggestions have even been made to re-

quire consultation before administration of an an-

timicrobial agent, to audit charts relative to the

use of antimicrobials, and a variety of other

kinds of in-house peer reviews. I believe most of

us would prefer not to have to go those routes.

On the other hand, we are left with a basic ques-

tion: Do we as a profession have the right to

continue squandering the scarce health care dol-

lars of the nation, as we have in the past, by the

excessive use of antibiotics?

WILLIAM A. MILLER, M.Sc., Pharm.D.:

One of the important points already made is

that when the pharmacist looks carefully at a ra-

tional approach to antibiotic use, one of the over-

riding issues which comes forth is cost. Clearly it

is only one consideration in the overall approach

to antimicrobial therapy, but it is becoming more
important in this inflationary period, particularly

in the hospital, whether it be the academic or

community service type.

Rational Use of Antibiotics and Cost

Dr. Bisno has alluded to the fact that there

have been many studies on the irrational use of

antibiotics. Roberts and Visconti** at Ohio State

University categorized these into unwarranted or

unnecessary therapy or warranted therapy but in-

appropriate use of the antimicrobial. In the first

group the most common circumstances were no

clinical evidence of infection, performance of a

clean procedure not requiring antimicrobial use,

or use in a self-limiting disease. In the second

group the inappropriateness included most often

the antimicrobial itself or its sequence of admin-

istration, dose, duration of use, route, or faulty

combination with other antibiotics. All of the ir-

rationalities in each group can be related to cost.

We might consider in further detail some of

the unwarranted or irrational uses of antimicro-

bials (Table 1). Some of the common errors relat-

ing to choice of an agent that have been reported

include the treatment of viral infections with an-

tibiotics that are effective only against bacteria,

treatment of fever without documentation of an

infecting agent, treatment with agents that are

ineffective in vitro or cannot reach the site of

infection in vivo due to the known distribution of

the antibiotic, treatment with toxic agents when

less toxic drugs would suffice, and treatment
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with expensive drugs when effective inexpensive

drugs are available. Then there are difficulties in

the area of administration (Table 1) such as dos-

age, route of administration, length of treatment,

the failure to recognize toxicity in the patient, the

failure to modify the dosage when the elimina-

tion pathways are impaired, and changing an-

tibiotics rather than correcting the host factors

that resulted in treatment failure. All these fac-

tors contribute to the high cost of antibiotic

therapy.

What are the three groups of antimicrobials of

national importance in cost containment? They
are the penicillins, the cephalosporins, and the

aminoglycosides. It is estimated that approxi-

mately 84% of the expenditures for antibiotics

center around these three categories. In 1976

over $800 million was spent on them. This figure

underestimates current antibiotic expenditures

because there has been a tremendous escalation

in the use of these agents in the last four years.

For example, in 1979 cephalosporins alone ac-

counted for sales of one company of over $500
million.

The most significant costs are not so much on

an outpatient basis as on an inpatient basis,

where cost is increased by intramuscular or in-

travenous administration. Let us look at a few

TABLE 1

COMMON ERRORS OF CHOICE AND ADMINISTRATION
IN THE CLINICAL USE OF ANTIMICROBIAL AGENTS

Errors of Choice

Treatment of viral infections with antibiotics effective

against bacteria only

Treatment of fever without documentation of the infect-

ing agent

Treatment with agents that are ineffective in vitro or

cannot reach the site of infection in vivo

Treatment with toxic agents when less toxic drugs

would suffice

Treatment with expensive drugs when effective inex-

pensive drugs are available

Errors of Administration

Wrong dose

Wrong route of administration

Too short or too long a treatment period

Failure to recognize toxicity

Failure to modify dosage when elimination pathways

are impaired

Changing antibiotics rather than correcting host fac-

tors that have contributed to treatment failure
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drug costs at the City of Memphis Hospital

(Tables 2 and 3). These are the costs to the hospi-

tal, not to the patient. I think we all expect to see

that drugs such as penicillin are fairly cheap,

around 2 cents per tablet, contrasted with more

expensive agents like dicloxacillin and even am-

picillin. Obviously, if a parenteral ampicillin or

aqueous penicillin is used the costs go up. Vials

of the drugs are more expensive than oral forms.

The same is true of the cephalosporins; the oral

form costs 29 cents per capsule; a vial or gram of

cefamandole is $4.09, and of cephalothin $2.52.

TABLE 2

COST TO THE CITY OF MEMPHIS HOSPITAL OF 15

INDIVIDUAL ORAL AND PARENTERAL FORMS OF
ANTIMICROBIAL AGENTS

Penicillins

Penicillin VK 250 mg tablet $0.02

Penicillin Aqueous 5 M unit vial $2.05

Procaine Penicillin 1.2 M units $0.69

Ampicillin 500 mg capsule $0.09

Ampicillin 500 mg vial $0.37

Dicloxacillin 250 mg capsule $0.07

Carbenicillin 2 gm vial $1.24

Aminoglycosides

Amikacin 500 mg vial $7.83

Gentamicin 80 mg vial $3.79

Kanamycin 500 mg vial $7.02

Tobramycin 80 mg vial $4.09

Cephalosporins

Cephradine 500 mg capsules $0.29

Cefazolin 500 mg vial $1.13

Cefamandole 1 gm vial $4.09

Cephalothin 1 gm vial $2.52

TABLE 3

COMPARATIVE COST TO THE CITY OF MEMPHIS
HOSPITAL OF 24 HOURS OF STANDARD THERAPEUTIC

DOSES OF SEVEN ANTIMICROBIAL AGENTS

IM IV

Aminoglycosides

Amikacin 500 mg q12h $15.66 $19.11

Gentamicin 80 mg q8h $11.37 $16.12

Kanamycin 500 mg q12h $14.04 $17.49

Tobramycin 80 mg q8h $12.27 $17.02

Cephalosporins

Cephradine 500 mg q8h
Cefazolin 500 mg q8h $ 3.39 $ 8.14

Cefamandole 1 gm q8h $12.27 $17.02
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We have tried to emphasize in this institution the

use of cefazolin (0.5 gm vial, $1.13) as a first-

line parenteral cephalosporin. One of the reasons

relates back to the unit cost and the tremendous

savings by using cefazolin rather than

cephalothin (Keflin) or cefamandole (Mandol) as

first-line agents.

When the intravenous method of administra-

tion is used, additional costs accrue. If the an-

tibiotics are given intermittently, each is given in

a “minibag” which costs $1.30. If four doses are

given per day, $5.20 has to be added to the cost

for an agent like cefazolin in addition to the cost

of the administration set. We sometimes forget

that to all of this must also be added the cost of

the additional nursing workload required for

parenterally administered drugs (e.g., cost of

administering and monitoring intravenous

therapy, of starting and monitoring a “piggy-

back,” and of giving a direct intravenous injec-

tion). It is estimated that it costs approximately

$140,000 per year of nursing time to administer

100 intravenous admixtures per day. Every time

an order for an intravenous rather than oral route

is made, expense of the therapy is compounded.

Cost of a primary container (“minibag”) for

some intermittent intravenous therapy can be

eliminated by the use of a heparin lock. The

heparin lock costs about 32 cents in our institu-

tion, so that by using this method for administra-

tion of antibiotics, cost is reduced.

Cost-cutting of the type discussed also applies

to the aminoglycosides. Gentamicin currently is

the cheapest of these but the overall cost of its

use is high because it must be administered

parenterally.

Unsound Principles of Antibiotic

Therapy

At a recent conference on antibiotic utiliza-

tion, a number of unsound principles of antibio-

tic use were enumerated. You might find these

humorous but they are actually the kind of quotes

that have been obtained from physicians in a var-

iety of community settings. I want to review

these briefly.

1. Fever is due to infection, therefore, treat fever

with antimicrobials. If the temperature is over 100 F,

use one drug. If the temperature is over 102 F, use a

combination of “broad spectrum” antibiotics.

2. Obtaining smears and cultures is expensive and

time-consuming; therefore, omit this step. Since all

antibiotics are excellent they will take care of all

infectious possibilities.

3. Use as broad a spectrum as possible. Three

drugs are frequently indicated. Don’t rely on narrow

spectrum agents. You might miss something.

4. Cost isn’t important. After all my patient de-

serves the best drug. In fact, the more expensive drug

is probably better.

5. Use the newest agent because, after all, if it’s

newer, it must be better or there must be some other

good reason for its being on the market.

6. Use any of the antibiotics to which the or-

ganism is sensitive in vitro.

7. Don’t use a penicillin if the patient says he is

allergic.

8. Don’t worry about using an antibiotic. It can’t

hurt anyone.

9. If antibiotics are good to treat infections, they

will obviously prevent them and if a little bit will do

it, then a lot will be even better.

These absurd statements meet all the tenets of

Glasco’s Law: One half-cocked observation by

myself is worth more than five randomized con-

trolled studies in the literature.

The Curtailment of Costs

These, then, are the kinds of things that have

to be countered to improve prescribing patterns

of antibiotics. Each physician should ask himself

the following questions each time he prescribes

an antimicrobial (Table 4). Is the drug essential

to management of the patient’s disease? Have I

selected the least expensive effective agent? For

example, the more expensive cephalosporins

TABLE 4

GUIDELINES FOR THE CONTAINMENT OF COSTS OF
ANTIBIOTIC AGENTS

Is the drug essential to patient disease management?

Have you selected the least expensive but effective drug

agent? For example, if penicillin is effective against an

organism then it can often be used instead of more ex-

pensive antibiotics.

Have you selected the least expensive but effective dos-

age regimen (e.g., every eight hours vs. every six hours)?

For example, cefazolin is often effective in a schedule of

500 mg every eight hours vs. a schedule of 500 mg every

six hours.

Have you selected the least expensive but effective route

of drug administration? For example, can antibiotic

therapy be given orally or intramuscularly versus in-

travenously?

Have you discontinued drug therapy when it is no longer

indicated?
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Figure 1. Antibiotic Utilization Review Plan—City of Memphis Hospital.

have replaced penicillin on a national basis even

though studies show that many, if not most, of

the infections could be treated with penicillin.

Have I selected the least expensive effective dos-

age regimen? Can I use a lower dose? Am I using

comparable doses? For example, by switching

from cephalothin to cefazolin, dosage frequency

could be reduced from every six hours to every

eight hours. Have I selected the least expensive

effective route of drug administration? Can I use

the required antibiotic orally or intramuscularly

instead of intravenously? Have I discontinued an-

tibiotic therapy when it is no longer indicated?

As a part of our antibiotic utilization review

program, we are reviewing national antibiotic

usage patterns and comparing them with our own
to determine what therapeutic and c5st contain-

ment problems we have at the City of Memphis
Hospital (Fig. 1). We will then propose solutions

in the form of educational approaches, restrictive

approaches if necessary, and a variety of alterna-

tive plans to improve our overall antibiotic usage

patterns. It is hoped that these efforts will allow

us to minimize irrational antibiotic prescribing

within our own hospital. j- ;p
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EKG of the Month

W. BARTON CAMPBELL M.D.

A 54-year-old woman was admitted to St. Thomas Hospital for intermittent

episodes of “dizziness” for the previous four years. The episodes lasted from 15

minutes to three hours and were followed by marked fatigue. Numerous electro-

cardiograms had been within normal limits. Her “dizziness” recurred a few

hours before this electrocardiogram (Fig. 1) was taken in the emergency room.

She complained of intermittent palpitations which did not occur during her

“dizzy” episodes. She had never taken digitalis. On examination she had no

rubs, murmurs or gallops, but had an irregular rhythm. The tracing was obtained

using standard leads I, II and III.

From the Department of Cardiology, St. Thomas Hospi-

tal, Box 380, Nashville, TN 37202.
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Discussion

This tracing shows an irregular rhythm which
is patterned in groups of three QRS complexes
followed by a slightly longer interval. Note that

the first RR interval in each group is longer than

the next RR interval. This group beating or pat-

tern beating associated with a shortening RR
interval within each group is a characteristic of

Wenckebach second degree AV block.

The P waves can be discerned readily in this

tracing. The PP interval is quite regular at a rate

of 150/min. A striking finding is that the P waves
are inverted in leads II and III, a “retrograde”

atrial depolarization (atrium depolarizing from

its inferior aspect toward its superior aspect)

suggestive of “low atrial” or “junctional”

pacemaker activity. The “junctional” area in-

cludes those tissues in the vicinity of the AV
node from the paranodal floor of the right atrium

to the division of the His bundle.* The distinction

of low atrial as opposed to junctional rhythm

does not appear to be clinically important and P
wave morphology may not always faithfully re-

flect the origin of atrial depolarization.^

Paroxysmal supraventricular tachycardias

classically occur at rates of 150-220/min. The
regular atrial rate denotes 1 to 1 retrograde cap-

ture of the atria. The progressively lengthening

interval between P waves and QRS complexes

until a P wave is not conducted (just following

the QRS in front of the longest pause) is evidence

of a conduction disturbance in the junctional tis-

sues distal to impulse formation. When some P
waves are not followed by QRS complexes the

conduction disturbance is called second degree

heart block.

This patient’s rhythm abnormality reverted

spontaneously to sinus rhythm within 30 minutes

of admission. No intraventricular conduction

delay was documented on the 12 lead tracing.

Electrophysiologic studies have not been carried

out to ascertain if the Wenckebach block is re-

lated to heart rate. The patient has been sub-

sequently treated with propranolol hydrochloride

(Inderal) 40 mg orally three times a day. Holter

scans on three occasions have shown no further

paroxysms of supraventricular tachycardia with

Wenckebach second degree block.

Second degree heart block is subdivided into

two types as proposed by Mobitz in 1924. The

less common— Mobitz type II— has constant PR
intervals with “dropped beats” (P waves not fol-

lowed by a QRS complex). The more common
type— Mobitz type I— shows progressive length-

ening of PR intervals until a beat is “dropped.”

Wenckebach described this type of second de-

gree atrioventricular block in 1899 (prior to

Einthoven’s invention of electrocardiography) by

observation of dissociation of A and C waves in

the jugular venous pulse. Wenckebach and

Mobitz type I are used synonymously to describe

this type of second degree block.

The RR intervals classically shorten in

Wenckebach block because there is progressively

less lengthening of the PR interval throughout

the cycle. The arrhythmia seen in Figure 1 is

unusual in that it represents second degree block

of the Wenckebach variety in a patient who has

episodes of arrhythmia occurring paroxysmally.

CONCLUSION

:

Paroxysmal supraventricular

tachycardia with type I second degree AV block.

CZIP
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CAT Scan of the Month

WILLIAM P. FLOWERS, M.D.; STEPHEN L GAMMILL, M.D.; and LARRY D._ BURKE, M.D.

A 16-year-old boy who had been in good health until two

years previously was admitted to Baptist Memorial Hospital

complaining of pain in his left leg. He had had migraine

headaches relieved by propranolol hydrochloride (Inderal).

Six and four months prior to this admission he was admit-

ted to the hospital complaining of pain in his left leg diag-

nosed as thrombophlebitis for which he was treated with

heparin. This therapy abated the symptoms. He had also

complained for two years with recurrent sore throats, in-

fluenza and ulcers in his mouth, and had suffered with chills

and fever on several occasions as well as a skin rash around

the neck.

On admission, he was febrile and complained of back

pain and a cough. He developed multiple painful ulcerations

on his scrotum, and lymph nodes could be palpated in his

axillae. The physical examination, including a thorough

ophthalmological evaluation, was otherwise unremarkable.

Laboratory studies were also essentially noncontributory.

Because lymphoma was a diagnostic possibility, a CAT scan

of the abdomen was obtained. Examine Figures 1 and 2 and

see if you can detect an abnormality. Also, from the findings

on the CAT scan and the clinical picture, can you name the

syndrome that has apparently affected this patient?

Discussion

Following intravenous injection of contrast

material, the parenchyma of the kidneys

opacified, producing a nephrogram in which the

renal collecting systems and the inferior vena

cava have accumulated contrast material and are

opaque (Fig. 2). The vena cava can be identified

anterior and slightly to the right (patient’s) of the

spinal vertebral body (S) and an ovoid structure

with a radiolucent center rimmed with contrast

material (white) can be noted within it. The cen-

tral radiolucency represents a thrombus. In the

scan made prior to the intravenous injection of

contrast material the inferior vena cava cannot be

seen because it is not filled with contrast material

and resolution is insufficient. Also, in Figure 2,

the aorta may be identified medial to the inferior

vena cava as the circular collection of contrast

material. It is faintly opacified but is visible, and

contains no central radiolucency and, therefore,

no clot.

The final diagnosis in this case was Behcet’s

syndrome, which is characterized by recurrent

oral and genital ulcers, inflammation of the eyes,

arthritis, thrombophlebitis, neurological abnor-

From the Department of Radiology, Baptist Memorial
Hospital, 899 Madison Ave., Memphis, TN 38146.

Rgure 1. Scan at level of mid kidneys (K) prior to intraven-

ous infusion with contrast material.

Figure 2. Scan at same level following intravenous infusion

with contrast material. (R = Right, L = Left, K = Kidney, S =
Spine)

malities, skin lesions and colonic ulcers.*-^ Any
combination of these signs and symptoms may
be present. Its etiology is unknown and it occurs

throughout the world. Differential diagnosis in-

cludes Reiter’s syndrome, Stevens-Johnson syn-

drome, and ulcerative colitis. Treatment is

mostly supportive.

The combination of neurological symptoms,

oral and genital ulcers, and thrombophlebitis in-

dicated the diagnosis of Behcet’s syndrome.

FINAL DIAGNOSIS: Thrombosis of the inferior

vena cava; Behcet’s syndrome. F
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Public Health Report

Bird Roosts and Histoplasmosis

H; R. ANDERSON, M.D.

Each year the natives of San Juan Capistrano

await and celebrate the return of their swallows.

Most Tennesseans however, especially those who
live near a winter blackbird roost, deplore the

return of these unwelcome visitors each winter.

The problems created by large blackbird roost

sites have been extensively reported by the news

media. In recent years 50 to 75 large “winter

blackbird roosts” have been occupied in Tennes-

see. Concern has been expressed by farmers for

the economic loss resulting from damage to Ten-

nessee winter crops and interference with live-

stock feeding. The noise and “filth” created by

the blackbirds, and the potential relationship be-

tween the roost sites and human histoplasmosis,

are a major concern.

Are these roost sites contributing significantly

to the epidemiology of human histoplasmosis in

Tennessee? Since the days of the Williamson

County Histoplasmosis Study, the work of

Christie and Peterson of the Vanderbilt Medical

School,’ R. S. Gass of the State Department of

Public Health,^ and others, the occurrence of his-

toplasmosis in individuals who frequented or

worked in old chicken houses, barns, silos, and

bat caves has been well recognized in Tennessee.

Tennessee physicians for many years have ac-

cepted the fact that a large percent of their pa-

tients have been unknowingly infected by this

fungus; most of them had mild, nonspecific or

unrecognized symptoms as the only clinical

manifestation of their infection. The only re-

sidual evidence in most individuals is calcified

From the Tennessee Department of Public Health, R. S.

Gass State Office Bldg., Ben Allen Road, Nashville, TN
37216 .

Dr. Anderson is director of the Division of Tuberculosis

Control for the TDPH.
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lesions in the lung and a positive reaction to the

histoplasmin skin test.

Through the years there have been recogniza-

ble “mini epidemics” of acute histoplasmosis

involving several members of the same family or

group engaged in some activity such as cleaning

out an old chicken house or exploring a bat in-

fested cave. With the increasing numbers of

“blackbirds” roosting in Kentucky, Tennessee,

Arkansas, Missouri, and other surrounding

states, it has also been unequivocally demon-

strated that epidemics of acute pulmonary histo-

plasmosis have occurred in individuals who were

exposed to the histoplasma organism as a result

of the disruption of blackbird roosts.^ Those most

commonly and seriously infected have been the

workers engaged in the bulldozing or clearing of

these roosts. Furculow and his group** have

amply documented the association between the

disruption of these roost sites and localized ep-

idemics.

Recent studies have suggested that there is a

significant risk to the population living in prox-

imity to these roost sites, especially when the

roost sites are disturbed. Latham’s article® re-

ported on an unusual outbreak of chronic pulmo-

nary histoplasmosis in which 13 cases developed

over a span of four months in a 22-month period

of observation following the excavation of a

blackbird roost site in Kentucky. This particular

episode was not associated with an outbreak of

acute pulmonary or disseminated histoplasmosis.

Latham and his group suggest the study indicates

the chronic cases of pulmonary histoplasmosis

reported were not related to reactivation of dor-

mant infection, but were the result of infection

due to exogenous exposure from the disturbed

roost site. Chick and his group at the Mycology

Research Center, Division of Preventive Ser-

vices, Bureau of Health Services, and the De-
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partment of Human Resources, in Kentucky have

been kind enough to share with us data being

prepared for publication. The data indicate there

is a significant increase in the histoplasmin skin

test reactor rate of Kentucky residents who live

within one mile of a blackbird, roost site that has

been disturbed where the soil is known to have

been culture positive for Histoplasma cap-

sulatum. Their studies further suggest there is an

increase in the number of individuals who are

skin test positive and, therefore, presumed to

have been infected, who live in proximity to

blackbird roost sites that have not been disturbed

but are known to harbor the organism in the soil.

Based on these and other considerations, Ken-

tucky has recently taken a position that requires

the posting of blackbird roost sites as hazardous,

and further requires that roost sites known to be

soil culture positive for histoplasma be decon-

taminated by the application of formalin prior to

disruption.

In the past, the Tennessee Department of Pub-

lic Health has taken the position that blackbird

roost sites are either a definite or potential health

hazard, especially those over three years of age

and those known to contain soil that is culture

positive for Histoplasma capsulatum. The degree

of hazard of a specific site was felt to relate to the

degree of soil contamination, the likelihood of

disturbance, and the site’s location in relation to

dense population. Based on this information, the

Tennessee Department of Public Health in 1978

developed recommendations for individuals

planning to disrupt a blackbird roost site. These

recommendations were (1) that persons perform-

ing work in roost sites preferably be individuals

who already had been infected with histoplasma

as determined by a positive skin test and whose

x-ray and clinical history did not indicate pulmo-

nary pathology, (2) that the work in the roost

sites be accomplished only during periods when
the soil is damp, either by virtue of rainfall or

dampening, (3) that workers engaged in the

disruption wear protective clothing that could

immediately be washed or hosed off, (4) that

individuals working in roosts wear an appropri-

ate respirator with filtration adequate to prevent

inhalation of particles two microns or above in

size, and (5) that advice be sought from the local

health department’s environmental sanitation

unit regarding other precautions to be taken, in-

cluding consideration of the application of for-

malin as a decontaminant.

Fortunately, until now, the Tennessee Depart-

ment of Public Health is not aware of the asso-

ciation of an epidemic of histoplasmosis or

transmittal of the clinical disease to the sur-

rounding population from the disruption of a

blackbird roost site in Tennessee. There was a

localized epidemic in Williamson County as-

sociated with the removal of an old oak tree that

had been a roosting site for birds for many
years, ^ but this was not part of a winter blackbird

roost site. There was also the possible relation-

ship in a few individuals in another Middle Ten-

nessee town who had been exposed to soil from

an old commercial nursery site that had been con-

taminated over the years by bird droppings.

Nonetheless, it is prudent to consider all roost

sites as a potential source for the transmission of

histoplasmosis to susceptible individuals. Indi-

viduals should be discouraged from entering

these sites and from disrupting them by bulldoz-

ing, excavating, or otherwise disturbing the soil

without taking proper precautions. Roost sites

that are known to have soil culture positive for

histoplasma are particularly dangerous. Roost

sites over three years of age are also considered

unusually hazardous because the soil in these

roost sites is much more apt to be “positive.”

On the basis of the information cited above,

the Tennessee Department of Public Health is

drafting proposed regulations that would require

the owner of land on which a bird roost site exists

to obtain a permit from the Tennessee Depart-

ment of Public Health before undertaking the

disruption. The permit would indicate the con-

ditions under which the owner would be given

permission to disrupt the roost site. The proposed

regulations would also require the health depart-

ment to notify the owner of the property on

which a bird roost exists that he should secure the

area in such a way as to prevent entrance into it

by unauthorized, uninformed, or unsuspecting

persons. To this end, fencing, posting, and dis-

semination of information regarding the potential

health hazard would be urged. r y
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Mental Health Report

Governor’s Task Force on Mental Retardation

Information in this article is in part from a

document prepared by a special task force on

mental retardation prevention, a group of profes-

sionals working with the Association for Re-

tarded Citizens of Tennessee (ARC). The project

was funded by a Developmental Disabilities Ser-

vices Act grant through the Tennessee Depart-

ment of Mental Health and Mental Retardation.

Another study is presently under way. Last

July, Gov. Lamar Alexander appointed a special

task force to study mental retardation prevention

programs in state government. The group in-

cludes about 20 people representing professional

and lay organizations. Five meetings are

scheduled before Dec. 1, 1980, when a report

will be submitted to the governor detailing the

group’s findings and making recommendations

for change. Specifically, the governor’s task

force has been asked to study current and poten-

tial groups and efforts toward mental retardation

prevention within state government; reassess the

priorities of these programs; and recommend
changes in priorities, reallocation of existing re-

sources, and pursuit of new monies in and out-

side state and federal governments.

The report prepared by the ARC will serve as

the springboard to the governor’s study. In its

preparation, ARC personnel visited service

providers and interviewed staff in an effort to

identify and evaluate services. These programs

included regional and local public health pro-

grams, family planning services, genetic centers,

educational services, and numerous nonprofit

service providers.

Based on its findings, the ARC group con-

cluded that preventive medical care must be a

vital part of Tennessee’s educational system. All

persons of reproductive age should be made
aware of the various aspects of parenting.

The Tennessee Department of Education has

promoted parenting programs in schools over the

years. Primary responsibility has been delegated

to programs in home economics, physical educa-

From the Tennessee Department of Mental Health and

Mental Retardation, Nashville, TN 37219.
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tion, and health sciences. Many successful proj-

ects in individual schools have been studied to

determine course content and approach.

The purpose of parenting programs is to en-

able adolescents to be prepared for responsible

decision making. The President’s Committee on

Mental Retardation in 1971 stated that the school

curriculum should include information on human
reproduction; growth and development of chil-

dren; the importance of a strong parent-child

relationship in the development of social, emo-
tional and cognitive skills; and information on

hazards of modern living to the birth of normal

children.

There are Family Life Education programs in

approximately.63% of the schools in the Tennes-

see school system.* The degree to which the

problem is identified is often determined by the

support given the school system by parents and

other community members. Participation in Fam-

ily Life Education classes are generally limited to

those who enroll in home economic classes, ap-

proximately 7% of the school population.* Con-

sequently, only 4.4% of the school population in

Tennessee benefits from such classes.

The ARC task force had the following sugges-

tions for improving community education on

childbearing and parenting:

• Develop support for family life education in

communities with groups like the PTA, As-

sociation for Retarded Citizens, March of

Dimes, Birth Defects Foundation, Future

Homemakers of America, and Public Health

Departments. These groups can support

teachers, principals, and school boards in their

efforts to develop such programs.

• Have local Association for Retarded Citizens

members and community leaders act as a re-

source for teachers on specific information on

mental retardation, its causes and prevention.

Perhaps a speaker’s kit or materials can be

developed to assist teachers.

• Show strong community support to local offi-

cials who favor family life education in the

schools.

• Use the media — radio, television, and
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TABLE 1

PRENATAL SERVICES AVAILABLE IN TENNESSEE COUNTIES*

Anderson— 1, 4

Bedford—

6

Benton—

0

Bledsoe—

4

Blount—

6

Bradley—

4

Campbell—

0

Cannon—

0

Carroll—

0

Carter—

6

Cheatham—

0

Chester—

0

Claiborne—

4

Clay—

4

Cocke—

6

Coffee—

6

Crockett—

6

Cumberland—

0

Davidson— 1 ,2, 3, 4,

5

Decatur—

0

DeKalb—

6

Dickson—

0

Dyer—

1

Fayette—1,4,6

Fentress—

0

Franklin—

6

Gibson—

0

Giles—

0

Grainger—

1

Greene—

1

Grundy—

4

Hamblen—

1

Hamilton—

1

Hancock—

1

Hardeman—4,6

Hardin—

0

Hawkins—

1

Haywood—

6

Henderson—4,6

Henry—

0

Hickman—

0

Houston—

0

Humphreys—

0

Jackson—

6

Jefferson—

1

Johnson—

6

Knox—1,4,5

Lake—

6

Lauderdale—

6

Lawrence—

0

Lewis—

0

Lincoln—

0

Loudon—

0

Macon—

4

Madison—

6

Marion—

4

Marshall—

0

Maury—

1

McMinn—

4

McNairy—

4

Meigs—

4

Monroe—

6

Montgomery—

0

Moore—

0

Morgan—

0

Obion—

6

Overton—

4

Perry—

0

Pickett—

0

Polk—

4

Putnam—

6

Rhea—

4

Roane—

0

Robertson—

1

Rutherford—

1

Scott—

4

Sequatchie—

4

Sevier—

6

Shelby— 1,4,5

Smith—

6

Stewart—

0

Sullivan—

5

Sumner—

0

Tipton—

6

Trousdale—

4

Unicoi—

6

Union—

1

Van Buren—

0

Warren—1,6

Washington—

6

Wayne—

0

Weakley—

0

White—4,6
Williamson—

4

Wilson—

0

*0 No public prenatal service 4 Community Health Clinic/Primary Care Clinic

1 County Health Department Prenatal Clinic 5 Hospital Prenatal Clinics

2 Nurse midwifery projects 6 TlOP; I.C.H.I.P.

3 Maternal services available

newspapers- to better educate the community
on the need for parenting skills.

The availability of medical care during preg-

nancy plays an important role in prevention of

numerous medical conditions that affect future

life experiences, including mental retardation.

High-risk pregnancies can be identified and a

care plan developed. The risk of complications is

decreased when the number of prenatal visits is

increased. According to the ARC report, the fol-

lowing comprehensive prenatal care is needed:

• a complete physical examination,

• family medical history to determine need for

genetic services,

• nutritional supervision,

• weight gain supervision,

• educational program to discuss problems relat-

ing to drug, alcohol and tobacco abuse,

• regular visits to a health care provider during

pregnancy, with proper referrals for high-risk

pregnancies when appropriate,

• laboratory services to determine RH incom-

patibility and various blood disorders,

• plans for labor and delivery, and
• expectant parent education for both mother

and father.

Many segments in the medical community
provide prenatal care. These community systems

include private physician care, community hospi-

tal prenatal programs, county health department

prenatal clinics, nurse midwifery projects, and a

state program. Towards Improving the Outcome
of Pregnancy (TIOP).

In 1978, the Tennessee Department of Public

Health identified prenatal services by county and

type. This list was updated in 1980. Counties are

listed by alphabetical order coded in accordance

with type of services available (Table 1).

The object of the study by the ARC of Tennes-

see has been to focus on the causes and condi-

tions contributing to mental retardation. It also

surveyed existing resources designed to prevent

retardation.

The governor’s task force has a goal of study-

ing current and potential programs within state

government— to strengthen them if necessary

and to recommend changes in priorities.

At present, it costs the public an estimated

$500 to provide prenatal care to one client. On
the other hand, hospitalization in an intensive

care nursery is about $1,000 per day and the av-

erage stay is 16 days.

A comprehensive prevention program is the

most cost-effective way to provide a humane ap-

proach to the problems associated with mental

retardation, and at the same time, to save the

taxpayers money.

REFERENCES
1. Prevention Task Force Report. Tennessee Department of Education,

Department of Vocational Education, Sept 1979.
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common susceptible pathogens, including staph and strep
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foil packet
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(polymyxin B-bacitracin-neomycin)
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the Apollo and
Skylab missions

Each gram contains: Aerosporin® (Polymyxin B Sulfate)

5,000 units, bacitracin zinc 400 units, neomycin sulfate

5 mg (equivalent to 3.5 mg neomycin base); special white

petrolatum qs; in tubes of 1 oz and 1/2 oz and 1/32 oz
(approx.) foil packets.

WARNING: Because of the potential hazard of nephro-
toxicity and ototoxicity due to neomycin, care should be
exercised when using this product in treating extensive

burns, trophic ulceration and other extensive conditions

where absorption of neomycin is possible. In burns where
more than 20 percent of the body surface is affected,

especially if the patient has impaired renal function or is

receiving other aminoglycoside antibiotics concurrently,

not more than one application a day is recommended.

When using neomycin-containing products to control
secondary infection in the chronic dermatoses, it should
be borne in mind that the skin is more liable to become
sensitized to many substances, including neomycin. The
manifestation of sensitization to neomycin is usually a low
grade reddening with swelling, dry scaling and itching; it

may be manifest simply as a failure to heal. During long-

term use of neomycin-containing products, periodic
examination for such signs is advisable and the patient

should be told to discontinue the product if they are ob-
served. These symptoms regress quickly on withdrawing
the medication. Neomycin-containing applications
should be avoided for that patient thereafter.

PRECAUTIONS: As with other antibacterial preparations.

prolonged use may result in overgrowth of nonsusceptibk
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be taken if this occurs.

ADVERSE REACTIONS: Neomycin is a not uncommon

cutaneous sensitizer. Articles in the current literaluff

indicate an increase in the prevalence of persons allergic

to neomycin. Ototoxicity and nephrotoxicity have beer

reported (see Warning section).

Complete literature available on request from Profes-

sional Services Dept. PML.

Burroughs Wellcome Co.
Research Triangle Park
North Carolina 27709
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Salute: TMA Auxiliary

The Tennessee Medical Association can be justly proud of the Tennessee

Medical Association Auxiliary. Each year at the AMA Auxiliary Convention

the Tennessee Auxiliary comes away with an AMA-ERF award. This year it

was for the most money per capita ($33.35) in the entire Southern region.

Also, for the last three consecutive years, the University of Tennessee re-

ceived more AMA-ERF money than any other university in the entire na-

tion. For the second year, total donations exceeded $1,600,000.

One of the big projects, that of Christmas sharing cards, has been a

resounding success. This year we hope each physician and his family will

participate in this worthy project. As you know, the bulk of this money goes

to loan funds for scholarships. Other fund-raising projects of the Auxiliary

consist of special events such as holiday house tours, tennis tournaments, a

gift shop of handmade items at the state convention, and sales of excess

garden crops. All of this enabled Tennessee auxiliaries to donate $68,200 to

AMA-ERF. Physicians and spouses are aware of the need for these funds

and are generous with their efforts and contributions.

The Health Project contest is an activity supported jointly by the Tennes-

see Medical Association and the TMA Auxiliary in cooperation with the

Tennessee Department of Education. It is conducted in public and private

high schools by entire classes, clubs, or individuals throughout the state. It

is primarily designed to teach Tennessee youth the value of good health. A
number of students have changed the direction of their intended careers after

doing intensive research on a project or experiment. Each year awards to the

first five winners total $1,250. These young people are an inspiration to all

who are fortunate enough to be involved with the contest, and they fre-

quently receive the attention and support of their entire community.

The physicians of this Association are proud of its Auxiliary and its

contributions toward these projects, and we will strive to see that it con-

tinues to be a leader in the entire nation in funding AMA-ERF.

Sincerely,

PRESIDENT
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The AMA-Who Needs It?

Since we got a managing editor for this Jour-

nal about three years ago, I have been relieved of

such drudgery as worrying about deadlines. Jean

does that, and very efficiently, too. She has been

reminding me that Labor Day is our deadline for

the October issue, but since that’s a holiday, I get

a one-day reprieve. So here it is Labor Day; Jean

has also reminded me that not only is this the

deadline, but I am short on editorials. I thought I

would open my Labor Day by just starting to

write and see what comes out.

It’s not that I have been loafing. I’ve spent the
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rest of the weekend, and some time before that,

summarizing for you the proceedings of the

AMA House of Delegates Annual Meeting held

the end of July. That will be in the November
issue. If you ask why I waited so long to do

it— well, it’s been a long, hot summer. Other-

wise, it’s none of your business. I just did.

As I was retracing my steps through the pro-

ceedings, I was impressed again, as I always am,

by the quality of our leadership. I hope it is your

leadership, too. If it is not, I hope I can convince

you it should be. I realize there are some prac-

titioners of medicine who believe they do not

need to be a part of any level of the federation,

but that membership in their specialty society is

sufficient. I can’t reach them at all. But there are

some of you — perhaps a few who may read this

editorial—who recognize the need for at least

some level of cooperation. Why not go all the

way?

It is my privilege to serve on one of the coun-

cils of the AMA, and because I do, I get a closer

look than most of the members at the workings

and the workers. All of them with whom I have

come in contact are dedicated to improving the

conditions of your practice. But it is one thing to

be dedicated, and quite another to be effective.

As I leaf through the reports of the Board of

Trustees, officers, and councils I am always

impressed — perhaps staggered is a better

word — by the wealth of knowledge of our lead-

ership, and their capacity for just plain hard work

in your behalf. Just as the practice of medicine

has become intricately complex, so has the

socioeconomic environment in which we work.

If we are to work effectively in it, someone who
understands it must be willing to expend the en-

ergy necessary to shape it into a milieu with

which we can cope. These men have shown
themselves willing and able to do just that.

The efforts of our leaders in areas only tangen-

tially related to the art and science of medicine

make them appear to the uninitiated as politically

oriented, and thus uninterested in the things that

occupy the rest of us. Of course the ones we
kno'w personally are exceptions. They work. But

the others. . . . ? All of you know, for example,

that Tom Nesbitt, AMA’s immediate past presi-

dent once removed, was and is a highly qualified

and respected urologist. I can tell you also that

the immediate past president is a respected,

skilled surgeon in Louisville, and our president a

compassionate, hard-working family practitioner

in Washington State. The president-elect is a
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pediatric surgeon in Phoenix. As president, each

of these men has been willing to sacrifice a year

of his practice— on salary, to be sure. But the

year before and the year after the presidency are

almost equally busy, and for that they are not

compensated. And they attained that position by

previous years of hard work.

Well, sure, you say— but they like it. Of
course they do. There are other compensations

than financial. But there are also countless lonely

nights in hotel rooms, bad meals, often hurriedly

snatched, long dull auto rides and airplane

flights, hours spent in meetings, often fruitless,

and more hours in congressional hearings, with

briefings and debriefings— often even more
fruitless. Scale this down appropriately for each

office and you have the official life of every of-

ficer, every Board member, every council

member, and, yes, every delegate to the AMA.
But isn’t this the life of a politician, you ask?

Isn’t this what they chose? Again, the answer is

yes, it is. But what all these men chose first was
to be doctors. Judging motives is dangerous, and

as likely as not to be inaccurate. The answer to

the question of why they chose to superimpose

medical politics on top of a busy medical practice

has to be that I don’t know, and neither do you,

and I know of no way of finding out. You know
how difficult it is to determine your own mo-
tives. Why do you practice medicine? Well, you
like it, it is satisfying (in several ways), it is a

good way to make a good living (so far— your

representatives in AMA are trying to keep it that

way)— what else? You can help people (your

AMA representatives are working to help you).

Their motives in working with AMA are doubt-

less the same as their motives for practicing

medicine — the same as yours— except it is a

way not to make a living. The point is that it is in

addition to, and not instead of, practicing

medicine. It is instead o/golf, fishing trips, days

on the ski slopes, and so on. It is not, of course, a

living death, but it often is confining.

Every one of these men, with a few possible

exceptions, shares your everyday problems —
medical, social, and economic. It is because they

do that they are working to protect the advan-

tages we have and regain those we have lost. So
much for the politics.

The political aspects are all some people—
almost all of the laity and a host of doctors—
ever associate with the AMA. While it is true

that a great deal of the funds and energy of the

Association are expended fighting your legal bat-

tles and protecting your interests, an even greater

proportion is spent in keeping you current. Of the

eight councils, three have no political function at

all, except occasionally indirectly. A fourth

council has a dual function. The Council on
Medical Education, the Council on Continuing

Physician Education, and the Council on Scien-

tific Affairs are just as busy as the Judicial Coun-
cil, the Legislative Council, the Council on

Medical Services, the Council on Constitution

and By-Laws, and the Council on Long Range
Planning. They are working to protect and ad-

vance the medical aspect of your practice.

Hho, Journal of the American Medical Associa-

tion is the voice of American medicine, whether

or not you think it is or should be. (I think it

should be.) It is published in ten countries in five

languages and has a total circulation of around a

half million. Of course the circulation is only a

general indication of readership; in this country,

because of the large number of subscriptions,

JAMA is infrequently consulted in libraries, but

overseas it very frequently is. It needs to be the

world’s foremost medical publication. In addi-

tion, the Association publishes a number of spe-

cialty journals; these admittedly are no longer the

voice — at least the sole voice — of their respec-

tive specialties, as they once were, and they

have, mostly for fiscal reasons, fallen on hard

times.

I cannot close without saying a word about the

AMA staff. In a large building at 535 North

Dearborn Street in Chicago several hundred ded-

icated employees perform a multitude of services

for you (such as, for example, running the

world’s largest medical library). I have worked,

often very closely, with a lot of those people, and

know them to be highly competent and skilled;

many of them have long years of service. Many
of the most valuable of the staff work long hours,

often on the road, and could do better financially

elsewhere in positions equally rewarding other-

wise; but they are proud to work for you. Since

they are the individuals who carry out the wishes

of the House of Delegates and the plans of the

Board of Trustees, they are crucial to the proper

functioning of the Association.

As with every organization, the magic word is

not money. It is people. Since few people are

perfect, neither are very many organizations. I

doubt your specialty societies are perfect— mine

aren’t. The AMA has a very important position

and a very important function to perform in the

world of medicine. It can be only as strong as its

OCTOBER, 1980 739



membership. If you are not a member, someone

else is pulling your load, and the federation is

weakened by just that much.

To answer the question: The AMA— who
needs it? You need it, that’s who.

J.B.T.

Baron Munchausen’s Heirs
We occasionally receive case reports detailing

some of the often absurd lengths an individual

has resorted to so as to assure his hospitalization.

These factitious, self-inflicted illnesses make
amusing reading, but there is nothing else amus-

ing about them. It often takes a lot of detective

work and great expense to uncover the ruse. I

think for example of a patient who has shown up

periodically in Middle Tennessee hospitals with

necrotic areas on her skin covered by a black

eschar, alleged to be the result of bites by brown

recluse spiders. After many surgical procedures

by several physicians, with removal of tissue

which did not look as if that were the origin of

the lesions, it was discovered she was introduc-

ing oven cleaner under her skin.

The modern drug culture has compounded the

problem by creating another whole group of

habitual patients, who again go from place to

place — doctors’ offices and hospital emergency

rooms — with various ruses for satisfying their

habit. Their stories are often very convincing,

and although their requests are often, and even

perhaps usually, refused, they frequently are not.

I do not particularly like the appellation “pro-

fessional” for these individuals, as that term

should have a more positive connotation.

Nevertheless, for better or for worse they have

come to be referred to as “professional pa-

tients,” and I suppose in a sense they are, as

although they do not actually make their living at

it, they at least maintain ihtir quality of life, such

as it is, in that way.

The hospitals, often bitten, have raised up a

defense against these people by beginning an or-

ganized circularization of their particulars. I call

your attention to an item in our “Medical News
in Tennessee” column from Mrs. Isherwood at

the Tennessee Hospital Association, in which the

program is outlined. Since these individuals as-

sail doctors’ offices as well as the hospital ER, it

seemed to me you would be interested.

J.B.T.

Rape!

Or, Getting Yours

Not long ago as I was picking my way early of

a morning along the rocky ridges between the

tidal pools near Laguna Beach, California, I

noticed a family busily uprooting sea urchins and

popping them into a large trash basket. On the

previous morning I had seen a good number of

sea urchins in the pools, but today there were

almost none, and our hunters were having to

wade out into deeper water to find them. I

pointed out to them that a sign back on the beach

had said that the tidal pools were in a protected

area, and there was a stiff fine for disturbing the

wildlife there. They allowed as how they knew
that, but they were “only taking a few.” In

commenting on this later to another visitor to the

pools, I learned that ten years ago, when he had

been stationed nearby, there was abundant life of

all sorts in the pools, including octopus, but that

now it was pretty much depleted— doubtless by

thousands of people “taking a few.”

It has become popular over the world, as well

as in conservation groups in this country, some of

which I belong to, to damn our citizens out of

hand for their extravagant use of energy. The

amount of energy required to produce food—

3

calories of energy to produce 1 calorie of corn, 61

to produce 1 calorie of beef— not to mention our

other uses for energy— is an obvious disgrace,

and it is helping rush our planet along toward

total depletion of its fossil fuel resources by

about the year 2010, if the present trend con-

tinues. Contrariwise, in Mexico 1 calorie is re-

quired to produce 3 calories of corn—just the

reverse of ours— the difference being in man
hours of labor as opposed to mechanical means.

Moreover, the developing nations tend to use re-

placeable fuel sources— wood in open fires— in

food preparation, but this method is very ineffi-

cient, and creates problems of its own.

It is appalling that packaging accounts for

about 20% of the energy used in food produc-

tion, and freeze-drying is exceedingly wasteful

as compared to canning. Refrigeration and cook-

ing are wasteful, but this waste is to some extent

offset by reduction in spoilage.

Lest we put on sack-cloth and ashes, with ap-

propriate wailing, over the dereliction and down-
right profligacy of our countrymen though, it is

helpful to look at other data which show that the

real difference lies in per capita income, and that
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all nations spend about the same proportion of it

on energy. In short, everyone will apparently use

as much energy as he can afford. It is not the

citizenry of the United States, but mankind gen-

erally, that is rapacious.

If you have any doubt of this, look around.

Every man, woman, and child figures it is his

right to “take a few.” It does not really matter

much to him whether or not this leaves any for

the next to come along. He got his!

J.B.T.

Jacob Alperin, age 77. Died July 1, 1980. Graduate of

Washington University School of Medicine. Member
of Memphis-Shelby County Medical Society.

Joseph A. Elgart, age 54. Died May 7, 1980.

Graduate of Chicago Medical School. Member of

Memphis-Shelby County Medical Society.

Robert L. Forman, age 59. Died May 26, 1980.

Graduate of New York Medical College. Member of

Memphis-Shelby County Medical Society.

Arlington C. Krause, age 84. Died May 30, 1980.

Graduate of Yale Medical School. Member of

Memphis-Shelby County Medical Society.

Cecil B. Tucker, age 76. Died August 30, 1980.

Graduate of University of Tennessee School of

Medicine. Member of Nashville Academy of

Medicine.

AlanD. Hughes, M.D., Chattanooga

James Mates Kamplain, M.D., Chattanooga

William Edwin Matthews, M.D., Chattanooga

Dennis L. Stohler, M.D., Chattanooga

MEMPHIS-SHELBY COUNTY MEDICAL
SOCIETY
John Joseph Angel, M.D., Memphis
John Lindsay Austin, M.D., Memphis
Thomas Jackson Dempsey, M.D., Memphis
W. David Dunavant, Jr., M.D., Memphis
William H. Fancher, M.D., Memphis
Kays Nawaf, M.D., Memphis
Carroll E. Powell, M.D., Collierville

Stanley L. Smith, M.D., Memphis
Nguyen Luu Vien, M.D., Memphis
Wendell T. Wheat, M.D., Germantown
James B. Witherington, III, M.D., Memphis

ROANE-ANDERSON COUNTY MEDICAL
SOCIETY
William Howard Bedwell, M.D., Oak Ridge

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Donald B. Wyche, M.D., Johnson City

WILSON COUNTY MEDICAL SOCIETY
Roger E. McKinney, M.D., Lebanon

WILLIAMSON COUNTY MEDICAL SOCIETY
FredL. Haley, M.D., Franklin

Jan A. Mayer, M.D., Brentwood

Steven Nyquist, M.D., Brentwood

pcf/oAcil neui/

ncui member/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BUFFALO RIVER VALLEY MEDICAL
SOCIETY
Frederick E. Turton, M.D., Centerville

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
David Bryan Dodson, M.D., Chattanooga

Joel Fine Ginsberg, M.D., Chattanooga

William Samuel Havron, Jr., M.D., Chattanooga

James William Hoback, Jr., M.D., Chattanooga

W. David Dunavant, M.D., Memphis, has been

appointed to a three-year term on the state Health

Facilities Commission by Gov. Lamar Alexander.

The 12-member commission issues certificates of

need for health facilities in Tennessee and sets

guidelines for areawide health planning agencies,

attempting to prevent expensive duplication of health

facilities.

David Greene, M.D., Morristown, has been elected

chief of staff of the Doctors Hospital in Morristown

for 1980-1981. Other officers elected include O.

Raymond Lowry, M.D., vice chief of staff; md Dan
Hale, M.D., secretary.

L. Hadley Williams, Executive Director of the Ten-

nessee Medical Association, was elected to a two-

year term on the Board of Directors of the American

Association of Medical Society Executives at the or-

ganization’s annual meeting in July.
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TMA Members Receive

AMA Physician’s Recognition Award

Thirty TMA members qualified for the AMA
Physician’s Recognition Award in July 1980.

To qualify for the PRA, a minimum of 150

hours of continuing medical education must be

earned over a three-year period; 60 of these

hours must be Category 1.

This list does not include members who re-

side in other states. Names of additional PRA
recipients will be published as they are received

from the AMA.

Terry Marshall Bingham, M.D., Knoxville

John Benjamin Brimi, M.D., Chattanooga

Charles Richard Brite, M.D., Columbia

Paul Alvin Broadstone, M.D., Chattanooga

William Duer Burton, M.D., Memphis

Henry Albert Cohen, M.D., Murfreesboro

Doris Payne Courington, M.D., Memphis

Robert Leonard Dubuisson, M.D., Nashville

Bunyan Stephens Dudley, M.D., Nashville

Andrew Seeley Edgar, M.D., Nashville

Roy Caldwell Ellis, M.D., Harrogate

Melvin Lester Goldin, M.D., Nashville

Louis S. Graham, M.D., Nashville

David Louis Greene, M.D., Morristown

William Harrison, M.D., Kingsport

J. Henry Hawkins, M.D., Chattanooga

Richard Winn Henderson, M.D., Knoxville

Basia Jenkins, M.D., Knoxville

Ambrose M. Langa, M.D., Columbia

Edwin Ray Lowery, M.D., Murfreesboro

James Alan Mann, M.D., Memphis

J. Barret Matthews, M.D., Covington

Conn M. McConnell, M.D., Hendersonville

Harvey Barrett Niell, M.D., Memphis

John C. Pryse, M.D., LaFollette

Ronald Martin Shippel, M.D., Memphis

Robin Malcolm Stevenson, M.D., Memphis

William Logan Webb, M.D., Memphis

James Marion Wilson, M.D., Johnson City

George G. Young, M.D., Chattanooga
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THA Assists Member Hospitals in

Recognizing Suspected

Professional Patients

Vacation times seem to encourage the appearance

of the phenomenon called “suspected professional pa-

tient.’’ These individuals usually appear at emergency

rooms of hospitals, although they can occasionally be

found at a physician’s office. They often request re-

newal of a prescription that was forgotten in another

town. They are sometimes but not necessarily drug

addicts. Professional patients frequently have a fasci-

nation with hospitals and a remarkable knowledge of

procedures. They are convincing, and often succeed

in getting the treatment or prescription they desire.

In an effort to help hospitals detect suspected pro-

fessional patients, the Tennessee Hospital Association

is circulating reports received in their office to the

chief executive officers of member institutions. THA
has also asked member institutions to forward to THA
for distribution reports on suspected professional pa-

tients who appear at their hospitals. Reports received

from neighboring state hospital associations are also

distributed to Tennessee hospital CEOs since many of

these patients come from out of state.

Physicians in Tennessee may wish to be aware of

the program so that they can share knowledge they

may have about such individuals. For further informa-

tion, contact Nita Isherwood, Director of Communi-
cations at THA, 500 Interstate Blvd. S., Nashville,

TN 37210, Tel. (615) 256-8240.

iKilioAol new/

FROM THE AMA’S OFFICE IN WASHINGTON, D.C.

Stymied PSRO Boosted

The Professional Standards Review Organization

(PSRO) program for Medicare-Medicaid should be

allowed to develop to its full potential, the American

Medical Association has told Congress.
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The medical profession has accepted PSRO as a

quality assurance program. “Therefore, we feel that it

is inappropriate to evaluate the program solely based

on a measure of dollars and cents.’’

Alan Nelson, M.D., a member of the AMA Board

of Trustees, told the House Ways and Means Sub-

committee on Health that the PSRO program is a suc-

cessful example of cooperation between the medical

profession and the federal government. Some 167,000

physicians are participating. Dr. Nelson noted.

One of the problems with PSRO since its inception

in 1972 has been the tendency of administrations.

Democratic and Republican, to eye the program as

one strictly designed to save money. There have been

crisis points in recent years when PSRO was believed

to be in jeopardy because of high-level belief that it

was costing more than it was saving.

Dr. Nelson pointed out to the subcommittee that the

PSRO law declares it is designed to “promote the

effective, efficient and economical delivery of health

care services of proper quality.
’ ’

There have been numerous analyses in recent years

of the cost-effectiveness of PSRO. The two most re-

cent, by the Health Care Financing Administration

(HCFA) and the Congressional Budget Office (CBO),

used the same data base but reached opposite conclu-

sions. The CBO said PSROs were not cost effective.

HCFA said that in fiscal year 1978 they saved $21

million.

“Because of this divergence in interpreting the

PSRO program data and the fact that PSRO effective-

ness should be reviewed by means other than just

cost-effectiveness, the AMA views such single direc-

tional analysis as impractical,’’ said Dr. Nelson. The

matter is especially critical now, he added, because

the Health and Human Services (HHS) Department

has started to terminate PSROs that it deems to be

“poorly performing and cost-ineffective.’’

It is premature to attempt to measure the cost-

effectiveness of the PSRO program. Dr. Nelson said,

adding that “the PSRO program has been consistently

underfunded, with some PSROs not even receiving all

of the funds necessary to properly design and sub-

sequently implement the sophisticated review and

data collection operations essential to conduct a prop-

er review program. Until the program becomes fully

operational, it is a mistake to attempt to ascertain its

cost-effectiveness.
’ ’

The AMA witness also urged Congress to guaran-

tee the confidentiality of PSRO information. “The
effectiveness of the PSRO program is inextricably

linked to its ability to preserve the confidentiality of

patient, physician, and hospital profiles.’’

The AMA also recommended a provision that

would subject services performed by or in federally

operated health care institutions to PSRO review and

to provide for a more effective administration of the

program. The AMA-developed amendments to the

PSRO law were recommended.

Mental Health Program Extended

Congress this year is nearing final action on a major

extension and expansion of the community mental

health center program.

The House recently approved a four-year extension

authorizing federal aid of $78 million next fiscal year,

climbing to $200 million by 1984. The states would

play a greater role than at present. The Senate has

passed a more generous measure.

A controversial patients’ bill of rights provision

was deleted in the Senate bill. The House measure did

not contain such a provision.

The bill, approved 277-15, involves the states more

fully in the planning and provision of community

mental health services in hopes of attracting more

state funding.

New special grant categories were established for

services to the chronically mental ill and for disturbed

children. Another new program would deal with pro-

viding services within ambulatory health care centers.

Funding would be provided for services to those

groups that state and local health planning agencies

find to be underserved or unserved. The states,

through local planning processes, will determine

which groups in which areas are in need of special

attention.

DHHS FY ’81 Budget Moving

The big money bill for the Department of Health

and Human Services’ operations next fiscal year has

finally started moving through Congress. The $57.1

billion approved by the House was $336 million less

than the administration requested.

By and large, the lawmakers went along with the

strict economy budget prepared by President Carter’s

budget men. The interest in the congressional actions

centered for the most part on how individual programs

fared. Congress made clear earlier that it was in no

mood to add significantly larger sums to the bare-

bones money requests.

Some key programs were not listed in the House

appropriations bill, including health education and the

National Health Service Corps, authorizations for

which are proceeding on a separate track with appro-

priations to follow.

Running down the major HHS breakdowns and

comparisons with budget requests:

• Public Health Service $6.7 bill-

ion

• Health Care Financing Admin-

istration (Medicaid) $26 billion

• Social Security Administration

(Medicare) $19 billion

• Human Development Services

$5.3 billion

+$162 million

—$ 21 million

—$400 million

— $ 68 million
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Under the PHS:

• Health Services Administration

$1.2 billion

• Center for Disease Control

$329 million

• National Institutes of Health

$3.6 billion

• Alcohol, Drug Abuse and Men-
tal Health $1 billion

• Health Resources Administra-

tion $168 million

-$746,000

+$ 36 million

+$126 million

—$1.4 million

+$ 14 million

PHS programs receiving slight boosts include fam-

ily planning, state health service grants, maternal and

child health, NIH research activities, drug abuse, and

health planning. Decreases were suffered by al-

coholism, community health centers, home health

services, mental health, health maintenance organiza-

tions, and professional standards review organiza-

tions.

With respect to HMOs, the Appropriations Com-
mittee noted that the program was having difficulty

spending its current budget and could end the fiscal

year “with a fairly large carryover balance on hand.”

The report continued:

“The committee has received information about

the increasing number of federally funded HMOs
which are having difficulty reaching the breakeven

point, and which are not in compliance with federal

qualification guidelines. A number have defaulted on

their federally guaranteed operating loans. The com-

mittee is concerned about the way the department es-

tablishes new plans in geographic areas where HMOs
already exist.”

Two of the major HHS initiatives heading into the

1980s were supposed to be major new emphasis on

health education and alcohol abuse programs.

The committee’s handling of these programs under-

lines how far they have dropped out of sight as a result

of the economy push and possibly a change of mind in

the administration.

Health education got $13.7 million, only the

amount requested and only a continuation of the fund-

ing for the current year.

Alcoholism fared worse. The project grant request

for the National Institute on Alcoholism and Alcohol

Abuse was slashed by $35.3 million and new funding

to implement special alcohol initiatives next year was

eliminated.

1979 Health Spending Compiled

The nation last year spent an estimated $212.2 bil-

lion for health care, 12.5% above 1978, the govern-

ment has reported.

The 1979 health spending amounted to an estimated

$943 per person; of that amount, $406, or 43%, rep-

resented public spending.

The latest comprehensive health spending estimates

were compiled by the Health Care Financing Admin-
istration (HCFA) and show that outlays by Medicare

and Medicaid amounted to $29.3 billion and $21.7

billion respectively, combining to pay for 27% of all

personal health care in the nation. Benefits for hospi-

tal care alone amounted to $29.7 billion for both pro-

grams.

Highlights:

• Expenditures for health care included $54.4 bil-

lion in premiums to private health insurance, $60.9

billion in federal payments and $30.5 billion in state

and local government funds.

• The $85. 3-billion bill for hospital care repre-

sented 40% of total health care spending in 1979.

These expenditures increased 12.5% over 1978.

• Spending for physician services increased 13.4%

to $40.6 billion— 19% of all health care spending.

• All third parties combined — private health in-

surors, governments, philanthropic and industry —
financed 68% of the $188.6 billion in personal health

care in 1979, ranging from 92% of hospital care ser-

vices to 64% of physicians’ services and 39% of the

remainder.

• Direct payments by consumers reached $60 bil-

lion in 1979. This represented 32% of all personal

health care expenses.

Cost-Benefit Ratios of Little Help

in Health Care

The tools economists employ to assess cost-benefit

ratios are of limited value in health care, the Congres-

sional Office of Technology Assessment (OTA) has

conceded. An OTA report frankly discussing

shortcomings as well as strengths of economic stand-

ards for health care came as something of a relief to

the health professions, since the OTA and a federal

agency (the National Center for Health Care Technol-

ogy) have been viewed with misgivings by the medi-

cal profession. The fear has been that strictly

economic judgments could be used to discourage val-

uable technological and other medical methods, such

as CAT scanners.

An OTA report on the implications of cost-

effectiveness of medical technology says the results of

CEA and CBA studies “should not be the primary

determinants of any decision concerning health

care.” Contrary to some expectations, the report

adds, the use of CEA/CBA, by itself, “will not be an

effective tool for reducing or controlling overall ex-

penditures for medical care.”

However, the OTA asserts that the process of ex-
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plicitly analyzing costs and benefits “can lead to bet-

ter decisions in health care, and interest in the use of

CEA/CBA is likely to increase substantially.”

Senator Edward Kennedy (D-Mass.), chairman of

the Senate Human Resources Subcommittee on

Health, said “limitations on resources require that the

benefits of medical technologies be weighed against

the costs.” He said the report “underscores my belief

that the simplistic use of cost-effectiveness analysis

will not resolve many of our basic dilemmas in health

care delivery.”

Cost Benefit Analysis involves expressing both

costs and benefits in dollars, resulting in a net plus or

minus dollar figure or in a numerical ratio.

Cost Effectiveness Analysis differs in that costs are

expressed in dollars but effectiveness is measured in

nonmonetary^ units such as lives-saved or life-years-

gained. Both CEA and CBA are designed to integrate

the economic and health aspects of decisions.

No Pay for Unapproved Drugs?

Legislation was introduced in the House to prohibit

federal reimbursement under the Medicaid program
for drugs that have not been found effective by the

Food and Drug Administration. Rep. Bob Eckhardt

(D-Tex.), chairman of the House Commerce Sub-

committee on Oversight, said as much as S400 mil-

lion has been “wasted” over the past ten years on
such drugs.

Illicit Drug Use Increased

Illicit drug use has increased sharply in the past 20

years, according to two studies for the government.

The proportion of people who have used marijuana

has increased from 4% to 68%. Harder drugs —
cocaine, heroin, hallucinogens, or inhalants— have

been tried by 33% of 18- to 25-year-olds.

The studies show that between 1972 and 1979 ex-

perience with marijuana and cocaine has doubled

among young teenagers and among those over 25

years of age. Between ages 18 and 25, cocaine use has

tripled and marijuana use has increased from 48% to

68%.

The illicit use of stimulants, sedatives and tran-

quilizers reported by 12- to 17-year-olds and those

over age 25 has remained relatively constant over the

last decade. However, these drugs showed large in-

creases by 18- to 25-year-olds until 1977. Experience

with heroin has been constant during the 1970s with

about 3% or less reporting they have tried it.

onnouAcemenl/

CALENDAR OF MEETINGS

Nov. 2-5

Nov. 5-7

Nov. 5-8

Nov. 12-15

Nov. 13-15

Nov. 14-16

Nov. 16-19

Nov. 16-19

Nov. 16-19

Nov. 16-21

Dec. 4-6

Dec. 5-7

Dec. 6-9

Nov. 5-7

Nov. 13-14

Dec. 3-5

NATIONAL

National Perinatal Association— Hyatt

Regency, Atlanta

Gastrointestinal Cancer—25th Annual

Clinical Conference (M.D. Anderson

Hosp. and Tumor Inst.)—Shamrock
Hilton Hotel, Houston

American Thyroid Association-
Holiday Inn at the Embarcadero, San

Diego

American Heart Association —
Fontainebleau Hotel, Miami Beach
Southern Thoracic Surgical

Association—The Greenbriar, White

Sulphur Springs, W. Va.

AMA New York Regional
Meeting—New York Hyatt

American Physician’s Art Association

(with the Southern Medical
Association)— San Antonio, Tex.

San Antonio AMA Regional
Meeting— San Antonio Convention

Center, San Antonio, Tex.

Southern Medical Association— San

Antonio, Tex.

Radiological Society of North
America— Dallas Convention Center,

Dallas

Evaluation and Current Treatment of

Athletic Injuries (Amer. Physical

Therapy Assn, in association with

Sports Medicine Section of Univ. of

Cincinnati)—Hyatt Regency, Houston

Society for Ear, Nose, and Throat Ad-

vances in Children—The Mark, Vail,

Colo.

American Association for Respiratory

Therapy— Dallas Convention Center,

Dallas

STATE

Tennessee Academy of Family Physi-

cians, 32nd Annnual Scientific

Assembly— Gatlinburg

Joint Annual Meeting— Tennessee So-

ciety of Internal Medicine and Ameri-

can College of Physicians, Tennessee

Region— Rivermont Holiday Inn,

Memphis
Care of the Critically. Ill Patient— St.

Thomas Hospital, Nashville
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TMA Physician

Placement Service Program
The Tennessee Medical Association sponsors the

Physician Placement Service Program as a service to

the medical community in Tennessee. While the pro-

gram is primarily concerned with Tennessee’s rural

and medically underserved areas, it is structured to

provide services for the entire state.

By keeping a comprehensive listing of all practice

opportunities in Tennessee, as well as information on

physicians wishing to locate in the state, staff is able

to determine if potential matches exist. When poten-

tial matches are indicated, basic information is

forwarded to each of the parties (opportunity and

physician). Either party may initiate further contact

or request assistance through the Physician Place-

ment Service.

Program Publications

Two publications, “Physicians Wishing to Locate in

Tennessee’’ and “Opportunities to Practice in Ten-

nessee,’’ are printed and updated as needed. All

registrants receive copies of these publications. The

directories are circulated throughout TMA member-
ship, county medical societies, Tennessee hospitals,

state agencies, and other organizations by request.

Brief descriptions of registrants with the Physician

Placement Service are published in ihc Journal of ihe

Tennessee Medical Association by code number on a

rotating basis. All inquiries to the Placement Service

Office are then directed to the respective parties.

Program Registration

Opportunities —'?\\ys,\c'\?iX\s,, hospitals, and com-
munities interested in recruiting physicians should

contact the Placement Service Office. Informational

materials, a questionnaire and a copy of the most

up-to-date listing of available physicians will be for-

warded immediately. Once the questionnaire is re-

turned, the opportunity will be registered and a brief

description of the opportunity will be published in the

directory, “Opportunities to Practice in Tennessee,’’

which is mailed to all registered physicians.

Physicians —Any physician seeking a practice loca-

tion in Tennessee is also sent informational materials,

a questionnaire and the most current listing of “Op-
portunities to Practice in Tennessee.’’ Upon return of

the completed questionnaire, a physician is registered

and a brief resume is compiled and published in the

booklet, “Physicians Wishing to Locate in Tennes-

see,” which is mailed to all registered opportunities.

The Program is offered by TMA as a public service

and is free of charge to all registrants. For further

information, please contact the TMA Placement Ser-

vice Office, 112 Louise Ave., Nashville, TN 37203,

Tel. (615) 327-1451.
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Tenuate’*®
(diethylpropion hydrochloride NF)

Tenuate Dospan*
(diethylpropion hydrochloride NF) controlled-release

AVAILABLE ONLY ON PRESCRIPTION

Brief Suminary

INDICATION; Tenuate and Tenuate Dospan are indicated in the

management of exogenous obesity as a short-term adjunct (a le«r

weeks) in a regimen of weight reduction based on caloric restriction.

The limited usefulness of agents of this class should be measured

against possible risk factors inherent in their use such as those

d6scrib6d below
CONTRAINDICATIONS: Advanced arteriosclerosis, hyperthyroidism,

known hypersensitivity, or idiosyncrasy to the sympathomimetic

amines, glaucoma. Agitated states Patients with a history of drug

abuse During or within 14 days following the administration of mono-

amine oxidase inhibitors, (hypertensive crises may result).

WARNINGS: If tolerance develops, the recommended dose should

not be exceeded in an attempt to increase the effect: rather, the drug

should be discontinued. Tenuate may impair the ability of the patient

to engage in potentially hazardous activities such as operating

machinery or driving a motor vehicle: the patient should therefore be

cautioned accordingly. Drug Dependence Tenuate has some chemi-

cal and pharmacologic similarities to the amphetamines and other

related stimulant drugs that have been extensively abused. There

have been reports of subiects becoming psychologically dependent

on diethylpropion. The possibility of abuse should be kept in mind

when evaluating the desirability of including a drug as part of a weight

reduction program. Abuse of amphetamines and related drugs may
be associated with varying degrees of psychologic dependence and

social dysfunction which, in the case of certain drugs, may be severe.

There are reports of patients who have increased the dosage to many
times that recommended Abrupt cessation following prolonged high

dosage administration results in extreme fatigue and mental depres-

sion: changes are also noted on the sleep EEG. Manifestations of

chronic intoxication with anorectic drugs include severe dermatoses,

marked insomnia, irritability, hyperactivity, and personality changes.

The most severe manifestation of chronic intoxications is psychosis,

often clinically indistinguishable from schizophrenia. Use in

Pregnancy Although rat and human reproductive studies have not

indicated adverse effects, the use of Tenuate by women who are

pregnant or may become pregnant requires that the potential benefits

be weighed against the potential risks. Use in Children. Tenuate is

not recommended for use in children under 12 years of age.

PRECAUTIONS: Caution is to be exercised in prescribing Tenuate

for patients with hypertension or with symptomatic cardiovascular

disease, including arrhythmias Tenuate should not be administered

to patients with severe hypertension Insulin requirements indiabetes

mellitus may be altered in association with the use of Tenuate and

the concomitant dietary regimen. Tenuate may decrease the hypo-

tensive effect of guanethidine The least amount feasible should be

prescribed or dispensed at one time in order to minimize the possibility

of overdosage. Reports surest that Tenuate may increase convul-

sions in some epileptics. Tnerefore, epileptics receiving Tenuate

should be carefully monitored. Titration of dose or discontinuance of

Tenuate may be necessary.

ADVERSE REACTIONS: Cardiovascular Palpitation, tachycardia,

elevation of blood pressure, precordial pain, arrhythmia. One pub-

lished report described T-wave changes in the ECG of a healthy young

male after ingestion of diethylpropion hydrochloride. Central Nervous

System Overstimulation, nervousness, restlessness, dizziness, jit-

teriness. insomnia, anxiety, euphoria, depression, dysphoria, tremor,

dyskinesia, mydriasis, drowsiness, malaise, headache; rarely psy-

chotic episodes at recommended doses. In a few epileptics an

increase in convulsive episodes has been reported Gastrointestinal:

Dryness of the mouth, unpleasant taste, nausea, vomiting, abdominal

discomfort, diarrhea, constipation, other gastrointestinal distur-

bances. Allergic: Urticaria, rash, ecchymosis, erythema. Endocrine:

impotence, changes in libido, gynecomastia, menstrual upset. Hema-
topoietic System: Bone marrow depression, agranulocytosis, leuko-

penia Miscellaneous : A variety of miscellaneous adverse reactions

has been reported by physicians. These include complaints such as

dyspnea, hair loss, muscle pain, dysuria, increased sweating, and

polyuria.

DOSAGE AND ADMINISTRATION: Tenuate (diethylpropion hydro-

chloride] One 25 mg. tablet three times daily, one hour before meals,

and in mIdevening if desired to overcome night hunger. Tenuate

Dospan (diethylpropion hydrochloride) controlletf-release One 75 mg,

tablet daily, swallowed whole, in midmorning. Tenuate is not recom-

mended (or use in children under 12 years of age.

OVERDOSAGE: Manifestations of acute overdosage include rest-

lessness, tremor, hyperreflexia, rapid resoiration, confusion, assault-

iveness hallucinations, panic states Fatigue and depression usually

follow the central stimulation Cardiovascular effects include arrhyth-

mias, hypertension or hypotension and circulatory collapse. Gastro-

intestinal symptoms include nausea, vomiting, diarrhea, and

abdominal cramps Overdose of pharmacologically similar com-

pounds has resulted in fatal poisoning, usually terminating in con-

vulsions and coma. Management of acute Tenuate intoxication is

largely symptomatic and includes lavage and sedation with a barbitu-

rate. Experience with hemodialysis or peritoneal dialysis is inade-

quate to permit recommendation in this regard, intravenous

phentolamine (Regitine") has been suggested on pharmacologic

grounds (or possible acute, severe hypertension, if this complicates

Tenuate overdosage.

Product Information as of April, 1976

MERRELL-I\1ATI0NAL LABORATORIES Inc.

Cayey, Puerto Rico 00633

Direct Medical Inauiries to

MERRELL-NATIONAL LABORATORIES
Division of Richardson-Merrell Inc.

Cincinnati, Ohio 45215, U S A.

Licensor of Merrell"

References: 1 . Citations available on request from Medical Research

Department. MERRELLIMATIONAL LABORATORIES, Cincinnati.

Ohio 45215 2. Hoekenga. M T . 0 Dillon (Dillon |. R H . and Leyland.
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NIH Consensus Development Conference Summary

Thrombolytic Therapy in Thrombosis

A National Institutes of Health Consensus De-

velopment Conference, held at NIH April 10-12,

1980, addressed the issue of thrombolytic

therapy for the management of acute deep-vein

thrombosis and pulmonary embolism. The
thrombolytic agents considered at this consensus

development conference were urokinase and

streptokinase.

The Consensus Development Panel, after lis-

tening to expert presentations at the NIH confer-

ence on Thrombolytic Therapy in Thrombosis,

issued the following consensus statement:

For over three decades, the primary method of

therapy used by almost all physicians for the

management of acute deep-vein thrombosis and

pulmonary embolism has been anticoagulation.

This form of therapy has become so ingrained in

medical practice that physicians, while still con-

cerned over the bleeding risk associated with the

use of anticoagulants, nevertheless seem secure

in the belief that they are providing optimal, if

not ideal, therapy for these disorders. With the

At the National Institutes of Health, consensus develop-

ment conferences bring together biomedical research scien-

tists, practicing physicians, consumers, and others as ap-

propriate in an effort to reach general agreement on the

safety and effectiveness of a medical technology. That

technology may be a drug, device, or medical or surgical

procedure.

This Consensus Conference on Thrombolytic Therapy in

Thrombosis was sponsored by the National Heart, Lung,

and Blood Institute in collaboration with the Food and Drug
Administration, with the assistance of the Office for Medi-

cal Applications of Research, Office of the Director, NIH.

Members of the Consensus Development Panel were Dr.

Sol Sherry, Temple University School of Medicine,

Philadelphia (chairman); Dr. William R. Bell, The Johns

Hopkins University School of Medicine, Baltimore; Dr. F.

H. Duckert, Katonsspital, Basel, Switzerland; Dr. Anthony
P. Fletcher, Washington University School of Medicine, St.

Louis; Dr. Victor Gurewich, St. Elizabeth’s Hospital, Bos-

ton; Dr. David M. Long, La Mesa, Calif.; Dr. Victor J.

Marder, University of Rochester, Rochester, N.Y.; Dr.

Harold Roberts, University of North Carolina, Chapel Hill,

N.C.; Dr. Edwin W. Salzman, Beth Israel Hospital, Bos-

ton; Dr. Arthur Sasahara, Veterans Administration Hospi-

tal, West Roxbury, Mass.; Dr. Marc Verstraete, University

of Leuven, Leuven, Belgium.

advent of thrombolytic therapy, this is no longer

true for a large number of cases. Anticoagulation

for the management of acute deep-vein throm-

bosis and pulmonary embolism, while usually

effective in preventing or slowing further throm-

bus formation in veins and significantly di-

minishing the likelihood of subsequent or recur-

rent embolization, does not:

• eliminate the source of subsequent emboliza-

tion in the deep veins during the acute attack;

• alleviate the hemodynamic disturbances as-

sociated with the thrombosis or embolism;

• prevent subsequent valvular damage to the

deep veins and the development of persistent

venous hypertension and associated

symptomatology in the lower extremities

which may predispose to recurrent deep-vein

thrombosis and pulmonary embolism; and

• prevent permanent impairment to the pulmo-

nary vascular bed and, in patients with more

extensive involvement, persistence of pulmo-

nary hypertension.

The reason that patients with acute deep-vein

thrombosis and pulmonary embolism treated

with anticoagulation alone are subject to these

complications is that such therapy has no acute

effect on previously formed thrombi or emboli.

Its role is primarily that of secondary interven-

tion, i.e., prophylaxis against further thrombus

growth, recurrence and embolization. The natu-

ral history of underlying thrombi and emboli

treated with anticoagulation alone is mainly one

of organization and recanalization.

From these considerations it is apparent that

ideal therapy for acute deep- vein thrombosis and

pulmonary embolism requires either the surgical

removal or lysis of the thrombus or embolus so

as to restore to normal the hemodynamics and

integrity of the vasculature, and the subsequent

prevention of recurrence of thrombosis. On the

basis of present experience, a surgical approach

is usually unsuccessful except under very limited

conditions.

However, the lysis of thrombi and emboli can

be successfully accomplished in a large number
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of patients through the proper use of thromboly-

tic agents. When used in conjunction with an-

ticoagulants, thrombolytic therapy can achieve

the objectives of ideal management as follows:

• lyse thrombi and emboli and restore the circu-

lation to normal,

• normalize the hemodynamic disturbances and

reduce morbidity,

• prevent venous valvular damage and sub-

sequent venous hypertension in the lower ex-

tremities, and

• prevent permanent damage to the pulmonary

vascular bed and reduce the likelihood of per-

sisting pulmonary hypertension.

While there are compelling reasons to use this

new form of therapy in the management of acute

deep- vein thrombosis and pulmonary embolism,

it must be recognized that there are risks as-

sociated with the use of thrombolytic therapy.

Therefore, the administration of thrombolytic

agents should be encouraged only in those situa-

tions where the benefits to be achieved outweigh

the hazards involved. At present this would be

for those patients who are suffering from proxi-

mal deep- vein thrombosis, i.e., thrombosis in-

volving the popliteal vein or the deep veins of the

thigh and pelvis and for those with pulmonary

emboli with significant hemodynamic distur-

bances or where there has been obstruction of

blood flow to a lobe or multiple segments provid-

ing:

• the diagnosis is established;

• the severity of the clinical problem exceeds the

risk of bleeding associated with a major con-

tradiction;

• proper care is taken in the handling of the pa-

tient and in the avoidance of any but absolutely

essential invasive procedures; and

• there is a clear understanding of the details of

therapy including monitoring, management of

bleeding complications, and the control of sub-

sequent anticoagulation.

When properly used, in tandem with an-

ticoagulation, thrombolytic therapy as currently

practiced represents a significant advance in the

management of proximal acute deep-vein throm-

bosis and the more severe forms of pulmonary

embolism. With further developments aimed at

improving its efficacy and reducing the bleeding

risk, this form of therapy could become the ini-

tial treatment for all forms of acute deep-vein

thrombosis and pulmonary embolism.

This consensus statement was arrived at fol-

lowing discussion of a series of questions.
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Are there proven benefits for the use of

thrombolytic therapy in currently approved
indications, i.e., the more severe forms of

acute deep-vein thrombosis and pulmonary
embolism?

There are proven benefits as follows:

• Thrombolytic therapy lyses thrombi in the

deep venous system and emboli in the pulmo-

nary circulation, and the thrombi and emboli

disappear more rapidly than with heparin

therapy. These observations are based upon a

number of controlled clinical trials in which

treatment efficacy was assessed by objective

means such as serial pulmonary angiography,

perfusion lung scanning and contrast venog-

raphy.

• Thrombolytic therapy results in a greater im-

provement or normalization of the abnormal

hemodynamic responses to pulmonary em-
bolization than is observed with heparin

therapy. These observations are based upon se-

rial studies of selected hemodynamic meas-

urements from the right heart and pulmonary

circulation. It has also been shown that lessen-

ing of pulmonary hypertension may be

observed as early as one and a half hours fol-

lowing initiation of thrombolytic therapy,

reaching a maximum in approximately six

hours.

• Thrombolytic therapy helps to prevent venous

valvular damage and subsequent venous hyper-

tension in the extremities by rapid and more

complete lysis of thrombi. It has been demon-

strated that patients treated with thrombolytic

therapy have a much higher frequency of

maintenance of intact and functioning venous

valves than do patients treated with heparin

alone.

• Thrombolytic therapy may prevent permanent

damage to the pulmonary vascular bed by lys-

ing emboli and restoring the pulmonary circu-

lation to normal. In contrast, it has been ob-

served that residual emboli usually persist in

patients treated with heparin alone. The pres-

ence of such residual emboli, especially sig-

nificant in those suffering recurrent pulmonary

embolism, may result in persistent pulmonary

hypertension.

What are the risks associated with the use of

thrombolytic agents?

Review of the literature indicates that of the

undesirable effects associated with current
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thrombolytic therapy, bleeding poses the major

potential risk.

The bleeding associated with thrombolytic

therapy is more frequent than with conventional

anticoagulants, but this is primarily related to

bleeding from sites of invasive procedures. The

type of bleeding observed in association with

thrombolytic agents can be placed into two broad

categories:

• Superficial or surface bleeding, observed

mainly at invaded or disturbed sites (e.g., ven-

ous cut-downs, arterial punctures, sites of re-

cent surgical intervention, etc.). This type of

bleeding is inherent in the nature of thromboly-

tic therapy since the use of thrombolytic agents

is predicated on their ability to lyse fibrin. One
can minimize bleeding at these sites by appro-

priate patient management and avoidance of

procedures that disturb the integrity of the vas-

cular system.

• Internal bleeding observed in the gastrointesti-

nal tract, genitourinary tract, vagina, in-

tramuscular, retroperitoneal, intracerebral, etc.

Although this type of bleeding occasionally

happens during thrombolytic therapy with a

recognizable incidence, it is not statistically

different from the incidence of bleeding seen

with conventional anticoagulants. However,

there is an approximate 1% incidence of cere-

bral hemorrhage associated with thrombolytic

therapy compared with a 0.5% incidence ob-

served with heparin.

With the utilization of good clinical judgment

many of these bleeding problems can be avoided

by appropriate case selection and management.

Additional undesirable effects that have been

observed in association with thrombolytic

therapy include fever and allergic reactions.

These occur at a low frequency, are mild, and

seldom result in any physiologic injury or the

need to discontinue therapy. Anaphylactoid reac-

tions observed with older preparations no longer

in use are very rarely observed with the presently

employed agents. When such reactions have

been observed they uniformly respond to conven-

tional therapy.

What are the guidelines for patient selection?

Selection of patients for thrombolytic therapy

should be based on the following considerations:

• The presence of an appropriate clinical indica-

tion including a documented diagnosis and ev-

idence that the thrombus is of recent origin

7 days).

• Careful evaluation of contraindications which
include the following:

Absolute

• Active internal bleeding

• Recent (within two months) cerebrovascular

accident or other active intracranial process.

There is evidence that currently used throm-

bolytic regimens carry the hazard of inducing

cerebral hemorrhage in those with a recent his-

tory of stroke. (However, studies are currently

under way using lower agent dosage for the

treatment of stroke.)

Relative

• Major
— Recent (< 10 days) major surgery, obstetrical

delivery, organ biopsy, previous puncture of

non-compressible vessels

— Recent serious GI bleeding

— Recent serious trauma
— Severe arterial hypertension (^ 200 systolic or

^ 1 10 diastolic)

• Minor
— Recent minor trauma including cardio-

pulmonary resuscitation

— High likelihood of a left heart thrombus, e.g.,

mitral disease with atrial fibrillation

— Bacterial endocarditis

— Hemostatic defects including those associated

with severe hepatic or renal disease

— Pregnancy
— Age >75 years

— Diabetic hemorrhagic retinopathy

Assuming there are proven benefits and a

favorable risk/benefit ratio, why are these

drugs not being used more frequently?

The panel agreed that while some rationales

for deciding against the use of thrombolytic

agents were reasonable, such as an inadequate

clinical indication or the risk of serious hemor-

rhage, others were unreasonable. These unrea-

sonable rationales are partly the result of reports

of the large multicentered Urokinase and Strep-

tokinase Pulmonary Embolism Trials with their

complex biochemical and physiologic studies

that required many invasive procedures, and also

of the early experience using thrombolytic agents

that were less pure than current products and

which caused more frequent pyrogenic and al-

lergenic side effects. The unreasonable rationales

include the following:
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• Fear of bleeding. The Urokinase and Strep-

tokinase Pulmonary Embolism Trials showed a

high incidence of bleeding both with throm-

bolytic agents and with heparin. However, the

incidence of significant bleeding was only 9%
for urokinase/streptokinase and 4% for hepa-

rin. The incidence of major bleeding complica-

tions with lytic agents during recent clinical

experience, i.e., since the drugs have been

available for general physician use, has been

about 5%. This is based on the patient treat-

ment forms returned to pharmaceutical man-

ufacturers during the continuing surveillance

period requested by the Bureau of Biologies,

Food and Drug Administration.

• Need for additional invasive procedures. The

diagnostic procedures required for thromboly-

tic therapy are no different from those required

for heparin. Objective diagnostic procedures

are required for both.

• Confusion regarding dose regulation. There

are many directives suggested by the package

insert and the general literature that are com-

plex and confusing. For instance, increasing

the dose of streptokinase in order to decrease

the proteolytic effect is scientifically accurate,

but is unnecessary with a fixed dose schedule.

Additionally, the streptokinase resistance test

is unnecessary, given the 90% expectation of

inducing a lytic state by the standard loading

dose followed by a fixed dose schedule. Alter-

ing or eliminating such directives in the pack-

age insert would simplify treatment.

• Limited availability of laboratory assays. Al-

though research studies utilized many highly

sophisticated assays for following thromboly-

tic treatment, any one of a number of assays

can now be utilized to reflect the circulating

“lytic state,” the simplest of which is the

thrombin time. Whatever the choice of the

physician (plasminogen, lysis time, prothrom-

bin time, APTT, FDP’s, fibrinogen, etc.) at

least one of these assays will be available for

use by the practitioner in any hospital labora-

tory.

• “Evaluate response to heparin first.” Any
delay in instituting lytic therapy in order to

determine whether heparin achieves an initial

good response will decrease the potential for

optimal response. Therefore, therapy with

urokinase or streptokinase should not be de-

ferred after the diagnosis has been established

for any reason other than the presence of a

serious contraindication to use.
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• Decision by committee. The decision to treat

need not be made by a committee; such a deci-

sion may be made by an informed clinician

who is prepared to manage such a patient with

a lytic agent.

What are the guidelines for patient manage-
ment and monitoring?

• The diagnosis should be established with ob-

jective techniques. If pulmonary angiography

is performed the upper extremity should be

utilized.

• Before thrombolytic infusion, the following

laboratory tests are indicated: A thrombin time

(TT), activated partial thromboplastin time

(APTT), prothrombin time (PT), hematocrit

value and platelet count. If heparin has been

given, it should be discontinued and the TT or

APTT should be less than twice the normal

control value before thrombolytic therapy is

started.

• Begin the thrombolytic infusion. During

therapy there should not be any invasive pro-

cedures performed with the exception of care-

ful venepuncture with a 22 or 23 gauge needle

for therapeutic monitoring. If essential, arterial

blood gas studies can be performed (upper ex-

tremity) but digital compression of the

puncture site for at least 30 minutes is manda-
tory. The patient should be at strict bed rest

and pressure dressings applied to previously

invaded sites. No new medication should be

added to the therapeutic regimen unless abso-

lutely essential. No medication should be

added to the bottle containing the thrombolytic

agent.

• Vital signs: pulse, temperature, respiratory rate

and blood pressure should be performed every

four hours during infusion. To avoid dis-

lodgement of deep-vein thrombi the blood

pressure should not be taken in the lower ex-

tremities.

• Therapeutic monitoring should be performed

by utilizing the thrombin time or activated par-

tial thromboplastin time (if neither is available

the prothrombin time can be employed). This

should be performed at three to four hours after

institution of the thrombolytic agent (to

identify and confirm activation of the fibrinoly-

tic system). Opinions differ regarding the

frequency of additional monitoring and its use-

fulness in predicting or controlling clinical ef-

ficacy and bleeding complications. When the

TT or APTT is performed a simultaneous
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hematocrit value is recommended.
• Should uncontrollable bleeding commence, the

thrombolytic infusion should be discontinued

and, if necessary, blood loss and reversal of

the bleeding tendency can be effectively

managed with whole blood (fresh blood pref-

erable), packed red blood cells and cryo-

precipitate or frozen plasma.

• Following completion of the thrombolytic in-

fusion, which will vary in duration according

to the agent used and the type of the lesion

being treated, e.g., deep-vein thrombosis or

pulmonary embolism (see package insert for

details), the patient should be placed on an-

ticoagulants. After an interval of three to four

hours following discontinuation of the throm-

bolytic agent, the TT or the APTT should be

performed. When the results of this test no

longer exceed twice the normal control value,

heparin, without a loading dose, should be in-

stituted and controlled according to standard

procedures. This should then be followed by

warfarin in the conventional manner.

What are the economic aspects involved in

thrombolytic therapy?

The thrombolytic agents available at present,

streptokinase and urokinase, are expensive
drugs, especially the latter, and their use in pa-

tients with venous thrombosis or pulmonary em-
bolism increases the cost of management of the

acute thrombotic event. On the other hand, the

economic burden imposed on society by the late

morbidity of proximal venous thrombosis may be

relieved by more widespread use of thrombolytic

therapy, which under optimal circumstances re-

stores venous patency and valvular function and
prevents the subsequent development of the

post-phlebitic syndrome. Patients with phlebo-

graphic demonstration of complete lysis of

proximal venous thrombi by thrombolytic treat-

ment are spared the usual sequelae of venous
stasis and their associated costs, which have been
estimated at a total of nearly $40,000 per patient

over a ten-year period, in severe cases. The fre-

quency of post-thrombotic sequelae in patients

with thrombi in the popliteal, femoral, or iliac

veins is sufficiently high to make thrombolytic

therapy cost-effective in this patient group.
In pulmonary embolism, analysis of cost/

benefit ratio is more difficult, for no monetary
value has been assigned to the late benefits of
improved pulmonary capillary flow and freedom
from pulmonary hypertension that appear to fol-

low the use of thrombolytic agents. Analysis of

the economic aspects of this issue awaits further

data.

What should be the direction for future clini-

cal research?

During the first day of the conference, the

basic biochemistry' of the fibrinolytic system as it

relates to thrombolytic agents was reviewed. The
highlights of this session included a discussion of

the following: (1) specific activators of plas-

minogen, including high and low molecular

weight urokinase; (2) the mechanism of action of

streptokinase-plasminogen complex as a plas-

minogen activator; (3) the physiological ac-

tivators of plasminogen; (4) natural inhibitors of

plasmin and urokinase, including the kinetics of

inhibition of plasmin by a, antiplasmin; (5) the

clinical manifestations of a patient with an ab-

normal plasminogen which resulted in a throm-

botic tendency; (6) the use of synthetic substrates

for assessment of various components of the fib-

rinolytic system; and (7) the detailed biochemical

characterization of glu and lys plasminogen.

Mechanisms of in vivo fibrinolysis were re-

viewed. In addition, a newly identified plasma

protein (histidine rich glycoprotein), which has

the capacity to block the binding of plasminogen

to fibrin, was reported. Preliminary data

suggested that human tissue activator of plas-

minogen was a more selective activator of fib-

rinolysis than urokinase.

On the basis of the foregoing, the possible

therapeutic role of new thrombolytic agents

should be evaluated, such as SK-plasminogen

complex, activators of tissue origin, B chain-SK

complex and the like.

There is also a need for further evaluation of

current tests in terms of predicting thrombolytic

success and bleeding. In addition, simple and

practical tests reflecting or indicative of fibrin

(thrombus) dissolution are highly desirable and

would be a substantial contribution to further

progress in this field.

Further clinical research is also required to

evaluate the effects of different regimens involv-

ing dosage, durations and combinations with

other agents, e.g., plasminogen and heparin.

More information is needed on the efficacy and

diminished risk of bleeding when SK or UK is

administered regionally rather than systemic ally.

Investigations should also be encouraged for

other indications of thrombolysis, including

acute myocardial infarction. r' ^
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The continuing medical education accreditation

program of the TMA has full approval by the Council

on Medical Education of the AMA. An accredited in-

stitution or organization may designate for Category 1

credit toward the AMA Physician s Recognition Award
those CME activities that meet appropriate guidelines.

If you wish information as to how your hospital or

society may receive accreditation, write: Director of
Continuing Medical Education, Tennessee MedicQl As-

sociation, 112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities which come to our

attention which might be of interest to our membership. As some of these

are very long, full year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be published in only

one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY

SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, confer-

ences, ward rounds, learning individual procedures,

observing new surgical techniques, and access to ex-

cellent library resources. Experience in more than one

discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

Anesthesiology

Cardiology

Chest Diseases

Clinical Pharmacology .

.

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Eriesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . .W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Medicine Grant W. Liddle, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Oncology Robert Oldham, M.D.
Orthopedics Paul W. Griffin, M.D.

Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Fee: $200 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy , of Family Physician’s Continuing Educa-

tion Accreditation.

Application: For further information and application,

contact Paul B. Slaton, M.D., Director, Continuing

Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Nov. 5-8

Nov. 12-14

Nov. 20

Nov. 21-22

Dec. 12-13

Winter, 1981

Jan. 8-9

Jan. 29-31

March 12-13

9th Annual Rhamy-Shelley Lecture-

ship in Urology (16 hours)

Scientific Sessions, Tennessee Public

Health Association Annual Meeting

Symposium on Infectious Diseases in

General Medical Practice

Anesthesiology Update 1980 (11

hours)

Annual High Risk Obstetrical Seminar

(11 hours)

Annual L. W. Edwards Memorial Lec-

tureship in Surgery (1 hour)

Advanced Cardiac Life Support (16

hours)

Upper Mid-South Obstetric Anesthesia

Seminar

The Art and Science of Antihyperten-

sive Therapy (10 hours)

For information contact Vanderbilt Continuing Ed-

ucation, 3200 West End Ave., Suite 306, Nashville,

TN 37203, Tel. (615) 322-2716.
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MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that ser-

vice’s activities for a period of one to four weeks.

This program provides an opportunity for physicians

to study in depth for a specified period. The schedule

of activities is individualized in response to the physi-

cian’s request by the participating department. The
experience includes conferences, ward rounds, au-

diovisual materials and contact with patients, resi-

dents and faculty.

Participating Departments

Anesthesiology .

.

Family Practice .

.

Internal Medicine
Cardiology . . .

.

Chest Disease

Dermatology

Gastroenterology

General Medicine
Hematology/Oncology ....

Neurology

Obstetrics & Gynecology . .

Ophthalmology
Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Ramon S. Harris, M.D.
John Arradondo, M.D.

John Thomas, M.D.
Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

. . . .Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.
. . .Thomas W. Johnson, M.D.

David Horowitz, M.D.
. . .Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

Edward A. Mays, M.D.
Robert S. Hardy, M.D.

•Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.
Henry W. Foster, M.D.
Axel C. Hansen, M.D.

Wallace T. Dooley, M.D.
Louis D. Green, M.D.

John C. Ashhurst, M.D.
E. Perry Crump, M.D.

Louis J. Bernard, M.D.
Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

. .Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1). American Academy
of Family Physicians Continuing Education Accredi-

tation and Continuing Education Units by Meharry
Medical College.

Application: For further information contact Frank A.
Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1(X)5 18th Ave. North,

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Nov. 6 Hypertension

Dec. 2 Occupational Medicine

Jan. 9-10 Sports Medicine

Feb. 27

March 21

April 11-12

May 13

June 5-6

July 18

Aug. 8

Sept. 19

Oct. 16

Oct. 24

Nov. 2-6

School Health III

Immunology— Allergy Review
Gynecologic Endocrinology: Infertili-

ty-Hirsutism-Menstrual Abnormalities

Substance Abuse in East Tennessee

Geriatrics II: Sexuality and the Aging

Basic Science Review III: Psycho-

pharmacology

Stress in Medical Practice

Advances in Laboratory Medicine

Pediatrics Prep III: Neonatology

Infection Control

CPRL Faculty Inservice

For information contact Office of Continuing Med-
ical Education, East Tennessee State University, Col-

lege of Medicine, Johnson City, TN 37601, Tel. (615)

928-6426, ext. 204.

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses in-

cludes programs of the Chattanooga, Knoxville, and

Memphis units. The codes (C), (K), and (M) indicate

the continuing education unit handling the arrange-

ments for a particular program.

Nov. 14 (M) Medical Alumni Day
Nov. 15-17 (K) Seminar in Clinical Hypnosis

Nov. 19-22 (K) Humanities Consciousness in the

Clinical Setting

Nov. 20-21 (C) Pediatric Emergencies

Nov. 21 (K) 2nd Annual Pediatric Nutrition

Seminar

Dec. 4-6 (C) Basic Cardiology, EKGs &
Therapy

Jan. 15-16 (K) Advanced Cardiac Life Support

Course

Feb. 2-4 (K) 2nd Annual Emergency Medi-

cine Symposium
Feb. 7-14 (K) 3rd Annual Winter Update and

Review Course for Physicians

—Steamboat Springs, Colo.

Feb. 12-13 (C) Diagnostic Radiology for the

Primary Care Physician

Feb. 23-26 (C) Emergencies in Obstetrics and

Gynecology

March 5-8 (C) Emergency Medicine Review

March 15-20 (M) 14th Annual Review Course for

Family Physicians

March 16-19 (M) Three Nights on Cardiac Auscul-

tation
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March 19-21 (C) Emergency Disorders Demand-
ing Early Recognition and

Treatment —Las Vegas

April 1-3 (M) Adolescent Gynecologic Endo-

crinology/VI Reproductive

Medical Symposium
April 2-3 (C) Workup and Treatment of

Anemia
April 23-24 (M) 12th Annual Leigh Buring Con-

ference—The Gifted Child

April 23-25 (K) 4th Annual Family Practice Up-

date and Review Course

May 7-8 (C) Solving Problems in Drug
Therapy

May 20-23 (M) Rhinoplasty

June 4-7 (C) Family Medicine Review

June 4-8 (K) 3rd Annual Practical Otolaryn-

gology Course for the Primary

Care Physician

June 15-18 (C) Infections in the Emergency
Room

June 21-24 (C) Diagnostic Radiology for the

Primary Care Physician

July 10-12 (M) Cardiac Emergencies

Aug. 12-15 (C) Emergencies in Obstetrics and

Gynecology —Gatlinburg

Community-Based CME

Knoxville Campus

Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown

Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, second Wednesday; 12:00 noon (1 hr. credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

Memphis Campus

UPDATES IN MEDICINE
Carroll County Hospital; Huntingdon, Tenn.

McKenzie Memorial Hospital; McKenzie, Tenn.

Henry County Hospital; Paris, Tenn.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

If you would like assistance in planning a

community-based CME program, contact Dennis K.

Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of our

three campuses.

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine

800 Madison Ave.

Memphis, TN 38163

Tel. (901) 528-5605

ST. THOMAS HOSPITAL

Dec. 3-5 Care of the Critically 111 Patient— St.

Thomas Hospital, Nashville.

For information contact William R. Thompson,

M.D., Medical Director, St. Thomas Hospital, P.O.

Box 380, Nashville, TN 37202, Tel. (615) 320-21 1 1

.

IN SURROUNDING STATES

UNIVERSITY OF MISSISSIPPI

Nov. 6-8 Family Practice Update— Holiday Inn

Medical Center, Jackson

Nov. 14-15 Neurosurgery International Conference:

Vascular Anomalies of the Brain—

Holiday Inn Downtown, Jackson

Dec. 4-5 Mississippi Perinatal Postgraduate

Course 1980— Holiday Inn Downtown,

Jackson

Jan. 19-23 Practice of Electrocardiography—
University of Mississippi Medical

Center, Jackson

Feb. 5-6 Renal Update—Ramada Inn Coliseum,

Jackson

For information contact Continuing Education,

Dept. A, University of Mississippi Medical Center,

2500 N. State St., Jackson, MS 39216,
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UNIVERSITY OF KENTUCKY

Mini-Residencies in Office Management
Of Emotional Problems

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy

office practices. The technique uses a concept of

emotions that is consistent with human anatomy and

psycho physiology. Yet, the technique requires no

more physician time or patient cost than routine eval-

uations of new patients. Finally, the technique is read-

ily understandable and easy for practitioners to apply.

One, two and three week courses. Minimum of 40

hours per week. Tuition Fee: $350 per week for the 1st

& 2nd week of training; $500 for 3rd week of super-

vised practice with patients in the Intensive RBT
Treatment Program.

For further information contact Maxie C. Maultsby,

Jr., M.D., Office of Continuing Medical Education,

Dept, of RBT, University of Kentucky, Lexington,

KY 40506.

OF SPECIAL INTEREST

INTERSTATE POSTGRADUATE
MEDICAL ASSOCIATION

Nov. 3-6 65th Annual International Scientific

Assembly of Interstate Postgraduate

Medical Association—MGM Grand
Hotel, Las Vegas. (In cooperation with

the Nevada Academy of Family Physi-

cians and the University of Nevada
School of Medical Sciences.) Credit:

24 hours AMA Category 1 and AAFP
prescribed; 4 hours AMA Category

5(a) and AAFP elective.

For information contact Program Chairman, In-

terstate Postgraduate Medical Association, P.O. Box
1109, Madison, WS 53701.

RUSH-PRESBYTERIAN-ST. LUKE’S
MEDICAL CENTER

Dec. 10-12 Neurology for the Non-
Neurologist— Sheraton Plaza Hotel,

Chicago. Credit: 20 hours AMA
Category 1.

Contact June Hamby, Office of Continuing Educa-

tion, Rush-Presbyterian-St. Luke’s Medical Center,

600 S. Paulina, Chicago, IL 60612, Tel. (312) 942-

7095.

WEST PARK HOSPITAL

International Body Imaging Conference

Feb. 5-15 1st International Winter Symposium
on Computed Tomography and
Ultrasonography — Alpina Hotel,

Chamonix, France. Fee: $265 before

Oct. 31; $310 after Nov. 1.

For information contact Conference Secretary,

Chamonix Meeting, Annual International Body Imag-

ing Conference, West Park Hospital, Dept, of

Radiology, 22141 Roscoe Blvd., Canoga Park, CA
91304; Tel. (213) 340-0580, ext. 248.

PEDIATRIC DERMATOLOGY SEMINAR

Feb. 26- 8th Annual Pediatric Dermatology

March 1 Seminar— Eden Roc Hotel, Miami
Beach.

March 1-13’ Postconvention tour to Tahiti and New
Zealand with optional extension to

Australia.

For information contact Guinter Kahn, M.D.,
16800 N.W. 2nd Ave., Miami, FL 33169, Tel. (305)

652-8600.

ULTRASOUND AT VAIL

March 21-28 2nd Annual Ultrasound at Vail

Seminar—The Lodge, Vail, Colo.

For information write Ultrasound at Vail, P.O. Box
6093, Cherry Creek Station, Denver, CO 80206.

AMERICAN SOCIETY OF
CLINICAL PATHOLOGISTS

Continuing Education Schedule

Nov. 10-14 A Practical Approach to Diagnostic

Hematologic Problems—Chicago

Nov. 10-14 Dermatopathology— Orlando, Fla.

Nov. 17-21 A Sample Year in a Large Hematology
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Nov. 23-26

Dec. 2-5

Jan. 12-16

Jan. 26-30

Jan. 26-30

Feb. 9-13

Feb. 16-20

March 30-

April 3

April 6-10

April 13-15

April 13-17

April 13-17

April 20-24

April 20-24

April 27-

May 1

Laboratory —Kiawah Island, S.C.

Chemistry Potpourri: More Than a

Taste of Honey— Orlando, Fla.

Microcomputers, Minicomputers, and

Big Computers: Computer Technology

as It Applies to the Medical
Laboratory —Monterey, Cal.

Leukemias and Lymphomas—
Williamsburg, Va.

Tumorous Conditions of the Bones and

Soft Tissues— San Diego

Myeloproliferative Syndromes—

A

Multidisciplinary Approach— Orlan-

do, Fla.

Advanced Microbiology: Recent
Developments and New Frontiers—
Houston

Current Methods in Blood Banking

and Immunohematology— Savannah,

Ga.

Anemias: Morphology and Bio-

chemistry— Chicago

Review in Immunohematology and

Blood Banking— San Diego

Review in Nuclear Medicine —
Chicago

Comprehensive Death Investiga-

tion-Charleston, SC
Recent Advances in Clinical

Immunohematology— Williamsburg,

Va.

Selected Topics in Surgical

Pathology —Williamsburg, Va.

Review in Clinical Microbiology—
Chicago

Head and Neck Pathology—Chicago

May 4-8

May 4-8

May 11-15

May 18-22

May 18-22

June 1-4

June 8-12

June 22-26

Review in Clinical Chemistry —
Monterey, Cal.

Clinical Anaerobic Bacteriology—
Chicago

Laboratory Tests for the Diagnosis of

Autoimmune Diseases—Chicago

Obstetric and Gynecologic
Pathology —Chicago
Non-Gynecologic Cytopathology

—

Dallas

Diagnostic Cytology of the Female

Genital Tract— San Francisco

Surgical Pathology of the Gastrointes-

tinal Tract— Location to be announced

Morphologic Hematopathology

—

Williamsburg, Va.

For information contact Marian P. Macdonald,

Adm. Asst., Educational Center Programs, American

Society of Clinical Pathologists, 2100 W. Harrison

St., Chicago, IL 60612, Tel. (312) 738-1336.

Valley

Psychiatric

Hospital
RO. Box 21373 • Shallowford Road
Chattanooga, Tennessee 37421

Phone (615) 894-4220

A 65-bed private acute intensive treatment facility

with programs designed to treat psychological, al-

coholic and drug abuse problems of adults, adoles-

cents and children.

A full range of treatment modalities is utilized, in-

cluding individual and group psychotherapy, phar-

macological therapy, adjunctive and family

therapies. Adjunctive therapy includes special

education teachers for school-age children and ado-

lescents, recreational, occupational and the com-

plete range of expressive therapies. Group therapy is

five days each week with individual therapy at least

three days a week. Patients have six hours a day in

scheduled therapeutic activities. Comprehensive

outpatient services are available with outpatient

group therapy sessions being held two nights each

week.

Licensed by the State of Tennessee. A member of the

Tennessee Hospital Association, the American Hos-

pital Association, and the National Association of

Private Psychiatric Hospitals. Accredited by the Joint

Commission on Accreditation of Hospitals.

PSYCHIATRY
Robert Aug, M.D.,

Medical Director

John Bolinger, M.D.

D. Ross Campbell, M.D.

Walter Cassidy, M.D.

Henry Evans, M.D., F.A.C.R,

Clinical Director

William C. Greer, M.D.

Sharon Jaynes, M.D.

David V. MacNaughton, M.D.

Michael Schmits, M.D.

Robert T. Spalding, M.D., F.A.P.A.

J. William Varner, M.D.

CUNICAL PSYCHOLOGY
Paul Bartlett, Ph.D.

James Brown, Ph.D.

Patricia B. Holliday, Ph.D.

Philinda Hutchings, Ph.D.

Alexander Julian, III, Ph.D.

George O. Karasievich, Psy.D.

G. Gary Leigh, Ph.D.

Anne-Marie Meehan, Ph.D.

Jim Lee Olson, Ph.D.

Mary K. vanReken, Ph.D.
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“Brown Fat” May Be

Culprit In Obesity

Perhaps it’s not how much you eat that brings

obesity. Perhaps it’s the brown fat.

Physicians and nutritionists who have long

preached that overeating must unavoidably lead

to obesity may have to revise their sermon if a

newly emerging theory about the mechanism of

obesity is confirmed. Results of recent animal

and human studies now strongly suggest that

body weight is not always directly related to the

amount of food one eats. Instead, researchers

speculate, some obesity may result from an ina-

bility to bum off excess calories as heat, leading

to storage of these calories as fat.

The new theory of obesity is based on the

study of the body’s small store of heat-producing

adipose tissue, called “brown fat’’ because it has

a brownish tint. It has long been known that a

higher food intake results in a higher metabolic
rate and a higher rate of heat production in tissue;

researchers now believe that the site of this type

of thermogenesis is the brown fat stores. They
have recently demonstrated that in rats and hu-

mans overfeeding induces thermogenic activity,

apparently centered in brown fat. They propose
that this diet-induced thermogenesis may be a

primary factor in burning off dietary excess and
maintaining normal body weight.

If the theory is correct, it may explain why
some people can overeat and remain slim, and
why food energy intake can vary widely among
persons with similar body weights.

Researchers do not yet know what controls the

mechanism by which brown fat transforms ex-

cess calories into heat energy.

Walking Is Good Exercise

The physical fitness boom of recent years has

sent millions of Americans to the jogging paths,

swimming pools and health club gyms. But the

majority are still living their usual sedentary lives

while watching the fitness buffs with amused
contempt.

Physical fitness programs have had no success
in inducing the majority of the population to be

physically active. Jogging, although efficient in

improving heart and lung capacity, is unsuitable

for large population groups. Moreover, it has

been found to cause some harmful side effects.

Almost everyone can walk, but is walking
really enough exercise to improve physical con-

dition appreciably?

Yes, says a report in the May 30 issue of

JAMA, reporting on experience in measuring

exercise capacity of 44 young men in a research

training program. Some of the men hiked for 30
minutes each day at a speed of three miles per

hour, carrying a small seven-pound back pack.

Several of the subjects walked for four to six

weeks with the same load, and some increased

the load to 14 pounds. In all groups, exercise

capacity showed significant increase, but was
most pronounced in the last group.

This study shows that it is possible to improve
substantially physical fitness in three weeks by
walking daily with a light back-pack load.

Walking can easily be adapted as a way of life;

everyone can use a briefcase or shopping bag
rather than a back pack. By increasing the speed,

distance and pack load, individuals can attain a

fairly high degree of physical conditioning.

Child Growth Difficult On Pure

Vegetarian Diet

Children can get along all right on the vege-

tarian diets that include milk and eggs; adequate

growth is more difficult to achieve on pure veg-

etarian diets, and the Zen macrobiotic diet is to-

tally inadequate for children and adults alike.

A wide variety of dietary patterns are

encompassed by the term vegetarianism. The lac-

tovegetarian who drinks milk or lactoovovege-

tarian who eats eggs and drinks milk are not

vegetarians in the strictest sense, and the diets of

these children in many instances will differ little

from the usual diet in the United States with em-
phasis on milk consumption. Growth and de-

velopment can be expected to be normal.

Adequate growth in pure vegetarian children is

more difficult to achieve. Heavy reliance on soy

formula and adequate supplementary iron and

vitamins are the nutritional approaches most

likely to succeed.

The Zen macrobiotic diet is inadequate for in-

fants, children and adults.

Although most forms of vegetarianism are

compatible with normal growth and good health

if certain precautions are taken, vegetarians may
also be advocates of other forms of diet therapy,

such as megavitamins and “natural’’ foods, and
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some of these practices are potentially harmful to

children.

Food processing has unjustly acquired a bad
reputation. Milling of wheat into flour vastly im-

proves the digestibility of vegetable protein, and
much of the whole grain consumed as health

food passes through the system only partially di-

gested.

The word “organic” in reference to fruits and
vegetables is meaningless, and vegetables raised

without inorganic fertilizers or pesticides offer

no nutritional advantage or disadvantage.

Hazards of Swallowing

Dehydration Object

Included in many bottles of pills is a desiccant,

a packet of activated carbon or silicone gel. Now
and then a patient inadvertently gulps down the

desiccant along with the pills, and sometimes
it lodges on the inside, with dire results.

Usually the desiccants are coated with a solu-

ble material, and the package dissolves

harmlessly, but if it is not soluble, intestinal

blockage is possible.

If a patient has an unexplained intestinal

blockage, it might be a desiccant. Patients should

be cautioned to make certain that the capsule or

pill actually is what it appears to be.

Legionnaires’ Disease May Kill

70,000 Annually

Unrecognized cases of Legionnaires’ Disease

may be killing more than 70,000 Americans an-

nually. Columbus, Ohio, scientists examined
lungs from 224 patients at autopsy and found a

number of them had been infected with the or-

ganism of Legionella pneumophila, although

deaths had been ascribed only to pneumonia.

Legionnaires’ Disease may cause up to 3.6%
of the pneumonias in central Ohio. If this local

incidence is extrapolated to the number of annual

adult deaths in the United States, an estimate of

71,370 unrecognized adult Legionnaires’
Disease-associated deaths annually may be

made. Many of the Legionnaires’ Disease pa-

tients will have terminal illness of another type,

so they would not benefit from appropriate

therapy, but a substantial number may be basi-

cally healthy, and therapy may be life-saving.

Diagnosis of Legionnaires’ Disease is most
difficult for the physician, and until prospective

diagnostic techniques become available, recogni-

tion of the disease must depend on clinical acu-

762

men if mortality is to be kept within acceptable

limits.

Some of those individuals whose lungs re-

vealed the Legionnaires’ Disease organisms had
shown no important respiratory symptoms or

fever, although pneumonia contributes con-

siderably to their deaths, the study found. Only if

the hospital conducts a routine laboratory ex-

amination of lung tissue at autopsy will a com-
munity know the true incidence of Legionnaires’

Disease.

Drug for High Blood Pressure

Exonerated as Cancer Cause

Reserpine, a drug product used by millions of

Americans to control high blood pressure, is

given a clean bill of health with regard to possi-

ble cause of breast cancer in a Mayo Clinic re-

search report.

In the mid-1970s reports first appeared of a

possible link between reserpine and breast cancer
in women. More than a dozen additional studies

were conducted. The results disagreed, and both

physician and patient have no clear-cut guide-

lines.

A study of nearly 2,000 hypertensive women
residing in Rochester to evaluate any possible

relationship between hypertensive drugs and
breast cancer showed that women taking reser-

pine had no more breast cancer than women in

the population at large.

Thalidomide Found Helpful In

Treating Skin Disease

Thalidomide, the well-known drug that caused
many cases of birth defects in European babies in

the 1960s, has been found useful in treating

prurigo nodularis, a skin ailment that causes rash

and growths like boils. The drug has continued to

be available under the trade name of Kevadon,
for experimental purposes only. It is not licensed

for other than research purposes.

Most therapies for prurigo nodularis have been
unsuccessful, and some sufferers have been
plagued with the disease for years. Under treat-

ment with thalidomide in three cases, over a

period of three months the lesions gradually flat-

tened and the itchy rash disappeared.

Aside from its well-known effect of causing
birth defects, thalidomide has been shown to be

virtually nontoxic. Suicide attempts with large

amounts of the drug have been unsuccessful, and
patients recovered after a period of sleep.
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Commentary

And Then There Was Chicago in July

AMA 1980

JOHN B. THOMISON, M.D.

Every now and again someone asks me how I

write so much, and is it hard. I really can answer

neither question satisfactorily, except to say first

that to write you have to like to write. Some of it

is a learned skill, acquired through practice in

writing, but more than that it is acquired through

lifelong practice in reading. No one who has

never read a lot can ever write well. I suspect the

converse is also largely true, that given the urge,

almost anyone who has read a lot could write

reasonably well. In addition, it requires a certain

amount of flight of ideas and free association,

things looked upon askance by the shrinks. And
some things virtually write themselves.

On the other hand, some things do not, and I

find myself now in that situation, faced with the

prospects of summarizing for you the Annual

Meeting just past of the House of Delegates of

the American Medical Association. First, you

need a jumping off place. The blandishments of

Honolulu or San Francisco provide ready grist

for the writer’s mill. But what can you say about

Chicago in July other than that it is Chicago in

July, and hot, and has only its heat to recommend
it over Chicago in December, when it is not—
hot, that is.

Having exhausted my talents so far as an in-

troduction is concerned, turning to the meeting

itself, I find not much there to loose the Muse.

The most exciting thing that happened was the

prospective healing of the breech in the LCCME,
about which I have already editorialized; this was

counterbalanced by the request of the American

College of Surgeons that it be allowed to unseat

itself. About that I have no more to say. I’ll see if

I can stir up some additional interest as I go

along, as some very important things did happen.

In the meantime, to answer the second question:

yes, sometimes it is hard. It is now.

I guess the most far-reaching event at the

meeting was the adoption of a revised Code of

Medical Ethics. Unlike previous attempts, which

simply tried to paraphrase the previous code,

leaving out some objectionable features, this one

was a completely new entity. Although it has

been published in numerous places since its

adoption in July, I have chosen to reprint it on the

page facing this report. The report of the Ad Hoc

Committee on the Principles of Medical Ethics,

which is appended to this account as Appendix

A, gives the reasoning of the Ad Hoc Committee

that these principles be adopted. This was the

culmination of about three long years of hard

work involving first the Judicial Council and

then the Ad Hoc Committee, and both did
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yeoman service. They were walking the fine line

between current usage and practice and judicial

and statutory constraints on one hand, and the

prejudices and antagonism of their colleagues on

the other. It was a situation where it appeared the

Committee could not win, and many people, in-

cluding your editor, felt there was no way the

revision would ever be accomplished. In the end,

however, it went through with scarcely a bobble,

winning the Committee’s chairman, James S.

Todd, M.D., a place on the Board of Trustees in

the process. It seemed that the House con-

templated the alternative, which was more end-

less quibbling, and acting in the general tenor of

the whole meeting, and deciding that the alterna-

tive was more than it could stand, accepted the

revised code on a voice vote.

In its Report C, the Ad Hoc Committee

strongly urged the establishment of a mechanism
for continued review by the House of the Princi-

ples of Medical Ethics, believing that there will

continue to be “situations requiring study, ex-

pansion, or modification of the Association’s

ethical stance.’’ They proposed four steps as

being necessary, which were identification of is-

sues that might warrant a change in ethical posi-

tion; study and evaluation of those issues; draft-

ing of the language of the proposed changes; and

a comprehensive report to the House of Dele-

gates to be considered and acted upon. This

would be accomplished by the appointment by

the Speaker of the House, on direction of the

House of Delegates, of a representative Ad Hoc
Committee to study and report on any such is-

sues.

The Committee went on to emphasize that any

member of the Association may bring ethical is-

sues to the attention of the House but that the

Judicial Council would retain its responsibility to

“investigate general ethical conditions in all mat-

ters pertaining to the relations of physicians to

one another or to the public, and make recom-

mendations to the House of Delegates or the

constituent association, as well as providing con-

tinuing interpretations of current ethical

statements.’’ Development by the House of a

procedure to handle situations as they arose

would assure continuity and avoid many prob-

lems, in addition to keeping the subject current

before future generations of physicians, remind-

ing them of the magnitude of their commitment.

Other ethical considerations to come before
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the House concerned the role of the physician in

capital punishment, and the physician’s use of

laboratories. Report A of the Judicial Council,

which was adopted, recommended that physi-

cians not be active participants in legally au-

thorized executions. This was to counter statutes

requiring that where execution is by the injection

of lethal drugs, this injection be performed by a

physician. The stricture obviously would not

preclude the physician’s pronouncing the patient

dead after the execution, as this could not be

considered participation in the execution.

Resolution 76 (1-79) asked the Judicial Coun-

cil to review the item in its Opinions and Reports

on laboratory services, particularly as it had to do

with the use of laboratories not owned, operated,

and supervised by a physician. The report places

the responsibility on the physician to provide his

patients with high-quality service. Cost should

be a consideration only between services of equal

quality. Where high-quality service can be ob-

tained for a lower fee, the savings should be

passed along to the patient, and the physician

should not place himself in the position of charg-

ing for services he did not provide.

Reference Committee A is the busiest of all

the reference committees, having referred to it

matters of socioeconomic impact on the medical

practice. It includes a large part of the reports of

the Council on Medical Service, and while the

proceedings sometimes make both tedious read-

ing and boring listening, they are extremely im-

portant to your practice.

Some of the material defies summarization,

and a number of the reports of the Council on

Medical Service (CMS) will be published as ap-

pendices. I commend them to your attention.

One of the major concerns of physicians, as indi-

cated by the number of resolutions and reports

addressed to it, is a matter of reimbursement by

third party carriers. CMS Report F addresses this

matter, and is carried as Appendix B. This speaks

primarily to the emphasis which the Association

should place on efforts to assure equitable and

realistic levels of reimbursement for physician

services under the Medicare and Medicaid pro-

grams. CMS Report K and Substitute Resolution

6 addressed the matter of the use of the term

“reasonable charges’’ by insurance carriers.

This misleading term carries the legal implica-

tion that unreasonable charges would also be il-

legal. Substitute Resolution 6 resolved that “the

American Medical Association be requested to
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aggressively pursue with the insurance industry

improvement of terminology in third party com-

munications so that the term ‘reasonable charge’

will not be misleading to the public.”

Regulations proposed by the Health Care

Financing Administration (HCFA) under which

hospital-based physicians would be reimbursed

under Medicare Part B only for identifiable pro-

fessional services performed by a physician in

contributing to the diagnosis and treatment of the

patient were opposed by Substitute Resolution 7,

which was adopted. This matter is currently

under litigation, and HCFA is under a restraining

order from a superior court from implementing

its regulations; this restraining order is under ap-

peal. Substitute Resolution 7 resolved ‘‘that the

American Medical Association continue to op-

pose the proposed ‘uniform implementation’ of

the Medicare regulations dealing with hospital-

based physicians as set forth in the March 1

1

issue of the Federal Register (45 FR 15550).”

Along the same lines, Resolution 8 as amended
resolved that the ‘‘American Medical Associa-

tion take appropriate action requesting that

HCFA relieve radiologists and pathologists of

the burden of providing diagnoses, frequently

unavailable to them, in order to be reimbursed by

insurance carriers or government-sponsored pro-

grams such as Medicare and other third parties.
’ ’

‘‘Cost Effectiveness of State Certificate of

Need Programs” is the title of CMS Report D.

This is a status report on the investigation of the

Council into this matter, and the House adopted

the report and directed that it be widely dissemi-

nated to the federation and to groups involved in

health planning. This report is therefore carried

as Appendix C. The conclusions reached by the

Council are that there is little evidence to suggest

that certificate of need (CON) programs are ef-

fective in restraining health care costs or in limit-

ing capital investments, and therefore the As-

sociation should reaffirm its policy of opposing

extension of CON to private physicians’ offices.

Report J of the Board of Trustees described

AMA efforts to inform physicians and patients of

the effect of regulations on medical practice. In

adopting the report, the House requested the

Board to explore the feasibility of preparing

materials for distribution to patients in physi-

cians’ offices concerning the effect of regulations

on the quality and cost of medical care. A good
example of this regulation is found in the way in

which CT scanning has been and is being han-

dled by federal regulators under health systems

agencies (HSAs). Initially, federal funding was
denied and reimbursement for CT scans refused

by third party payors, particularly federal agen-

cies, on the grounds that this was an expensive

procedure which added nothing that was not al-

ready available by other means. Since that time,

the CT scan has revolutionized the practice of

neurology and neurosurgery, and has turned out

to be one of the most cost-effective procedures

we have. Even in the face of this, HSAs have

continued to attempt to block acquisition of

scanners by hospitals, so that the House adopted

two resolutions, 33 and 63, speaking to this prob-

lem. Resolution 33 resolved that ‘‘CT scanning

equipment should be readily available for pa-

tients, and further that efforts by HSAs to block

the acquisition of scanning equipment are

deemed to be detrimental to the quality and cost

effectiveness of health care.” Resolution 63

urged that decisions concerning the placement of

expensive facilities and equipment be made on

the basis of local needs and resources, and with

the cooperation of local practicing physicians, to

the end that CT scanning equipment will be

available as needed.

The Department of Health and Human Ser-

vices (DHHS) has mandated regionalization of

medical services (Section 1502.7 of P.L.

93-641, the Health Planning Law), beginning

with emergency room medical care and perinatal

units. Substitute Resolution 62 resolved that

since such regionalization ‘‘may result in a mal-

distribution of physicians leading to a reduction

in the overall quality of medical care, and in the

destruction of local control of health matters, in

addition to seriously disrupting the orderly pro-

vision of medical services to a community, the

American Medical Association oppose manda-

tory regionalization of medical services.”

The Diagnostically Related Group (DRG)
Project came under scrutiny in CMS Report N in

response to Resolution 74 (1-79). The DRG con-

cept is one of a number of methods for measuring

and categorizing a hospital patient case mix, and

was originally created for utilization review pur-

poses. It is, however, being used for evaluating

service and facility proposals of health planning,

for interhospital cost comparisons, and for de-

termining hospital reimbursement categories and

rates. The Council has expressed a number of

concerns about this concept, which are outlined

in the report; these have been concurred in by the
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American Hospital Association. The present

level of sophistication of the system is such that a

lot more research and study must be undertaken

before it is used for paying hospitals.

It has become apparent that many of the so-

called cost saving programs and regulations have

in fact increased and not decreased the cost of

medical care, and in fact a considerable propor-

tion of the increase in cost results from such reg-

ulation and uneconomical federal programs.

Resolution 53 would request the Association to

seek legislation requiring that medical programs

administered by all federal agencies exclusive of

the military make publicly available separate re-

ports of their medical care and administrative

costs, and that all federal agencies exclusive of

military health care systems provide a “fiscal

impact” report on any proposed new program or

modifications of present programs, clearly de-

monstrating how the cost of care will be reduced

or the quality improved.

The Rural Health Clinic Services Act of 1977,

P.L. 95-210, authorized federally funded health

clinics such as rural and urban community health

centers, migrant health clinics, Appalachian

health centers, and so on, and in 1979 at its An-

nual Meeting the House of Delegates adopted

CMS Report J which described quality assurance

mechanisms and reimbursement procedures for

rural health clinics. At that time the House re-

quested the Council to conduct a review of these

procedures, which is presented as CMS Report G
(A-80). Because these clinics have considerable

impact on the practice of medicine, and the

House directed that the report be widely dissemi-

nated, we publish it as Appendix D.

At the 1979 Interim Meeting the House
adopted CMS Report I, entitled “AMA Ac-

tivities in Health Planning” which summarized

the major provisions of Public Law 96-79, the

Health Planning and Resources Development

Amendments of 1979. We published this report.

{J Tenn Med Assoc 73:98-101, 1980). CMS Re-

port C (A-80) is an update of AMA activities and

other developments in health planning between

the 1979 Interim Meeting and the 1980 Annual

Meeting. This informational report should be of

interest to you, and is published as Appendix E.

Because there has been considerable activity

on the part of third party payors to establish med-

ical necessity for procedures for which claim has

784

been made, two resolutions opposing this activ-

ity (Resolution 68 and 72, 1-79) were referred to

the Board of Trustees for study. CMS Report L
(A-80), adopted by the House in lieu of the re-

solutions, speaks to this matter. We carry it as

Appendix F. The Council found that much of the

problem is in communication, and reaffirmed the

policy expressed in Resolution 119 (A-78) urg-

ing that third party payors rely on appropriate

medical peer review programs for adjudication

and resolution of the matters concerning quality

or utilization of services requiring professional

Judgment, and urged that peer review programs

have as their goal improved quality of care and

more efficient delivery of medical service. A
number of recommendations were made, to

which I direct your attention.

The relationship of chiropractic and
medicine continues to rear its head, and as this is

an emotional issue, it always generates a great

deal of unnecessary conversation. It is always

easier to ignore the facts, which are that chiro-

practors are now licensed in every state in the

union, and are eligible to receive reimbursement

by third party carriers. The chiropractors are

seeking to be commissioned in the armed forces

on the same basis as doctors of medicine. It has

become apparent that an impartial investigation

of the efficacy and safety of chiropractic be car-

ried out, particularly inasmuch as large numbers

of people have been treated by chiropractors with

relief of symptoms. On the other hand, many
cases are on the record of patients who have been

irreparably harmed by spinal manipulation. Sub-

stitute Resolution 1 1 ,
adopted by the House, asks

that the American Medical Association urge that

an appropriate agency fund an independent and

impartial study to evaluate the efficacy and

safety of chiropractic. The original resolution

had mentioned the National Institutes of Health

as the proper agency, but this was odious to some

of the members of the House, and a specific

agency was therefore not named in the final re-

solution. It is a study which greatly needs doing,

but it is easy to see that the channel is mined with

problems.

Resolution 10 (A-80) requested the AMA to

seek enactment of legislation exempting from

antitrust laws activities intended to stabilize or

regulate charges for services of persons engaged

in a calling requiring specialized knowledge and

intensive academic training, such as law and

medicine, provided such activities are not de-
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signed to exploit the public. In response to Re-

solution 60 (1-79) regarding FTC intrusion into

areas in which learned professions have tradi-

tionally assumed leadership and responsibility

for professional regulation, Report O (A-80) of

the Board of Trustees described AMA activities

in this area, and asked the House to give the

Board continued flexibility in such activities. In

lieu of Resolution 10 (A-80) and Resolution 60

(1-79), the House adopted Report O of the Board.

Reference Committee C was another busy

one, having before it all matters having to do

with medical education. The big news this year

of course was the matter of the LCCME, ad-

dressed in Report JJ of the Board of Trustees and

Report M of the Council on Medical Education

(CME), which were adopted. Report JJ informed

the House of the Board’s plans to engage in

formal discussion and negotiations with other

organizations in regard to mechanisms for ac-

crediting medical education, and to implement

the results as quickly as possible. CME Report M
recommended adoption of the Board’s report.

Comments before the Committee were invariably

lauditory, and a lot of people who six months

earlier had been at each other’s throats were say-

ing nice things about each other. In spite of the

serious nature of the topic, it was quite amusing

to a relatively uninvolved observer.

Although this news tended to overshadow

other items on the Reference Committee’s

agenda, it should not be inferred that this was the

only important item the Committee considered,

inasmuch as many other important topics were

discussed.

Resolution 81 (A-77) had called for an investi-

gation of the feasibility of the AMA serving as a

central repository of physicians’ continuing med-
ical education (CME) data through its Physi-

cian’s Recognition Award (PRA) Program. In re-

sponse to this resolution, the AMA conducted a

pilot study in which only AMA-sponsored
Category 1 educational programs were included.

The findings are reported in CME Report H (A-

80). Although these represent an extremely small

proportion of the total CME activity in the coun-

try, the total hours of CME provided by the

Council on Continuing Physician Education

(CCPE) in 1979 was 47,038, taken by 4,711 par-

ticipants in the 19 regional courses and one Win-
ter Scientific Meeting. In addition, in the first

year of required reporting of CME activity by the

individual physician to the California Medical

Association, 40,000 physicians reported

9.600.000 hours of CME, while an additional

20.000 physicians reported an uncounted but

proportional number of hours directly to the

California Board of Medical Quality Assurance.

Numerous problems arose in connection with

this, as the full spectrum of user requirements

had not been anticipated, and computer facilities

were therefore inadequate; there were also prob-

lems with uniform reporting of hours to the

AMA, which would be necessary if the AMA
were to attempt to establish a central repository

for all CME data.

At the time of the first consideration, many
physicians felt a national CME data base would
be possible and very helpful. With government

intrusion into the medical practice during the past

decade, most physicians are now expressing anx-

iety about such a comprehensive data base,

which could invite further government intrusion

in the form of an audit of the physician’s ed-

ucational habits. In addition, the cost of such an

endeavor would be immense. For example, the

American Osteopathic Association charges S175

per year per member for recordkeeping, and the

California Medical Association, serving only

37.000 physicians, has a cost of over S150,000.

The report concluded that the only need for a

central registry of all physicians’ CME activity

would be a desire to audit such activity centrally,

which would lead to more problems than it

would solve, and that even so there is reason to

question the possibility of creating a reporting

system with enough accuracy to make such a

registry worthwhile. In addition, abundant ex-

perience proves how expensive such a system

would be. The Council therefore recommended
that the AMA abandon any plans for creating a

central repository of CME data for all physicians

or for any outside organizations, and that it ex-

pend its resources and efforts on improving the

current internal CME registration and record-

keeping systems. CME Report H was adopted by

the House.

When the CME programs were just getting

off the ground a decade ago, there was a great

discussion on the matter of the carrot or the

stick—do you entice or require physicians to up-

grade their knowledge? It has been the conten-

tion all along by your own CME Committee that

continuing medical education is something

physicians have always sought, and that all that

was necessary was to provide the means. Only a
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few physicians fail to take advantage of oppor-

tunities to keep up with new developments, and

instituting requirements will result only in their

piling up credit hours, without necessarily in-

creasing their cognitive abilities. Evidence is

also increasing that the ability to take an ex-

amination does not necessarily reflect good pa-

tient care or vice versa, so that enthusiasm for

mandatory CME and recertifying examinations is

waning, as it now appears the difficulties out-

weigh the advantages. Resolution 102 asks that

all specialty societies and state medical societies

support a moratorium on all additional manda-
tory CME or mandatory reexamination or recer-

tification programs pending evidence of their ef-

fectiveness in upgrading the competence of

physicians. Resolution 138 called on the AMA to

support individual physician responsibility for

continuing medical education and to oppose

mandatory CME. Because it was pointed out that

many states now have statutory requirements for

mandatory CME for continued licensure, the

AMA was in no position to oppose all mandatory

CME, so the resolution was amended to read

“Resolved that the American Medical Associa-

tion support individual physician responsibility

for self-education.”

The above discussion brought up an item of

confusion which exists among physicians. It is

that relicensure and recertification are not

synonymous terms, and cannot be used inter-

changeably in any instance, particularly as re-

lated to CME. Licensure is a function of the

state, and requirements for licensure are fixed by

the state legislature. Without a license, one can-

not practice medicine; without fulfilling the re-

quirements, one cannot obtain a license. Since

many states have added the requirement that the

physician obtain a certain number of CME hours

each year in order to retain his license, CME is

mandatory insofar as physicians practicing in

these states are concerned. On the other hand,

certification is voluntary, and is carried out by

boards established by the physicians themselves.

Since board requirements are subject to the

wishes of the constituent physicians, it is appro-

priate to urge that they cease and desist, always

considering that to avoid governmental intrusion,

the public must be convinced that the quality of

medical care does not suffer therefrom.

CME Report J concerning physician compe-
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tence and CME Report K on recertification, both

of which were adopted, addressed these two
above-mentioned areas. The former states that

since mandatory recertification and mandatory

CME programs are not demonstrating that they

assure high quality of physician performance,

they should be abandoned in favor of a continued

attempt to improve voluntary CME programs and

maintain the peer review process, with develop-

ment of better ways of establishing the necessary

patient care data base. The latter report recom-

mends that the American Board of Medical

Specialties be requested to study recertification

programs now in operation, and that specialties

that do not now have such mechanisms delay

them until the study is completed.

Because the number of openings in medical

schools in the United States was insufficient to

meet the demand, a number of individuals who
took their premedical training in the United

States went abroad for their medical training.

These individuals were often not eligible for

graduate medical training in the United States,

and therefore for licensure to practice, so that

mechanisms had to be developed for entering

these individuals into the mainstream of medical

practice within the United States. The term

“fifth pathway” refers to one of these

mechanisms, the other four being transfer with

advanced standing from a foreign medical school

to the United States medical school with gradua-

tion from the foreign school; certification by

ECEMG; obtaining a full and unrestricted license

to practice medicine by an issuing agency within

the United States; and in the case of United

States citizens, successfully completing the

licensure examination of any state. CME Report

I (A-80) speaks to Resolution 158 (A-79) which

asks that the AMA conduct a study of the “fifth

pathway” with special attention to the effective-

ness of such programs in meeting the national

needs for high-quality medical care now and in

the immediate future. The recommendations of

the Council were that the House reaffirm its posi-

tion adopted in 1975 to support the “fifth path-

way” concept. How it arrived at that conclusion

is presented in a rather lengthy report, which is

very informative, and is published for your in-

formation as Appendix G.

Finally, Reference Committee C addressed the

matter of future directions for medical education,

the very lengthy CME Report A (1-79). In order

to cope with the mass of material presented in

this report, the Board has appointed a series of
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task forces, which will render a final report prob-

ably at the Interim Meeting in 1981. This matter

was reported jointly by the Board of Trustees and

the CME.

Reference Committee D took up the

weighty and important matter of categorization

of hospital emergency capabilities. In 1971, the

AMA Commission on Emergency Medical Ser-

vices published Guidelines for the Categoriza-

tion of Hospital Emergency Capabilities

,

which

have been used as a basis for statewide, regional,

and metropolitan categorization programs
throughout the country. Subsequently the Ameri-

can Hospital Association and then the Joint

Commission on Accreditation of Hospitals

(JCAH) developed parallel standards. The basic

purpose of this categorization is to identify read-

iness and capability of a hospital and its staff to

receive and effectively treat emergency patients.

This matter was treated in Board of Trustees Re-

ports D and E, in which the Board stated that it

and its Commission of Emergency Medical Ser-

vices believe the concept of categorization to be

of prime importance in the delivery of effective

emergency care. The Commission agreed that

the original 1971 guidelines did not sufficiently

address the needs and problems of rural and

semi-rural areas, and it has been progressively

reviewing and updating its guidelines. In 1978 an

invitational conference was cosponsored with the

American Hospital Association to review the

status of categorization and develop guidelines

for classifying hospital emergency services, and

based on the results of this conference, the

Commission developed specific guidelines for

categorizing a hospital’s emergency capability in

each of eight critical areas, and divided into three

levels.

The House of Delegates at its 1978 Annual

Meeting expressed reservations over the re-

quirements for accreditation by the JCAH,
adopted in 1977, for satisfying Level I designa-

tion on the part of all hospitals, which included

24-hour in-house coverage by specialties. Substi-

tute Resolution 13 (A-78) called for a broader

review of the appropriateness of categorizing

hospital emergency services. Since that time the

matter has been under constant study by the

JCAH Board of Commissioners and the AMA
Board of Trustees. In the meantime, the AMA
Commission has issued as a draft document their

new set of guidelines, which was distributed to

the House of Delegates, and which the House has

urged be made available to interested organiza-

tions for review. Negotiations with the JCAH are

continuing, and the AMA commissioners have

proposed that the JCAH Board of Commission-

ers declare a moratorium on the application of

Standard I, which requires 24-hour in-house spe-

cialty staffing, as a condition for accreditation

until the matter can be resolved. Further action

on this can be anticipated at the Interim Meeting

in December.

Since the 1979 Interim Meeting, the AMA has

initiated an in-depth analysis of the structure and

processes for accrediting hospitals and other

health facilities by the JCAH, in response to

widespread criticism and concern by AMA
members, and has initiated joint meetings with

the JCAH to review current procedures and or-

ganization and future development. The Board of

Trustees has issued Report MM as a status report

on negotiations with the JCAH, and promises a

follow-up report for the Interim Meeting. Report

MM is published as Appendix H. A number of

resolutions concerning the JCAH came before

the House, and were referred to the Board for

consideration in its deliberations with the JCAH,
but additionally the House adopted and referred

to the Board Resolution 81 urging AMA repre-

sentatives to the JCAH to assure that JCAH
policies have a positive effect on patient care and

cost effectiveness, and that hospitals and medical

staffs are protected against arbitrary and inflexi-

ble interpretations of JCAH standards.

Reference Committee E has referred to it

all matters of a scientific nature, particularly the

reports of the Council on Scientific Affairs

(CSA). Its deliberations are always fairly

lengthy, and they concerned matters in these re-

ports. It has to be kept in mind that these reports

are informational only, and do not constitute

AMA policy. Although they are generally quite

specific in dealing with matters of diagnosis and

treatment, they are to be taken as guidelines only,

and are not intended to imply that other alterna-

tives are not available and equally applicable.

In addition to these reports, other items of a

scientific nature are considered, and one of these

was the matter of health screening programs for

the elderly. This matter was previously reported

on in the Board of Trustees Report E (1-79), but

the House referred back to the Board the matter

of the legal obligation of physicians to whom
screening reports are sent. The Board recom-

mended in this report that administrators of such
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programs make it clear to those being screened

that the report is being sent to the individual only,

and not to physicians, and that it does not consti-

tute a medical diagnosis or evaluation. Since this

is so, if the result should deviate from normal,

the participant must consult a physician of his

own choice. In addition, the Board of Trustees

requested the Council on Medical Services to

continue to review multiphasic health testing

programs and to report further whenever a

reevaluation is indicated. The House also re-

quested the Board to study model state legisla-

tion based on a recent California law which

provides immunity from responsibility in receiv-

ing unsolicited multiphasic screening results.

At the Interim Meeting last December, the

House commended the Surgeon General for his

report on health promotion and disease preven-

tion and asked the Board to summarize the report

and state the AMA’s activities in areas addressed

by it. This was done, and was submitted as Re-

port CC of the Board of Trustees, which is ap-

pended as Appendix I.

As usual, tobacco use received the full treat-

ment, with a number of resolutions submitted,

particularly as to use of tobacco in public places.

The Board indicated that the Council on Legisla-

tion is in the process of developing model state

legislation to restrict smoking in public places.

The House also adopted Substitute Resolution

154 urging correspondence by interested persons

and physicians to news media that accept tobacco

advertising urging them to refuse such advertis-

ing.

CSA Report B entitled “Physician Supervised

Exercise Programs in Rehabilitation of Patients

with Coronary Artery Disease” noted that such

programs have lead to objective and subjective

rehabilitation of some patients, and recom-

mended that all programs be directed and

supervised by physicians. This report is ap-

pended for your information as Appendix J. The

Council requested that the report contain the

caveat “This report is not intended to serve as a

standard of medical care: standards of medical

care which are determined locally and are con-

stantly subject to change are established on the

basis of all or several facts of the individual

case.”

CSA Report A addresses the matter of the use

of hypnotic drugs in treatment of insomnia,

which we have printed {J Term Med Assoc
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73:437-439, 1980). In it, the Council recom-

mends that the AMA continue to place emphasis

upon the diagnosis and management of insom-

nia, and supports the concept that the whole mat-

ter of sleep disorders requires serious review. It

believes this should be accomplished within the

present administrative structure of the DHHS,
rather than by formation of another institute, and

that the AMA should volunteer to cooperate in

this review.

Two reports, CSA Reports C and D, concern-

ing care of obstetrical patients and their new-

borns, and infant nutrition, are appended as

Appendices K and L for your information. Also

appended is CSA Report F as Appendix M on the

biological effects of non-ionizing magnetic and

electromagnetic radiation.

Reference Committee G had on its docket

matters referable to PSROs and HMOs, among
other things. CMS Report A informs the House
of the Council’s study of health maintenance or-

ganizations (HMOs) and recommends that the

AMA continue its policy favoring fair market

competition among all delivery systems. As this

report is a good overview of the entire matter of

HMOs and their present functioning, you should

be familiar with it, and it is appended for your

information as Appendix N. In addition, CMS
Report P notes that notices announcing enroll-

ment in local HMOs have been mailed to Medi-

care beneficiaries in certain areas of the country.

These mailings, financed out of public funds,

have been sent by HCFA in an effort to encour-

age more Medicare enrollment in HMOs. The

Council has been seriously concerned about this

activity and has expressed this concern to HCFA;
it has attempted to have this policy changed so

that the language of such mailings will achieve a

tone of neutrality. Along these lines, the House

adopted Resolution 68, which would urge the

HCFA to cease using public funds to promote

enrollment of Medicare beneficiaries in HMOs.
The matter of confidentiality of patient records

and patient access to their medical records re-

ceived broad coverage and some of the material

was referred back to the Board. CMS Report I

informed the House of its extensive study regard-

ing patient access to information contained in

medical records, and stated that the Council be-

lieves allowing patient access to information in

their records will have on the whole a favorable

impact on patient care and physician-patient rela-

tionships, provided appropriate safeguards are
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incorporated in the enabling legislation enacted

by states. Because this is of vital importance to

you and your relationship to your patients, this

report is appended as Appendix O.

If you have gotten this far, I am sure you are as

tired of reading this as I am of writing it.

Nevertheless, it is vital that you be informed of

what is going on, and whether or not you have

availed yourself of the opportunity, the Journal

has fulfilled its obligation to you. A disgraceful

number of physicians are not members of the

AMA because they feel the AMA does nothing

for them. It is regrettable that these are the indi-

viduals who will not make the effort to study this

material and be convinced that it does a great

deal for them.

It is hard to believe, but the large amount of

material which I have included is only a rela-

tively small proportion of the multitude of re-

ports and resolutions before the House. At each

meeting, I am more impressed than ever before

of the knowledge, insight, energy, and dedica-

tion to American medicine which the delegates

possess. It has been customary to view these

people as the politicians of medicine, physicians

in name only, who are interested only in sitting in

meetings and going to parties. I take pains to

disabuse you of any such erroneous notion.

These individuals, who are bearing your burden

in the fight against encroachment on your prac-

tice, are also fighting for their own practice, as

almost without exception they are highly re-

spected practitioners of our profession. You will

find no finer group of men and women any-

where. This same statement can be made of the

staff, and not only that of the American Medical

Association; it has invariably been true of every

staff member from state and local organizations I

have had the pleasure of meeting, and over the

years they have been more than a few.

If you are not a member, and I can induce you

to join, the AMA will gain, and TMA will gain,

as we need only a few more members to gain

another delegate; but the biggest gainer will be

yourself. If you choose to remain aloof, you can

sleep comfortably in the knowledge that others

will continue fighting your battle for you at their

own expense and on their own time.

But I hope your guilty conscience keeps you

tossing and turning. r

AMA 1980 Annual Meeting Report

Ad Hoc Committee on the

Principles of Medical Ethics Report A

Evaluation of Medical Ethics

(Appendix A)

Introduction

During the 1977 Interim Meeting of the House of Delegates, the Judicial Coun-

cil introduced Report A, “American Medical Association Principles of Medical

Ethics,” which was a proposed revision of the current ten Principles for the stated

purpose of modernizing the language, eliminating reference to gender, and reach-

ing an appropriate stance between professional principles and contemporary soci-

ety.

The House deferred action on that report (A-78) and instead directed that a

special committee of the House be established to consider further the revision of

the Principles. The Speaker of the House appointed the following to serve as an

Ad Hoc Committee: James S. Todd, M.D., Chairman, H. Thomas Ballantine, Jr.,

M.D., Amos P. Bratrude, M.D., John J. Coury, Jr., M.D., Jean F. Crum, M.D.,

Henrietta Herbolsheimer, M.D., Joseph T. Painter, M.D., Carroll L. Witten,

M.D.
At the 1978 Interim Meeting of the House, this Committee presented a report
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which concluded, in part, that:

1 . A code of ethics is desirable and necessary to provide guidance to physi-

cians in the conduct of their practices.

2. The medical profession is no longer perceived as the sole guardian of the

public health.

3. Physicians need to be responsive not only to their patients, but to their

profession, to society, and to themselves without emphasizing one at the

expense of the others.

4. The body that generates ethics should be separate and distinct from the body
that interprets and enforces them.

5. Ethical statements should make no reference to gender.

6. Neither the 1957 nor the then proposed revision of the Principles of Medical

Ethics could be recommended as appropriately articulating the ethical stance

of the profession.

With the adoption of this report (1-78), the Committee believed the House
expected a new version of the Principles to be developed. After wide consultation

with individuals, component societies, and specialty societies, the Committee

submitted another report at the 1979 Annual Meeting containing a review of

ethical philosophy and a set of seven ethical statements which, based on the

Committee’s study, would serve the Association well, and would be a framework

from which the Judicial Council could continue to issue its interpretations. The
House directed that the Report (A-79) of the Ad Hoc Committee be widely

disseminated for review and comment. At the 1979 Interim Meeting the House, in

response to a Committee recommendation, amended the By-Laws “to establish

clearly the House of Delegates as the body which generates the Principles of

Medical Ethics.’’

Once again the Committee invited comment from all sectors of organized

medicine and has carefully considered the material presented to it, as well as

meeting with any individuals or groups who indicated a desire to do so. As might

be expected, there was no unanimity of opinion, but most of the changes

suggested were more editorial than substantive. While some totally adverse re-

sponses were received, on balance the returns were helpful and supportive.

Throughout its deliberations the Committee fulfilled its directives from the House

and was open for participation to all those who wished to appear, and many did.

Evaluation of Medical Ethics

Historically, no other profession has defined or refined its ethical guidelines as

clearly. As early as 2500 B.C., the Code of Hammurabi went into considerable

detail outlining appropriate conduct for physicians. During the fifth century B.C.,

the Oath of Hippocrates appeared as a concise statement protecting the rights of

patients and appealing to the finer instincts of the physician. Thomas Percival in

1803 published the first detailed codification of medical ethics.

When founded in 1847, the American Medical Association adopted Percival’

s

code as the standard for American medicine. For many years there was little

change, and the 1847 code remained in effect, reflecting the basic concepts with

clarity. As times became more complicated, major revisions in ethical statements

by the American Medical Association occurred in 1903, 1912, and 1947. In 1957

the principles were reduced to a preamble and ten sections which were succinct

and addressed the major concerns of that period. With the acceptance of the 1957

version, the Opinions and Reports of the Judicial Council assumed greater import

since simple broad statements are open to greater interpretation.

Now the Association is being asked again to revise its ethical statements into

even simpler terms but with broader applicability, increasing the discretion of a

physician while at the same time increasing individual accountability. The pur-
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pose of this report, augmented by the Committee’s two previous reports, is to

outline the events in history and society which make it imperative that medicine

and contemporary society be in step.

Considerations Indicating Changes

1 . Societal: With the licensing and utilization of increasing numbers of limited

licensed practioners, and increasing consumer agitation, it becomes clear

that the medical profession is no longer considered the sole guardian of the

public health. Some of the profession’s traditional responsibilities are being

challenged, and it appears that some of these will have to be shared. The

issue is not shall the profession share its responsibility— society has clearly

decided it should— rather the issue is how can that responsibility be shared

without diminishing the quality of health care provided to the public. Lim-

ited licensed practitioners are a fact of life and while the profession can and

should continue to warn the public of the dangers of entrusting total health

care to limited licensed practitioners, there should be no abridgement of

legally given rights. Clearly individual conscience remains paramount, but

the profession must recognize the lawful practice of limited licensed prac-

titioners.

Of late it becomes increasingly clear that resources available to health care

are finite. The dilemma of responsibility to the individual versus the obliga-

tion to society must be addressed. The physician and the profession cannot

function independently of society and its limitations. The notion of multiple

responsibilities for the physician is difficult and, while the patient still

assumes the prime importance, the needs and constraints of society cannot

be ignored.

2. Professional: The recent rapid expansion of delivery systems for health care

and the problems at all levels of medical education have caused significant

disruptions in traditional methods of practice and compensation. All of these

developments will require continuing accommodation by the profession in

order to serve the best interests of patients and society.

As technology has advanced, the related social and ethical issues have

multiplied far beyond expectation. The capability for the long-term mainte-

nance of the hopelessly ill, genetic alteration, transplantation, and other

bio-ethical issues are going to require new solutions and ongoing evaluation

of the appropriateness of the profession’s response as new frontiers are

passed. Many of the precepts often considered timeless may be ill-suited to

the technological explosion of the 20th century.

3. Legal: Recent proliferation of laws and regulations applying to the health

care system have introduced new concerns for the profession. Professional

freedom to some degree has been curtailed by law, presumably for the

common good. Not all such events have been to the liking of the profession,

and there are instances where lawful attempts at modification of these pro-

visions have been unsuccessful. In these instances the profession and physi-

cians should conform to the law until such time as modification does occur.

There are legitimate legal demands and constraints under which the profes-

sion must perform which, if ignored, will be imposed. There has been no

change or amelioration in the legal pressures against the profession. Serious

challenges have been raised, and failure to address them could be catas-

trophic. Such pressures should supply the impetus to review and modify

those usages no longer tenable in today’s civilization. Modification without

justification should be avoided, but acceptance of contemporary reality is

essential.
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Summary
Traditionally, the focus of the medical profession has been the patient above all

else. Now some legitimate challenges to that focus have been raised, not to

displace the patient, but to add additional concerns as well. Being predominately

patient-oriented, any statement of medical ethics must clearly speak to and for the

patient.

The proposed revision of the Principles of Medical Ethics consists of clean,

broad statements, clearly patient-oriented, all the while recognizing the inherent

decency of the physician and exhorting the demonstration of that decency. The
very strength of this revision rests in the affirmation of the primacy of the patient,

when not contrary to law, and the dedication required of the physician. The
statements are purposely broad, avoiding specific parochial interests, so that

maximal individual discretion may be exercised along with counterbalancing

individual accountability. There is a need in ethical statements to avoid the de-

velopment of rules so rigid that time soon passes them by. The problems of

technological development and change in societal attitudes will probably always

be present in one form or another, but differing in emphasis from generation to

generation.

No statement of Principles can stand without interpretation. Latitude should be

given to the Judicial Council for interpretation of the ethical statements as applied

to specific instances. The Principles are the foundation upon which the opinions

and reports of the Judicial Council will be based. Careful scrutiny will show that

no major issues of importance to the patient or profession have been ignored or

omitted. The language establishes broad areas of responsibility for all physicians

and emphasizes the belief that ethical standards are developed for the benefit of

the patient. Each Principle relates to the others and, having set the magnitude of a

physician’s commitment, the Principles address the problems of discipline, integ-

rity, due process, implementation of function, reserved rights, and independent

responsibility as a citizen.

Physicians must respond to social reality by working with changing concepts,

changing institutions, and a constantly changing array of health professionals. No
one should expect any Principles of Medical Ethics to stand unchanged forever,

but by responding in a consistent fashion to a rapidly expanding and changing

society, the profession can most clearly demonstrate its commitment to the pa-

tient. r ^

AMA 1980 Annual Meeting Report

Council on Medical Service Report F

Physician Reimbursement

(Appendix B)

Past House Action: A-79:289; A-78:35; C-68:199.

Introduction

In the context of growing concern about acceleration in health care spending,

and with exploration of various approaches to national health insurance under

way, increased attention is being given by government and others to alternative

methods by which reimbursement might be made for physician services under
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such programs as Medicare and Medicaid, and to the relative impact each method

may or may not have on health care cost inflation.

Responding to this concern, the Council on Medical Service has over the past

year carefully reviewed present Association policy on physician reimbursement,

to determine whether such policy continues to be the most conducive toward

encouraging care of high quality at a reasonable cost. The purpose of this report is

to convey to the House of Delegates the findings of that Council review.

Current AMA Policy

Current Association policy on physician reimbursement is fairly well sum-

marized in four actions of the House of Delegates:

1. Substitute Resolution 142, adopted at the 1979 Annual Meeting, states:

“It is the policy of the American Medical Association that reimbursement

of physicians should be based on the usual and customary or reasonable

concept and that Congress and the Department of Health, Education and

Welfare be informed of this position.”

2. Substitute Resolution 48, adopted at the 1968 Clinical Convention, defines

the terms “usual,” “customary” and “reasonable fees” as follows:

Usual is defined as the “usual” fee which is charged for a given service

by an individual physician in his personal practice (i. e., his own usualfee)\

Customary is defined as that range of usual fees charged by physicians of

similar training and experience for the same service within a given specific

limited geographic or socioeconomic area;

Reasonable is defined as a fee which meets the above two criteria, or, in

the opinion of the responsible local medical association’s review committee,

is justifiable in the special circumstances of the particular case in question.

3. Section 4.05 of the Judicial Council Opinions and Reports (1979), titled

“Contractual Relationships,” states in part:

“The contractual relationships that physicians assume when they enter

prepaid group practice plans are varied.

“Income arrangements may include hourly wages for physicians working

part time, annual salaries for those working full time, and share of group

income for physicians who are partners in groups that are somewhat au-

tonomous and contract with plans to provide the required medical care.

“The AMA recognizes that under proper legal authority such plans may
be established and that a physician may be employed by, or otherwise serve,

a medical care plan without violating the Principles of Medical Ethics. It

believes that in the operation of such plans physicians should not be sub-

jected to lay interference on professional matters and that their primary

responsibility should be to the patients they serve.”

4. Board of Trustees Report A (A-78), responding to Recommendation 9 of the

National Commission on Cost of Medical Care, states in part, “The use of

uniform fee schedules should be opposed.” This was adopted by the House.

Taken together, the above policies essentially state that physicians should be

free to choose the method of payment for their services, and to establish the

amount of such payment subject to review by their peers; they also oppose the

imposition of uniform fee schedules.

Medicare Reimbursement Methods
Currently, physicians providing service to Medicare beneficiaries are reim-

bursed on what is termed by DHHS a “customary, prevailing and reasonable”

(CPR) charge basis. Medicare pays 80% of its defined “reasonable charge” for
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covered physician services to beneficiaries which are billed on a fee-for-service

basis, after an annual deductible which is paid by the beneficiary. CPR reim-

bursement under Medicare and the “usual and customary or reasonable” concept

supported by AMA are similar methods of determining physician

reimbursement— in principle— in that the amount of payment under both is de-

rived basically from the actual charges made by physicians. However, the two

concepts differ in several important respects.

They differ, first, in their definition of “reasonable charge.” Medicare defines

a “reasonable charge” as the lowest of (1) the actual charge made by the physi-

cian rendering the service, (2) the physician’s “customary charge” for that ser-

vice, or (3) the “prevailing charge” for the service in that locality.

The “customary charge” is defined by Medicare as the individual physician’s

median charge for the service (an amount which would cover his charge at least

half the times he performed the service). The “prevailing charge” is defined as

the 75th percentile of customary charges for physicians of like training and skill,

weighted by frequency, i.e., an amount which would cover the “customary

charge” for the service in that area at least three fourths of the times it is

performed.

AMA policy, on the other hand, defines “reasonable charge” as either the

“usual and customary” charge defined in Resolution 48 (C-68) or a charge

deemed justifiable by the responsible medical association’s review committee,

based on circumstances of the individual case.

Medicare’s CPR method also differs from AMA’s UCR concept in that the

amount of Medicare payments lag further behind current physician charges, since

they are based on charge data up to two and one half years old. Both the “custom-

ary charge” and the “prevailing charge” are calculated from data on physician

charges during the calendar year before the fiscal year in which the claim is

submitted; therefore. Medicare payment for most physicians’ services is based on

what the physician was charging a year to two years previously, and are that far

behind charges to the non-Medicare public from the start.

Finally, the two concepts differ in that— since 1976— the allowable yearly

increase in Medicare payments is further limited by an “economic index” es-

tablished by the Health Care Financing Administration. The economic index

regulations, published in final form on June 16, 1975, established a maximum
percent of increase in “prevailing charges” allowable for any year over the

prevailing charges in effect during fiscal year 1973. Thus, the allowed yearly

percent of increase is limited not only by actual increases in physician charges but

by an economic index established by the Department of Health and Human
Services, which is intended to reflect increases in the cost of doing business. The

index operates on the assumption that 40% of a physician’s income goes to

expenses and 60% to net income. It allows an expense-related increase in the

prevailing charge based on data on salary increases in nonmedical service indus-

tries, on increases in housing and transportation costs, on wholesale price in-

creases for drugs and pharmaceuticals, and (for miscellaneous costs) on consumer

price index increases. An increase in the net income component is allowed in

proportion to increases in the earnings of production and nonsupervisory workers,

adjusted to eliminate productivity increases. The economic index is calculated

annually by HCFA and furnished to all carriers. For 1980 (July 1, 1979 to June 30,

1980), the economic index was set by HCFA at 53.3%. This means that prevailing

charges in 1980 can be no more than 53.3% above the level of prevailing charges

in 1973 (which were based on charge data from 1971).

The Council on Medical Service has discussed the subject of physician reim-

bursement with officials of the Health Care Financing Administration on a

number of occasions over the past year, and is aware that the following alterna-
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lives or changes in present reimbursement methods under Medicare are being

considered:

1 . Introducing legislation to replace the CPR charge system with statewide and

perhaps national fee schedules;

2. Modifying current regulations so as to pay all physicians at the same rale for

a given procedure regardless of the physician's specialty;

3. Introducing legislation to change present claim-by-claim assignment

methods to either an all-or-none or a mandatory assignment system.

Such changes are being explored, according to HCFA officials, in response to a

number of specific concerns with the present reimbursement system expressed by

some health economists and government researchers. The remainder of this report

analyzes these concerns, or claimed deficiencies, and concludes with recom-

mendations based on that analysis.

Analysis of Claimed Deficiencies

1. The CPR reimbursement system has been characterized by a number of
government researchers as being highly inflationary . It is noted that Medi-

care physician expenditures increased by over 15% a year during 1977 and

1978, with over half the increase due to increases in physician fees (as

opposed to increased use of physician services).

This increase in physician fees is not highly inflationary relative to the

economy in general, in the opinion of the Council. Data collected by the

AMA Center for Health Services Research and Development show that in

1977, the price of physician services did increase at a faster rate than did the

price of all services; 9.2% vs. 1.9%. respectively.* For the following two

years, this trend was reversed, however. In 1978 the increase was 8.19f for

physician services compared to 9.3^ for all services, and the disparity was
even more striking in 1979, when the price of physician services increased

9.-X% compared to a 13.7% increase for all services.

-

Data from the AMA Center also indicate that physician incomes as well

have failed to keep pace with inflation in recent years. Correcting for infla-

tion, the "real income" of all full-time male workers age 14 and over

increased an average of 0.6% per year from 1969 to 1977. For professionals

and kindred full-time male workers, and for physicians specifically, real

income decreased an average of 0.8% annually over this same period.

Center data indicate that physicians' average net income from medical prac-

tice increased, on average. 5.4% annually from 1968 through 1978. but that

during this same period, the all items index rose an average of 6.5% annu-

ally.^

Thus, both physician fees and incomes are cnuQnlXyfollowing rather than

leading inflation. Attempts to further inhibit growth in physician fees for

one sector of the population (Medicare beneficiaries) would likely only

reduce access to medical care by that sector, in the opinion of the Council.

2. It has been claimed that CPR reimbursement hinders attempts to attract

physicians to nonmetropolitan physician shortage areas, by allowing gen-

eral practitioner and specialist reimbursement under Medicare to average

23% higher in metropolitan than nonmetropolitan counties.

This 23% difference was reported by Burney and GabeF in a review of

1975 reimbursement rates. The authors and subsequent HCFA analysts^

were careful to qualily- these findings, however, by noting that an adjust-

ment for cost-of-living differences reduced this reimbursement differential

to 8%. A significant part of the remaining difference is produced by a small

number of older rural physicians with inordinately low fee profiles— and
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perhaps by other rural physicians who accept Medicare reimbursement as

payment in full to avoid bookkeeping problems— thus artificially depressing

the prevailing charge level for all rural physicians.

As reported earlier to this House of Delegates, the research on physician

location choices indicates that financial incentives play a minor role in the

physician’s choice of a practice locale. For this reason, the Council finds it

difficult to believe that this 8% differential exerts any significant influence

on the geographic distribution of physicians. To the extent it does, or to the

extent that problems are created for individual rural physicians, removal of

the economic index would be much more helpful than would the imposition

of a statewide fee schedule— particularly since pressures under the latter

approach would be io reduce urban payment levels as much as to raise those

for rural physicians. In that regard, it should be noted that, if the economic
index is retained, and if allowable yearly increases in the prevailing charge

under this index continue to be less than the overall inflation rate (and

KCFA officials have indicated that they will be), the end result over time

will be a maximum fee schedule for each Medicare area without the need for

legislative or regulatory changes in the Medicare law. This underscores the

importance of Association attempts to achieve removal of the index, in the

opinion of the Council.

3. Some critics contend that CPR reimbursement has produced unwarranted

differences in Medicare payment to specialists vs. general practitioners for

the same procedures, thus encouraging increased specialization and ag-

gravating the shortage of primary care physicians.

First, these specialist/GP reimbursement differences under Medicare are

generally less than 10% according to one recent study. ^ In addition, the level

of reimbursement was higher for the general practitioner than the specialist

for a third of the procedures where there was a significant difference. Of
more basic importance, the cause of these specialist/GP differences is not

the CPR system per se, but the actual charging patterns of GPs vs.

specialists, which the CPR system is designed to reflect. In fact, the Council

believes that CPR is the best method iox redressing these differentials, to the

degree they are unwarranted, since a general practitioner can raise his fee

profile over time simply by increasing his charges to what he considers a

realistic level for a procedure. On the other hand, legitimate reimbursement

differentials derived from differences in skill and training can also be ac-

commodated within the CPR approach, whereas a fee schedule— whether

statewide or national—would either eliminate such differences or perpetuate

them on an artificial basis, and thus stifle incentives toward professional

excellence.

Finally, with the greatly increased growth in family practice and other

primary care residency programs, the Council believes it is highly question-

able whether any “shortage” of primary care physicians will exist.

4. It is claimed that CPR encourages physicians to treat patients in the hospital

when outpatient treatment might be equally suitable, by allowing for from
13% to 21% higher per visit reimbursement in the former setting.

The degree to which such higher reimbursement represents a greater cost

to the physician of a hospital visit rather than a higher “profit- per- visit” has

not been established. Studies show that hospital visits are 20% longer than

office visits (possibly because of the more intensive care required by hos-

pitalized patients)."^ In addition, physician travel time and expenses enter

into the cost of a hospital visit. (On the other hand, the physician has less

office overhead expenses involved in a hospital visit, which would tend to
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reduce his costs for such visits.) The Council believes that more research on

this subject is needed to determine the degree of “profit-per- visit” which

exists. In addition, the relative influence of such higher “profit-per-

visit”— if it exists— versus other incentives toward hospitalization created

by Medicare reimbursement policies (such as 100% payment for inpatient

vs. 80% payment for outpatient diagnostic procedures) needs to be better

assessed. Finally, this criticism of CPR ignores the inhibiting effect of

PSRO and other peer review activity on overutilization of hospitals.

5. Some critics contend that present Medicare and Medicaid reimbursement

policies reward surgical procedures more generously than medical visit

services, and thus create incentives toward surgical as opposed to medical

treatment of specific conditions. Data from several sources are combined to

produce estimates that surgical procedures on a per hour basis are compen-

sated at rates two to three times those of primary care visits.

Such estimates overstate the relative profitability of surgical procedures.

In a 1979 analysis, Burney et aP found that including both operating room
time and time for preoperative and postoperative hospital and office visits

brought the average Medicare fee per hour down to $66 for surgery vs. $51

for medical visits. Even with these adjustments, it is possible that apples and

oranges are being compared. The Council believes that much better mea-

sures of the relative intensity and skill needed to perform surgical and

medical procedures are needed before valid comparisons can be made. And
this criticism of present reimbursement policies again ignores the inhibiting

effect of PSRO and other peer review activity on unnecessary surgery.

Finally, the point should be again stressed that CPR reimbursement al-

lows such a difference to exist, but does not per se cause it. This is more
than a trivial distinction, in that the CPR or UCR approach has demonstrated

its own special strengths in allowing physician charges to reflect true costs

on a continuous basis, and in insuring beneficiary access to covered medical

services while achieving physician cooperation. Discarding this approach to

alleviate a reimbursement differential caused by something else seems ill-

advised.

6. It has been claimed by some that the present reimbursement system results

in inadequate financial protection for beneficiaries on the 50% ofMedicare

claims which are unassigned. It is noted that beneficiary out-of-pocket costs

for physician charges in excess of Medicare reasonable charges increased

nationally from $81 million in 1969 to $699 million in 1977, a 763%
increase.

First, the Council believes it is important to recognize that a significant

portion of this increase is likely due to increased utilization of physician

services. From 1950 to 1976, personal health care expenditures for the total

U. S. population increased by more than 1500%. While 60% of this growth

was the result of increased prices, the other 40% resulted from increased

population growth, increased per capita utilization and improved quality of

services. Secondly, a major reason assignment is not accepted by more

physicians is that Medicare reimbursement levels do not reflect the current

cost of providing services. The problem is not so much one of physician

overcharging as it is one of Medicare underpayment

.

Efforts to update

Medicare reimbursement levels on a more frequent basis would do much to

alleviate this problem, and perhaps even increase the percent of physicians

accepting assignment. (It should also be noted that the change in 1971 from

a local carrier-determined “prevailing charge” percentile— which was as

high as 90% in some areas— to the 75th percentile nationwide also increased
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the disparity between physician charges and Medicare reimbursement.)

7. Finally, it has been contended that the current CPR system is confusing for
both beneficiaries and physicians, in that neither knows what Medicare will

reimburse until the carrier actually pays the claim. Critics contend that, in

addition, inequities among physicians and beneficiaries in the same local

area often result because reimbursement for the same procedure may vary

widely. New physicians can often receive higher reimbursements than es-

tablished physicians simply because their charges are higher.

This criticism comes closest to the Medicare program’s basic objection to

CPR/UCR in the Council’s opinion; that is, it does not allow them to

provide Congress with hard “budgets” for physician services under the

program. The differences in reimbursement for the same service between

local physicians has been discussed earlier in this report. Reimbursement
discrepancies between new and established physicians in the same reim-

bursement area (where both are subject to the same prevailing charge limit)

are due primarily to a low customary charge profile for the established

physician— a profile he can raise simply by increasing his fees. In addition,

the Medicare program itself restricts reimbursement for a new physician to a

level below the prevailing charge; such physicians are paid at the 50th rather

than 75th percentile of other physicians’ charges until they have submitted

enough bills to establish their own prevailing charge.

Where the two physicians are in different reimbursement areas, and the

prevailing charge limit is lower in the established physician’s area, his

efforts to catch up will be hampered by the economic index, as noted

previously.

Conclusions

Based on the above analysis of Medicare reimbursement issues, the

Council on Medical Service is convinced that present Association policy

concerning physician reimbursement remains the most conducive toward (1)

allowing the physician to be most responsive to each patient’s differing

needs and demands, (2) allowing physician charges to reflect true costs on a

continuing basis, and (3) assuring patient access to covered medical ser-

vices.

Accordingly, the Council recommends that AMA policy be retained, and

that the Association devote greater emphasis to its legislative and other

efforts to assure equitable and realistic levels of reimbursement for physi-

cian services under the Medicare and Medicaid program. Concentrated ef-

fort should be focused on the repeal of the economic index regulations.

The Council will continue to monitor this subject, with particular refer-

ence to reimbursement and data-gathering issues under Medicaid, and will

submit further reports to this House of Delegates. r
REFERENCES

1 . Cotterill PG: Relative changes in physicians’ fees: Evidence from the consumer price index. AMA Center for

Health Services Research and Development.

2. Profile of a medical practice, 1979; and Year-End summary, CPI Report, 1979. AMA Center for Health Services

Research and Development.

3. Trends in physicians’ fees, physicians’ incomes and the consumer price index, unpublished paper. AMA Center

for Health Services Research and Development, August 1979.

4. Burney I, Gabel J: Reimbursement patterns under Medicare and Medicaid. From the Conference on Research

Results from Medicare Studies, Health Care Financing Administration, DHEW, Feb 1978.

5. Burney I, Schieber G, Blaxall M, et al: Medicare and Medicaid physician payment incentives. Health Care

Financing Review, DHEW, Summer 1979.

6. Schieber G, Burney I, Golden JB, et al: Physician fee patterns under Medicare: A descriptive analysis. N Engl J

Med 294:1039, 1976.

7. Reinhardt UE: Physician Productivity and the Demand for Health Manpower: An Economic Analysis. Cam-

bridge, Mass, Ballinger Publ Co, 1975.

(Additional appendices will be published in future issues of the Journal. —Ed)

798 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Case Report

Primary Hyperparathyroidism Coincident With

Metastatic Carcinoma of the Prostate

RONALD M. SHIPPEL, M.D.; HAROLD S. SACKS, M.D.; and MARK S. SOLOWAY, M.D.

Introduction

Hypercalcemia is frequently observed in pa-

tients with carcinoma of the breast, lung, and

kidney but it is uncommonly found in association

with carcinoma of the prostate.* We report the

case of a patient with metastatic carcinoma of the

prostate who was found to have elevated serum

calcium and immunoreactive parathyroid hor-

mone levels. Subsequent neck exploration re-

vealed two parathyroid adenomas.

Report of a Case
A 66-year-old black man was hospitalized in October

1978 with a two-month history of right ileogluteal pain

radiating into the right thigh and leg, bilateral lower limb

muscle weakness predominantly affecting the hip girdle,

loss of appetite, loss of weight and nocturia but no polydip-

sia. Physical examination showed a wasted, ill man weigh-

ing 122 lb with gynecomastia, absent testes and bilateral hip

girdle muscle weakness. One year previously he presented

elsewhere with symptoms of bladder outlet obstruction and

had a transurethral resection of his prostate. The tissue his-

tology was reported as benign prostatic hyperplasia only.

Two months later symptoms recurred. Needle biopsy of his

prostate revealed a well-differentiated adenocarcinoma, for

which he subsequently underwent bilateral orchiectomy. His

serum calcium then was 6.9 and 6.4 mEq/L on two occa-

sions (normal 4. 3-5. 4). X-rays of his lumbar spine showed
sclerosis of the third lumbar vertebra, and increased isotope

uptake was seen in this area on the bone scan. No further

studies were performed.

During the present admission, results of laboratory tests

were as follows; serum albumin 3.8 gm/dl, hematocrit

35%, WBC count 3,900/cu mm, erythrocyte sedimentation

rate 31 mm the first hour (Westergreen), serum magnesium
1.1 mEq/L (normal 1.2-2. 4), serum inorganic phosphorus

2.4 and 2.7 mg/dl (2. 5-4. 5), alkaline phosphatase 146 lU/L
(30-100), creatinine clearance 66 ml/min, and 24-hour

urine calcium excretion 90 mg/24 hr (100-250). Intraven-

ous pyelogram showed normal upper urinary tracts.

Measurements of simultaneous serum calcium (total and

From the Departments of Urology and Medicine, Univer-

sity of Tennessee Center for the Health Sciences, Memphis.
Reprint requests to Department of Urology, University of

Tennessee Center for the Health Sciences, RO. Box 63635,
Memphis, TN 38163 (Dr. Shippel).

ionized) with serum immunoreactive parathyroid hormone
(iPTH) levels were performed by Laboratory Procedures,

Inc., Upjohn Co., Kalamazoo, Mich. Results are shown in

Table 1 and indicate hypercalcemia with approximately

5-fold elevated iPTH levels using the C-terminal directed

antibody, and inappropriately normal or slightly elevated

concentrations using the antibody directed against the intact

PTH molecule. In the experience of this commercial

laboratory, these results were consistent with the diagnosis

of possible primary hyperparathyroidism. X-rays again

demonstrated blastic lesions with increased uptake of

radionucleotide on a bone scan in the third and fourth lum-

bar vertebrae. The remainder of the skeletal survey was

normal. Electromyography and nerve conduction studies

were consistent with a lumbosacral radiculopathy on the

right involving the fourth lumbar and first sacral nerve roots

and a peripheral sensory motor neuropathy in the legs and

feet.

The patient was advised to have a neck exploration to rule

out primary hyperparathyroidism, the most likely clinical

diagnosis, but he refused. The lumbosacral area was ir-

radiated with 3,600 rads for symptomatic relief of nerve

root compression, and he was randomly assigned to Pro-

tocol 700 of the National Prostatic Cancer Project. He re-

ceived methyl CCNU, 300 mg given at six-week intervals

for three doses, but because of a drop in his white blood cell

count, it was reduced to 150 mg at six-week intervals for

another five doses. His clinical condition remained stable on

methyl CCNU until July 1979 when he was readmitted with

hypercalcemia (6.4 mEq/L), marked dehydration,

generalized wasting, severe lumbosacral pain and muscle

weakness. Radionuclide bone scan showed no change from

the previous one. After rehydration, blood transfusion and

some improvement in nutritional status, the patient agreed

to neck exploration. The right and left inferior parathyroid

glands were found to be normal but both superior glands

were enlarged and were removed. Microscopy of both of

them revealed parathyroid adenomas.

Twenty-four hours after the operation his serum calcium

was 4.8 mEq/L, serum phosphorus 1.6 mg/dl and serum

magnesium 1.5 mEq/L. The next day the serum calcium

had dropped to 4.2 mEq/L and he was given daily intraven-

ous infusions of calcium gluconate. This was discontinued

after three days and his serum calcium became 4.9 mEq/L
(4. 4-5. 5), and phosphorus 1.5 mg/dl (1.4-2. 3). Compared

with his preoperative condition, the patient claimed he felt

considerably better in a nondefinable manner and his

strength and appetite had improved. Muscle power in the

left lower limb had improved objectively.

Three months after the operation the serum calcium was

4.2 mEq/L and serum albumin was 3.4 gm/dl.
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TABLE 1

SIMULTANEOUS SERUM CALCIUM MEASURED WITH SERUM IPTH

Date

Total Ca
mg/dl

Ionized Ca
mg/dl

C-terminal iPTH

pica Eq/ml

Intact iPTH

pica Eq/ml

1 0/27/78 11.2 6.34 1255 379

1 0/28/78 11.4 5.54 1405 320

Normal range: 8.8-10.0 3.70-4.50 <150-375 1 63-347

Discussion

Despite the high frequency of skeletal metas-

tases, hypercalcemia with prostatic carcinoma

per se is uncommon.* Hypercalcemia due speci-

fically to bone involvement by prostatic cancer is

known to occur when the neoplasm is poorly

differentiated and produces lytic bone lesions,

and no other disease that produced hypercal-

cemia is noted at autopsy.^ By contrast, how-

ever, when the metastases are osteoblastic,

hypocalcemia and hypophosphatemia from in-

creased bone formation can occur.

^

The coexistence of primary hyperparathyroid-

ism with prostatic cancer or other urological

malignancies (hypernephroma, bladder cancer,

cancer of the penis) is well documented,'* but

only the latter cancers have been associated with

hypercalcemia.® Ten to thirty percent of patients

with primary hyperparathyroidism had a well-

developed neoplastic disease of an organ other

than the parathyroid.^ These considerations are

important in clinical practice because the hyper-

calcemia might be curable by parathyroidectomy

and should not be attributed to other mechanisms

known to produce hypercalcemia with neop-

lasms, which include’ synthesis and secretion of

parathyroid hormone or parathyroid-like sub-

stances by the tumor (ectopic hyper-

parathyroidism), which is currently considered to

be infrequent^; osteolytic metastases which result

in calcium mobilization; and secretion by the

tumor of nonparathyroid hormone osteolytic fac-

tors such as prostaglandins or osteoblastic ac-

tivating factors.

Two useful tests for differentiating the hyper-

calcemia of malignancy from primary hyper-

parathyroidism are the PTH immunoassay and

measurement of nephrogenic cyclic AMP excre-

tion in urine.’ The parathyroid hormone im-

munoassay has its strengths and limitations, as

recently reviewed by Habener and Segre.®

Several clues taken into consideration after

careful clinical evaluation might point to one or

the other cause of the hypercalcemia. First, a

serum calcium above 12 mg/dl with unequiv-

ocally elevated PTH levels favors primary

hyperparathyroidism. Some patients with hyper-

calcemia related to neoplasia will have normal or

undetectable iPTH levels, as observed in tumors

with lytic lesions of bone or those producing

prostaglandins or osteoclast activating factors.

Second, as in our case hypercalcemia with

known malignancy and clearly elevated iPTH
level is more likely to be associated with con-

comitant primary hyperparathyroidism than ec-

topic PTH production. Finally, a normal iPTH
with serum calcium above 12 mg/dl and a neo-

plasm weighs against primary hyper-

parathyroidism.

An elevated urine cyclic AMP level with

hypercalcemia and genitourinary malignancy

suggests coexistent primary hyperparathyroid-

ism,’ whereas a normal nephrogenic cyclic AMP
output lessens the likelihood of primary hyper-

parathyroidism. Subperiosteal bone lesions seen

on x-ray, while uncommon, tend to rule out ec-

topic PTH secretion.

In summary, the possibility of coexistent

primary hyperparathyroidism must be considered

in patients with hypercalcemia and malignant

disease. In such cases, surgical exploration of the

neck should be undertaken when the diagnosis is

suggested from clinical and laboratory data and

the clinical course suggests it might be benefi-

cial.

REFERENCES
1. Schneider AB, Sherwood LM: Calcium hemostasis and the

pathogenesis and management of hypercalcemic disorders. Metab Clin Exp

23:975-1007, 1974.

2. Olsson AM, Jonsson G: Advanced cancer of the prostate combined

with hypercalcemia. Scand J Urol Nephrol 11:293-296, 1977.

3. Baskin P, McClain CJ, Medsger TA Jr: Hypocalcemia associated with

metastatic bone disease. Arch Intern Med 132:539-543, 1973.

4. Krementz ET, Yeager R, Hawley W, et al: The first 100 cases of

parathyroid tumor from Charity Hospital of Louisiana. Ann Surg 173:872-

883, 1971.

5. Lubensky JD, Gangai MP: The hypercalcemia of genitourinary' malig-

nancy. J Urol 121:259-261, 1979.

6. Habener IF, Segre GV: Parathyroid hormone radioimmunoassay. Ann

Intern Med 91:782-785, 1979.

7. Drezner MK, Lebovitz HE: Primary hyperparathyroidism in paraneo-

plastic hypercalcemia. Lancet 1:1004-1006, 1978.

804 JOURNAL OF THE TENNESSEE MEDICAL ASSOCIATION



Case Report

Antemortem Diagnosis of Disseminated Aspergillosis

By Nasal Scraping

RICHARD D. PINSON, M.D.

Opportunistic fungal infection is becoming

more common in patients with acute nonlym-

phocytic leukemia (ANLL). Early aggressive an-

tibiotic therapy combined with transfusion of

white cells has reduced the incidence of death

from bacterial infection and prolonged survival

in a severely neutropenic state. This population

of neutropenic patients on broad- spectrum an-

tibiotic therapy apparently accounts for the rising

incidence of fungal superinfection. Disturbingly,

fungal infection now accounts for 24% to 50% of

deaths in adult ANLL,^'’ and fatality from fungal

infection, once acquired, is about 86%. Obvi-

ously, better methods of prevention, diagnosis,

and treatment are desirable.

The following is a case report of a patient with

ANLL who developed infection of the nasal

sinuses with Aspergillus fumigatus which sub-

sequently became disseminated to the lungs.

Report of a Case
A 71 -year-old white woman was admitted to her local

hospital with a nonspecific illness. A diagnosis of acute

leukemia was made by her local physician and she was

transferred to Vanderbilt University Hospital on Oct. 18,

1978. She had had a left mastectomy and local radiotherapy

in 1946 for breast cancer. She also had symptoms suggestive

of perennial hay fever.

On admission, her physical examination was largely un-

remarkable except for the left mastectomy, and she was

afebrile. Laboratory data included a WBC count of

20,000/cu mm with 90% myelomonoblasis, some of which

contained Auer rods. Hemoglobin was 8.9 gm/dl and

platelets were 250,000/cu mm. No Philadelphia chromo-

some was present; biopsy from the iliac crest revealed 100%
myelomonoblasts. Other laboratory data were essentially

normal, and chest radiograph on admission was normal.

She was treated with daunorubicin (45 mg/sq m days 1-3)

and cytosine arabinoside (100 mg/sq m days 1-7). By day

3, WBCs were less than 500; on day 4, temperature rose to

104 F, and t-carcillin, tobramycin, and a cephalosporin were

begun. She remained persistently febrile to 101-102 F, and

on day 8 oral candidiasis was noticed, yeast were grown
from the stool, and nystatin (Mycostatin, oral) was begun.

From the Department of Medicine, Vanderbilt University

Hospital, Nashville. Dr. Pinson is now with Southern Hills

Hospital, Nashville.

All other cultures remained negative, and subsequent stool

cultures were free of yeast. By day 13 she complained of

clear rhinorrhea, and white elevated plaques were noted in

the nasal passages; an antihistamine was begun.

On day 17, she noticed headache, pain in the right ear,

profuse rhinorrhea with nasal congestion, and puffiness of

the right face. A right sided serous otitis was noted. Potas-

sium hydroxide preparation of a nasal plaque revealed

branching septate hyphae, and culture of this material grew

Aspergillus fumigatus. Sinus tomography demonstrated tis-

sue density in ethmoids and in the inferior turbinates, with

only mucoperiosteal thickening in other nasal sinuses. For

the first time, a chest radiograph demonstrated small nodu-

lar infdtrates in the left upper lobe and left lingula with

associated hilar adenopathy. Amphotericin B was begun,

daily transfusion of white cells was instituted, and eth-

moidectomy and debridement of the inferior turbinates were

done. The maxillary sinuses were grossly uninvolved, and

pathologic examination of this material revealed invasive

Aspergillus

.

After day 20 she remained afebrile and was improved

clinically. All antibiotics except amphotericin were discon-

tinued; daily white cell transfusions were given until day 23

when the granulocyte count rose to greater than 1 ,000/cu

mm. On day 25 the chest x-ray demonstrated a striking

change with simultaneous cavitation of the nodular densities

forming three typical “fungus balls” surrounded by

smooth, thick-walled cavities. Clinical improvement con-

tinued.

The granulocyte count rose into the normal range with a

normal differential count, and bone marrow biopsy showed

complete remission of acute leukemia. There was no further

change in the appearance of the chest film, but she remained

clinically well and afebrile with good healing of her surgical

wound. She was discharged on day 35 to the care of her

local physician for daily amphotericin, but 36 hours follow-

ing discharge she died of massive pulmonary hemorrage.

Permission for autopsy was refused.

Discussion

Lungal infection is an increasingly important

cause of death in acute leukemia, and autopsy

series demonstrate a 24% to 50% incidence of

disseminated fungal infection in adults dying of

acute leukemia.®"’ The organisms are almost en-

tirely limited to the rapidly growing fungi: Can-

dida, Aspergillus, and Mucor. Histoplasma,

Cryptococcus, Nocardia, and Pneumocystis are

very unusual in this subset of “compromised

hosts.”*’®’’
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Profound granulocytopenia and prolonged

broad-spectrum antibiotic therapy appear most

important in allowing fungi to colonize the host

and then disseminate rapidly. It may be that

neutrophils are primarily responsible for contain-

ing the rapidly growing fungi, with less reliance

on cell mediated and humoral immunity. Patients

treated for ANLL are unique in that they have

profound neutropenia of rather brief duration and

relatively intact cell mediated and humoral im-

munity. When normal bacterial flora are suppres-

sed by broad-spectrum antibiotics in these pa-

tients, the rapidly growing fungi may colonize

them; dissemination presumably results when
granulocytes are inadequate for protection. Host

defenses are apparently adequate to guard against

Histoplasma, Cryptococciis, Nocardia, and

Pneumocystis

,

at least until granulocytes recover.

The risk of fungal infection is roughly propor-

tional to the degree of neutropenia^* and to the

duration of antibiotic therapy.®’*® More than 60%
of these neutropenic patients become infected in-

itially with Gram-negative bacilli.® Early antibio-

tic therapy and transfusion of white cells have

resulted in prolonged survival, but after six days

on broad-spectrum antibiotics 12% develop

superinfection; after more than 12 days the inci-

dence increases to 50%. ® Once this has occurred,

cure is often difficult.

The role of steroids in predisposing to fungal

infection in neutropenic patients is unclear, but it

is certain that fungal infection is quite common
in patients not receiving steroids.

It is clear that early diagnosis and treatment

are desirable, but once fungal infection is es-

tablished, cure is very difficult even when bone

marrow recovery is achieved, as illustrated by

this case. Diagnosis is usually difficult because

blood cultures are commonly negative and sus-

pected infection can only be proved by invasive

procedures in critically ill patients.®’* In one

series, an antemortem diagnosis of aspergillosis

was made in only 1 of 12 cases. Blood cultures

are positive in a maximum of 34% of cases of

aspergillosis.® Patients with candidemia have a

higher incidence of positive blood cultures,

which may be increased by performing arterial

blood cultures.'^’**

Preventive measures might offer a better

chance of improving survival, but this has yet to

be demonstrated. Laminar air flow units seem to

reduce the overall incidence of fungal and bacte-

rial infections and appear to eliminate Aspergil-

lus superinfection entirely.® Lithium shortens the
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duration of neutropenia in adults receiving

chemotherapy for ANLL by about nine days*^

and might reduce fungal infection by decreasing

the number of days on broad-spectrum antibio-

tics and by restoring white counts to normal

sooner. Consideration should be given to empiric

treatment with amphotericin B for ANLL pa-

tients with persistent fever who have been

severely neutropenic and who have received an-

tibiotics for more than seven days. Whether or

not “prophylactic” treatment of acute leukemic

patients with “low-dose” amphotericin or with

oral or aerosolized nystatin would be beneficial

has not been determined.

This case illustrates an interesting aspect of the

pathogenesis of invasive aspergillosis in patients

with ANLL, i.e., nasal passage involvement

prior to clinical dissemination. Infection of the

nose and paranasal sinus was noted at least four

days prior to the appearance of radiographic ev-

idence of pulmonary involvement.

Nasal aspergillosis has occasionally been de-

scribed in otherwise healthy patients causing

chronic sinus difficulties and, rarely, producing

locally invasive disease with cranial nerve pal-

sies or basilar meningitis.*® ’® Aspergillosis of the

nose and paranasal sinus has frequently been ob-

served coincidentally with pulmonary infection

in “compromised hosts,” but this finding has

largely been ignored in several large series.®’*'^-**

One study,*® however, reported that all seven pa-

tients with positive nasal cultures for Aspergillus

were subsequently shown to have invasive dis-

ease. There was only one falsely negative nasal

culture.

While this paper was being prepared Aisner et

aP reported the value of nasal cultures for grow-

ing Aspergillus in neutropenic patients with

ANLL. Ten of 18 patients with disseminated as-

pergillosis had positive cultures. There was only

one positive culture in the absence of proven dis-

semination. Therefore, a nasal culture positive

for Aspergillus is virtually synonymous with dis-

semination; a negative culture does not exclude

the diagnosis of aspergillosis. Regarding

pathogenesis, it is interesting to not that of 61

patients with initially sterile (no bacterial

growth) nose cultures, 14 eventually became in-

fected with Aspergillus

,

whereas only 4 of 64

patients with nonsterile nasal cultures (.showing

bacterial growth) developed aspergillosis. This

suggests that sterilization of nasal passages by

broad- spectrum antibiotics predisposes to col-

onization by Aspergillus with subsequmt dis-
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semination in a profoundly neutropenic state. It

is possible that this dissemination occurs via in-

halation of spores to the lung or hematogenous

spread through the rich vascular supply of the

nose.

In any case, it would seem prudent to prospec-

tively obtain nasal scrapings for culture and

smear in susceptible acute leukemic patients and

to initiate amphotericin if they are positive for

Aspergillus

.

A nasal scraping should probably

always be done whenever infection with Asper-

gillus is suspected in any neutropenic patient.

This is especially important since initiation of

treatment early in the course of infection may
improve survival. Invasive diagnostic pro-

cedures such as lung biopsy, transtracheal aspira-

tion, and transbronchial biopsy can hopefully be

avoided in many of these patients. r
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Oncology Grand Rounds

Recent Trends in the Treatment of

Acute Leukemia in Adults

CHARLES E. McKAY, M.D.; STEVEN N. WOLFF, M.D.; and F. ANTHONY GRECO, M.D., Editor

Major advances have been achieved in the

treatment of acute leukemia in adults during the

last two decades. Newer forms of chemotherapy,

aggressive support during remission induction,

intensive consolidation therapy, and more re-

cently, bone marrow transplantation have

changed the once dismal prognosis.

Unlike children, acute leukemia in the major-

ity of adults occurs as acute myelogenous

leukemia (AML) or one of its variants: pro-

myelocytic, monocytic, myelomonocytic or

erythroleukemia.' Accurate differentiation from

acute lymphocytic leukemia and subsequent

classification often requires histocytochemical,

cytoimmunologic or electron microscopic tech-

niques.

The therapy of AML has evolved with the

identification of active chemotherapeutic agents

and their use in combination. Prior to the intro-

duction of cytosine arabinoside (Ara-C), the only

effective agents were 6-mercaptopurine and

methotrexate, with less than 5% of patients ob-

taining a complete remission. The introduction

of Ara-C and daunorubicin were important ad-

vances, and along with 6-thioguanine are the

mainstay for remission induction. Ara-C when
used at optimal doses produces complete remis-

sion in about 30% of patients with AML, and

when combined with 6-thioguanine may produce

a remission rate as high as 40% to 50%.^ The

anthracycline antibiotics, daunorubicin and

doxorubicin, are the most active single agents

and when used in standard doses produce com-

plete remissions in 40% to 50% of patients.^

Combining Ara-C at 100-200 mg/sq m/day for

seven days with daunorubicin at 45 mg/sq

From the Department of Medicine, Vanderbilt University

Medical Center, Nashville, TN 37232.

808

m/day for three days has resulted in remission

rates of 70% to 80%.'* However, as demonstrated

from the following studies, optimization of drug

dose and schedules have not yet been ap-

proached.

In patients in relapse with AML a dose of

Ara-C of 3 gm/sq m every 12 hours for six days

in a small number of patients in a study from

Washington University-'^ suggested that this very

high dose was more effective than standard dose

Ara-C. Extension of standard dose Ara-C infu-

sion from seven to ten days increased the tempo

of complete remissions in a study from Roswell

Park Memorial Institute.^ A recent study from

the Sidney Farber Cancer Institute illustrates ef-

fective standard therapy,’ the hallmark of this

study being repeated courses of various optimal

combination chemotherapy regimens over 14

months. Eighty-three patients under 50 years of

age were treated with a complete remission rate

of 70%. With a median follow-up of 58 months,

the median duration of complete response is 23

months, and more than 50% of all patients are

alive two years after therapy.

Some newer drugs such as AMSA,
5-azacytidine and VP16-213 are being evaluated

in patients who fail to attain remission with

Ara-C and daunorubicin. However, second re-

missions are frequently brief, with median sur-

vival of generally less than four months after

initial relapse. Thus, optimal treatment must be

directed towards prolonging the first remission.

Although the role of maintenance therapy after

vigorous initial therapy is unclear, two studies

have demonstrated that maintenance results in no

survival benefit.*-’

Since most therapy regimens produce three to

four weeks of bone marrow hypoplasia, a sig-

nificant contribution to improved survival in
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treating acute leukemia is improved management

during the prolonged period of cytopenia. The

physician caring for these patients must be aware

of the high incidence of serious bacterial and

fungal infections associated with neutropenia

(less than 500//U.1 granulocytes) and be prepared

to administer effective antibiotics and measure

levels when fever or infection occursd” Daily

granulocyte transfusions are of proven benefit

when Gram-negative bacteremia occurs." Im-

proved platelet support in the sensitized patient

involves single-donor pheresis products matched

by HLA type to the recipients." Newer de-

velopments in platelet support include freezing

of platelets obtained during remission for auto-

transfusion during subsequent thrombocytope-

nia." Other aspects of support shown to be of

benefit for combating infections include prophy-

lactic antibiotics and treatment in pathogen-free

laminar flow units."

Although still investigational, bone marrow

transplantation holds great promise in the treat-

ment of acute leukemia. This involves the in-

travenous infusion of marrow from a histocom-

patible sibling (allogeneic) preceded by high-

dose chemotherapy and radiation therapy. This

allows the escalation of antileukemia treatment

beyond standard therapy, since prolonged or

even fatal marrow suppression is abrogated by

the reconstitution of hematopoiesis from the en-

grafted bone marrow.

The University of Washington at Seattle

pioneered marrow transplantation by treating pa-

tients with acute leukemia in relapse with

chemotherapy, total body irradiation^ and mar-

row from an HLA identical sibling." Of 100 pa-

tients so treated there were with 13 long-term

disease-free survivors and ten patients who lived

productive lives 36 to 80 months after transplan-

tation. The University of California at Los

Angeles tried to improve upon the 13% cure rate

by intensifying the antileukemic therapy with

high-dose combination chemotherapy and total

body irradiation." Although improved an-

tileukemic activity was demonstrated, overall

survival was not significantly improved because

of more infectious and interstitial pneumonia-

related deaths.

Although reconstitution of hematopoiesis is

satisfactory, the inability to control leukemia

with tolerable therapy limits the treatment of re-

lapsed acute leukemia. The University of

Washington at Seattle has postulated that for cure

therapy of leukemia should be performed earlier

in the course of disease, before relapse, and

therefore against a small burden of malignant

cells." Of 19 patients treated during their first

remission of acute nonlymphocytic leukemia

with high-dose cyclophosphamide, total body ir-

radiation, and HLA compatible sibling marrow,

12 are now long-term disease-free survivors.

Similar results have been reported from the City

of Hope Hospital." Although it is still to early to

proclaim cures, this result suggests that earlier

therapy may produce more long-term survivors

and possible cures.

With modern technology of platelet and

granulocyte transfusion, prophylactic absorbed

and nonabsorbed antibiotics, and laminar flow

rooms, the limiting feature of bone marrow
transplantation is graft- versus-host disease

(GVHD) and its related sequela of interstitial

pneumonia." Graft-versus-host disease is the

reaction of immunocompetent engrafted marrow
cells (donor) against the immunoincompetent

host (recipient), which results in an acute syn-

drome of profound diarrhea, hepatic failure,

dermatitis, and immunoincompetence, and occa-

sionally in a chronic debilitating disease. Al-

though therapy with corticosteroids and anti-

thymocyte globulin for GVHD is at present inad-

equate, experimental approaches such as therapy

with cyclosporin A and interferon appear promis-

ing. Graft-versus-host disease does not occur in

identical syngeneic twin transplants, and of 16

patients treated at Seattle with refractory

hematologic neoplasms, six remain disease-free

without sequelae of GVHD 48 to 80 months after

transplantation.^”

Perhaps the most consequential limitation of

marrow transplantation is the lack of histocom-

patible sibling marrow donors for the majority of

patients with leukemia. The ability to freeze and

cryopreserve marrow, with dimethylsulfoxide

(DMSO) as the cryoprotective agent, has en-

gineered the concept of autologous bone marrow

transplantation. In this situation, patients in re-

mission have their own (autologous) marrow

harvested and cryopreserved. Washington Uni-

versity in St. Louis and collaborating inves-

tigators treated ten patients with acute leukemia

in relapse with cyclophosphamide, total body ir-

radiation and autologous cryopreserved mar-

row." Although hematopoietic reconstitution

was complete in all patients and GVHD did not

occur, there were no long-term survivors, a

statistically significant difference from the 38%
cure rate with syngeneic marrow transplants per-
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formed in Seattle. The obvious limiting feature

of autologous bone marrow transplantation is the

occult malignant cells in the remission marrow.

The M.D. Anderson Hospital group has at-

tempted to physically separate leukemic cells by

density gradients before transplantation, but

their results do not suggest that this approach is

satisfactory. Another approach is the use of anti-

body against leukemic cells to treat the harvested

marrow before cryopreservation. This approach

and the treatment of patients in remission with

autologous marrow transplantation are now
being investigated.

The treatment of acute adult leukemia has

progressed with the identification of active drugs

and their use in combination chemotherapy. Un-

like outpatient solid tumor therapy, optimal

leukemia therapy produces severe and prolonged

bone marrow suppression. The projected evolu-

tion of therapy is repetitive intensive courses of

chemotherapy. Bone marrow transplantation

with allogeneic histocompatible marrow in re-

mission may prove to be the most effective

treatment of acute adult leukemia. The manage-

ment of the patient with leukemia includes vig-

orous use of antibiotics, both prophylactic and

therapeutic, platelet and granulocyte transfusion,

and the use of laminar air flow rooms to decrease

infections. For optimal results, the patient with

acute leukemia should be treated only in

specialized medical centers designed to en-

compass all of the sophisticated technology of

support and to safely administer high-dose com-

bination chemotherapy. F ^
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 47-year-old professional woman golfer was seen in the St. Thomas Hospi-
tal emergency room after the abrupt onset of palpitation and a sensation of
“weakness” in extremely hot weather. She related that twice previously she had
episodes of rapid heart beat and had been told that she had "paroxysmal
tachycardia.” The last episode occurred in a golfing tournament two years ago.

When first seen she had a regular pulse rate of 150/min with prominent pulsa-

tions in the neck at the same rate. Her blood pressure was 120/68 mm Hg. No
rubs, murmurs or gallops were audible and there was no variation in Sj when
breathing was held. She appeared physically fit and aside from the tachycardia

no abnormalities were noted on physical examination. The heart rate did not

change in response to carotid sinus massage. She was given edrophonium
chloride (Tensilon) 8 mg intravenously which resulted in nausea and vomiting
with slight slowing of heart rate. She was given propranolol (Inderal) 4 mg
intravenously, and 90 minutes later the heart rate had slowed to 120/min. An
electrocardiogram was obtained (Fig. 1).

i.ii.iii aVR, aVL. aVF

3 CCN^WOtS C<.;Rf’ORA’>

Figure 1

From the Department of Cardiology, St. Thomas Hospi-
tal, Box 380, Nashville, TN 37202.

NOVEMBER, 1980 813



Discussion

The tracing shows a regular rhythm at a rate of

117/min. QRS morphology is normal and re-

polarization appears normal.

P waves can be identified immediately follow-

ing the QRS complex (the RP interval is 0.06

seconds). The P waves are upright creating a

small bump in the ST segment in standard lead I

and aVL but are inverted in II, III and aVF and

biphasic in aVR. The P waves can also be dis-

cerned in lead V,. The inverted P waves in II, III

and aVF demonstrate that the atrium is depolariz-

ing from its inferior to superior aspect. These

inverted P waves constitute ah abnormal de-

polarization pattern as atria commonly de-

polarize from their superior to inferior aspect.

(The sinus node is located in the superior portion

of the right atrium near its junction with the

superior vena cava.) The abnormal direction of

atrial depolarization implies that the origin of

impulse is not in the sinus node.

Aside from sinus tachycardias, the tachycar-

dias are commonly described according to their

origin as atrial, junctional or ventricular. Atrial

tachycardias are by convention not felt to be as-

sociated with PR intervals of less than 0.12 sec-

onds. Ventricular tachycardia was at one time

felt to be represented by wide QRS complexes

(greater than 0.12 seconds) without preceding P

waves, but more recent studies' have shown that

impulses originating from bundle branches or

conduction fascicles may produce complexes

which are normal in duration and morphology

and may be associated with retrograde capture of

the atria resulting in a 1:1 ratio between P waves

and QRS complexes.

The term junctional tachycardia is now pre-

ferred over nodal tachycardia. The AV junction

is the area between the lower right atrium to the

division of the His bundle and includes the AV
node. Classically three types of AV junctional

impulse formation have been described with ar-

bitrary divisions into upper, middle and lower

AV junctional rhythms depending on the rela-

tionship of the retrograde P wave to the QRS
complex. It was felt that a retrograde P wave
which precedes a QRS complex by a PR interval

less than 0.12 seconds represents an impulse aris-

ing in the upper area of the AV junction. P waves

which are within the QRS complex were felt to

originate within the middle region of the junc-

tional area and P waves which followed the QRS
complex were felt to arise in the lower junctional
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region. It has now been well demonstrated by

His bundle studies that such divisions are artifi-

cial and lacking in significance.^ Two pacemak-
ing regions have been demonstrated in the

junctional area, however, which show differing

intrinsic rates and response to cholinergic

stimuli, and inverted P waves following the QRS
complex are frequently associated with His bun-

dle origin.^ Junctional rhythms have been com-
monly called tachycardias if the rate is above

70/min.‘* Those tachycardias which occur

paroxysmally (with abrupt onset and abrupt ces-

sation) are usually felt to represent reentry

mechanisms. Nonparoxysmal tachycardias, on

the other hand, may be more commonly due to

enhanced cellular automaticity.

Although this patient had paroxysmal
tachycardia on three occasions the progressive

slowing of the ventricular rate is unusual for re-

entry supraventricular tachycardia. Reentry is

dependent upon fixed relationship between re-

fractory period and conduction velocity and the

reentry loop, and therefore is less likely to show
significant variations in rate.

In this patient the tachycardia abruptly ceased

with return to sinus rhythm at a rate of 75/min
shortly following this electrocardiogram. There

was no change in QRS morphology and PR
intervals were 0.20 seconds. Although paroxys-

mal supraventricular tachycardia is often

terminated by vagal maneuvers, junctional

tachycardia of the type described above was re-

fractory to edrophonium therapy and appeared to

be favorably influenced by the administration of

propranolol.®

CONCLUSION

:

Paroxysmal junctional

tachycardia. r
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Radiology Case of the Month

IAN MURRAY, M.D. and RANDALL SCOTT, M.D.

A 42-year-old man presented to the x-ray department for a routine urologic

workup of microscopic hematuria. His past medical history revealed no sys-

temic illnesses. The patient was on no medication and had no history of prior

drug use. Urinary' cultures had been obtained and were negative for bacteria and

acid-fast organisms. An intravenous pyelogram (IVP) was performed, from

which the scout film and a postcontrast film were obtained (Fig. 1). What is

your diagnosis?

(1) Papillary necrosis

(2) Medullary sponge kidney

(3) Renal tuberculosis

(4) Hyperparathyroidism

(5) Calyceal diverticula

Figure 1, Scout film and 10 minute postinjection film.

From the Department of Radiology, University of Ten-

nessee Center for the Health Sciences, 865 Jefferson Ave.,

Memphis, TN 38163.
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Radiographic Findings

The preliminary film reveals small punctate

calcifications over both kidneys compatible with

renal calculi. After the intravenous injection of

contrast material, the calculi are partially

obscured by intrarenal contrast. In addition,

there are small, linear, extracalyceal collections

of contrast medium representing opacification of

dilated collecting tubules. Contrast visualization

of these tubules in association with intratubular

calcifications confirms the diagnosis of medul-

lary sponge kidney.

None of the three major etiologies of papillary

necrosis are present in this patient. That is, he

has no history of sickle cell disease, is not a

diabetic, and is not a known abuser of phenace-

tin. The extracalyceal cavities in papillary necro-

sis are single, often confined to the papillary tip

(in the medullary form), and do not demonstrate

the multilinear collections in the pyramid areas

as are seen in this case. In the papillary form of

papillary necrosis the edge of the calyx becomes
necrotic, and linear areas of necrosis proceed

from the calyceal tip to surround the necrotic

papilla like “ice tongs around a block of ice.’’*

In renal tuberculosis an IVP will demonstrate

irregular, extracalyceal cavitary collections of

contrast material rather than the linear opacities

seen in this case. Usually there are other features

of renal tuberculosis, such as mottled or curvi-

linear calcifications located in the cortical or

medullary areas of the kidney. Infundibular or

ureteral strictures may also be present.^ Urine

cultures for tuberculosis often require repeated

attempts before a positive culture is obtained.

In nephrocalcinosis due to hyperparathyroid-

ism, renal tubular acidosis, or milk-alkali syn-

drome, punctate parenchymal calcification is

seen. However, after the injection of contrast

material, there are no dilated tubules or pyrami-

dal cysts demonstrated. In this patient, the vis-

ualization of contrast filled extracalyceal den-

sities precludes hyperparathyroidism as an ex-

planation for the radiographic findings.

Calyceal diverticula, also known as pyelo-

genic cysts, are usually solitary, symmetric,

bulbous protrusions from the fornix of a calyx.

They do not demonstrate the linear, “streak-

like’’ appearance seen here. Their etiology is

obscure, but some authorities feel that rupture of

^ parenchymal cyst or cortical abscess into a

calyx may be the causative factor.^

Discussion

The defect responsible for medullary sponge

kidney (also referred to as cystic disease of the

renal pyramids or renal tubular ectasia) is proba-

bly present at birth. Both pathologically and

roentgenographically there are dilated collecting

tubules in the renal pyramids, sometimes accom-

panied by small cysts that may or may not com-
municate with the collecting tubules. In most

instances both kidneys are involved, but lesions

localized to one kidney or even a single calyx are

frequently seen. If the lesion is generalized, the

kidney may be enlarged, but the cortex, calyces,

pelvis, and ureter are not abnormal.

Medullary sponge kidney has been known to

cause a minor decrease in the concentrating abil-

ity of the kidney. Patient longevity is normally

not affected by the primary disease. The compli-

cations of the disease, namely, repeated infec-

tions, calculi, and hematuria, do not occur in all

patients. Those individuals who do develop cal-

culi often suffer the morbidity of recurrent stone

passage. The peak age for appearance of compli-

cations is 20 to 40 years, and thus it is most often

discovered at this time.'*’®

Ectasia of the collecting ducts similar to those

found in medullary sponge kidney is also a part

of the spectrum of juvenile polycystic kidney

disease and hepatic fibrosis, but these patients

usually present at age 3 or 4 years with jaundice

due to congenital hepatic fibrosis. An IVP is

usually done merely to document the renal

changes.^ r ^
ANSWER: Medullary sponge kidney.
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Mental Health Report

The Psychosocial Approach to Brain Deterioration

CHET JACKSON

A certain medical doctor was active and alert

until he died at age 91. He spoke at medical

meetings, wrote medical journal articles and re-

mained vitally interested in life’s processes to the

end. So says Dorothy Scarbrough of Tuscaloosa,

Ala.
,
who is in part responsible for Reality Orien-

tation at the Veteran’s Administration Medical

Center. Yet when postmortem autopsy was per-

formed on the physician, his brain had shrunken

in size, and was full of fibrilar tangles and

plaques. One would have thought he would have

exhibited the behavior of senile dementia; he had

not. To the contrary he behaved as if he had a

healthy brain. The curious ask why.

Dr. Bennett S. Gurian, of the Massachusetts

Mental Health Center, tells of presynaptic dys-

function which inhibits the nerve impulse. But he

states that recent research indicates the neuron

appears to grow a new dendrite if stimulated. Dr.

Gurian reports that we are presently investigating

this possibility of compensation in the growth of

new dendrites to provide a new neural pathway

when one is shut down.

A patient has a stroke. In the infarction, motor

neurons are killed. The left arm is paralyzed.

Without stimulation the arm remains useless.

With the stimulation of physical therapy the arm
and fingers might again function, perhaps nor-

mally. It is theorized that new neural pathways in

neighboring cells learn the transaction, and mo-
bility is restored.

The brain, one writer suggests, eontains more
possible neural connections in network pathways

than there are atoms in the universe. Theoreti-

From the Tennessee Department of Mental Health and

Mental Retardation, Nashville. Mr. Jackson is the remotiva-

tion coordinator at the Middle Tennessee Mental Health In-

stitute, Nashville.

cally these are waiting for stimulation in order to

function when other neural pathways are im-

paired or destroyed. We normally use only a

small portion of the brain, and new possibilities

lie before us when disease impairs certain por-

tions.

One does not wish to sound too optimistic. A
patient diagnosed as having Alzheimer’s disease

was referred to Middle Tennessee Mental Health

Institute as one who would never learn new in-

formation. The patient’s daughter was so in-

formed.

A technician did succeed in teaching him how
to use a drinking fountain. When she let the

father demonstrate to the daughter his newly

learned ability, the daughter cried and told the

program director how pleased she was that her

father had learned something new and that he

was being stimulated in such a manner by ward

staff. The patient further deteriorated and died,

but a portion of his humanity was preserved at

that drinking fountain.

A patient diagnosed as having “organic brain

syndrome’’ (OBS) with arteriosclerosis and men-

tal retardation had the good fortune to have a

technician take a personal psychosocial interest

in him. She taught him her name, and more im-

portantly, that she liked him. Previously, it would

take him half of October to remember that Hal-

loween occurred in that month. He would say

Halloween occurred in November half-way

through that month, and then begin to associate

November with Thanksgiving. But Betty taught

him her name, and her days off. He would then

come to remotivation sessions and say, “Betty is

off today, she will be off Saturday, but she will

come to work Sunday. I’ll see Betty Sunday.’’

He had social reason to learn time.

We have learned this patient’s diagnosis was

incorrect, that arteriosclerosis does not cause
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OBS. We are now aware that the brain seems to

compensate for impairment of the arteries and

grow more capillaries, supplying even more

blood to the brain. Blue Cross and Blue Shield

will no longer pay benefits for oxygenation

therapy for confusion. Vasodilators are no longer

in use to decrease disorientation for OBS pa-

tients. What used to be called OBS is now called

senile dementia, and the 5% to 20% of such

cases recognized as being associated with im-

pairment of the blood supply, we call senile

dementia with multiple infarcts. Aluminum de-

posits seem to play a part. Anthropologists have

pointed the finger at a possible slow-acting virus.

Theories abound.

Whatever the theory of brain deterioration,

certain treatments do stand out. They are the

psychosocial approaches of sensory training

(sensory awareness or stimulation): a social ap-

proach to reality orientation to time, place, and

person, the “small talk” of remotivation, along

with reminiscence therapy, a life review ap-

proach where repetitious statements are received

as an integrative influence, as the patient at-

tempts to make meaning out of his life ex-

periences. The patient is attempting to say, “I am
somebody.

’ ’

Depression can often present as senile demen-

tia, where the same approaches tend to show ef-

fectiveness. Medication often plays an important

role in treatment, but in addition to medicine the

place of interpersonal interaction and stimulation

on the level at which the patient presents is im-

portant.

One patient was agitated, and disturbed the

ward. A technician with good instincts took him

aside to a quiet place and let him talk about farm-

ing, his family, and ordinary events: a remotiva-

tion approach. He calmed down. She then

suggested that he read something. He was no

longer agitated. He began to read, but as she left

he said, “Just say ‘bye’ as you leave.’’ Some-
times the psychosocial approach is as effective as

medication.

Person-to-person interaction, using the objects

in the environment for stimulation, may help re-

verse brain deterioration in some cases and retard

it in others. It needs to be given adequate con-

sideration. The doctor mentioned at the first of

this article certainly stayed stimulated. F ^

AMA OPINION POLL

Members gave the AMA high marks in providing services, according to a recent survey by the

Office of Membership Development, but few cited these benefits and services among their reasons

for belonging to the Association.

Most said they belonged to the AMA because it represents their interests on the national level and

because it is important for them to belong to their professional association.

The survey questionnaire was sent to 5,000 members and 5,000 nonmembers. Of the members
responding, 52.5% gave national representation as a reason for belonging and 37.2% cited the

importance of belonging to their professional association. Slightly more than 10% said they be-

longed because of such membership services as insurance and publications. Respondents rated the

AMA high in performing these services, however, giving top marks to the Physician’s Recognition

Award (96.9%), JAMA subscription services (96%), issuance of ID cards (95%), insurance program

(90.9%), responsiveness to members’ inquiries (89.2%), continuing medical education program

(88%), and library reference services (86.5%).

In listing their reasons for not belonging to the AMA, most nonmembers cited the cost. Almost

56% said the combined AMA-state-county dues were too high, 49% said the dues were too high for

the benefits received, and 34.7% said they couldn’t afford the dues. Thirty-two percent said the

AMA does not represent their views. Of those responding to the survey, 74.9% of the members and

61.5% of the nonmembers said they belong to a specialty society. Seventy-six percent of the

members and 38.9% of the nonmembers belong to a county medical society, and 86% of the

members and 40.4% of the nonmembers belong to a state medical society. Nineteen percent of

the AMA nonmembers do not belong to a state, county or specialty society.

—AMA Newsletter (9/15/80)
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Hospice: A Caring Concept

The hospice concept of care for the terminally ill, long practiced in

Europe, has gained acceptance in the United States in the past several years.

The grassroots hospice care movement under way in the United States is

modeled after recently popularized British hospice programs.

Lay people and health care providers alike are becoming increasingly

concerned with the need to develop new modes of care for the terminally ill.

Many feel that hospitalization — the major current approach to sure care — is

both unnecessarily costly and inappropriate to the needs of the dying. Hos-

pice care is intended to help the terminally ill, both young and old, maintain

a personal acceptable quality of life until death. Patients are accepted into

the hospice program only after reasonable treatment efforts have been ex-

hausted and they are specifically in need of supportive care.

At a time when there is a general interest in curbing medical care costs,

and in provider responsiveness to patients’ needs, the British hospice con-

cept has become an appealing alternative. The term “hospice” refers to a

philosophy of care for the terminally ill and not to the site for such care. The

hospice movement in the United States is based on a hospice model widely

publicized by St. Christopher’s Hospice of London. The British model is

distinguished by the following basic characteristics: control of physical,

sociological, psychological, and spiritual symptoms; coordinated home care

linked with existing inpatient care.

Home care services are provided, allowing the patient to remain at home

as long as possible. When the patient can no longer be comfortably main-

tained in the home, whether because of nursing needs or family tension, the

patient is moved to an inpatient environment that is as home-like as possible.

The unit of care in a hospice program is considered to be the patient and

the family. Families receive help in coping with their feelings, maintaining

fulfilling relationships with the patients, and planning for the future. This

type of care not only promotes the quality of a patient’s life but also amelio-

rates the symptoms of bereavement (e.g., guilt, sickness and death).

Tennessee has one of the outstanding hospice programs in the South

located at Ft. Sanders Hospital in Knoxville. Nancy Kerr, R.N., has pro-

vided loving care for both the geriatric and the pediatric patient. Patients are

not selected but are referred by their private physicians as patients with

terminal illness. At Ft. Sanders there is no fee for hospice home care. This

type of care in the home is much more reasonable and cost effective than in

the hospital or nursing home.

Sincerely,

PRESIDENT
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On Counting Your Blessings

Friends who live on the West Coast tell me
earthquakes are accepted out there as a part of the

price of living in what many of them consider the

only inhabitable place on earth. They maintain

their earthquakes are no more hazardous than the

tornadoes, floods, hurricanes, and so on that

periodically devastate other parts of the country.

Perhaps they are right, although I am told of a

recent immigrant from Galveston who, after her

first earthquake — a relatively minor one

—

returned to her hurricanes without waiting to

pack up her household belongings.

I have been in two earthquakes. I missed the

first one, as I was riding at the time in a San

Francisco cable car, which has its own built-in

major tremblor. The other one shook my bed on

the 23rd floor of a hotel in Tokyo, which records

something over 600 tremblors a year, like a bowl

of jello. It could not have lasted over a second,

and if I had not been lying perfectly still, or if I

had been asleep, I would likely have missed that

one, too. It was enough, though, to be unset-

tling, even if it did take me a few moments to

realize what had happened. Just after we left,

Tokyo experienced a moderate quake which

killed two and injured 79. It makes one wonder

about those “earthquake-proof” skyscrapers. I

was glad to have been somewhere else.

Not only do we live in an unstable physical

environment, but there are other hazards on

every hand, more in some places than others. As
one walks through the markets of Singapore’s

Chinatown, for instance, where a million and a

half people are crowded into an area of less than

a square mile, or through Aberdeen’s open air

market on Hong Kong Island, where sewage

flows through gutters next to freshly caught sea-

food, one wonders how those people survive at

all. Their life expectancy must be short and mor-

bidity and mortality high; it is doubtful this is

reflected in city records.

Singapore’s Chinatown is destined for annihi-

lation, and what still remains of the century-old

three-story buildings which house first-floor

shops and two floors of dwellings above will be

replaced within two years by modern high-rise

apartment and condominium complexes like

those in which 65% of Singaporeans already

live. Although the tourist film we were shown

paints a rosy picture, one wonders how those

happy, placid, often ancient Chinese with their

close family ties will adapt to life in what a friend

of mine has referred to as the “sterile slums,”

housing projects such as those which are not only

proliferating in Singapore, Hong Kong, and To-

kyo, but which already deface every city in the

United States.

A year or so ago, one of our colleagues ques-

tioned in a letter to the editor a statement I made
in a Thanksgiving editorial about God’s good-

ness in the face of so much abject poverty the

world over, in showering this nation with so

many blessings. This present editorial was not

conceived so much as an answer to that letter as

it was to point up something else we need to keep

in mind when we talk about man’s needs, which

is that the answers to them are not always what
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they seem, and that we frequently have neither

the mental, moral, nor physical capabilities for

even identifying, let alone satisfying, them. With

all our talk of taming nature, for example. Mount

St. Helens surprised everyone, and although our

volcano, earthquake, and hurricane warning sys-

tems have minimized loss of life and limb, saved

lives are often permanently scarred and dislo-

cated in ways we never imagine.

In addition, we do all sorts of things to each

other in the name of progress, as witness Love

Canal, Three Mile Island, expressways, and so

on, and many of the things we do with the best

intentions to help also have unanticipated disas-

trous consequences. The unconscionably

poverty-stricken rural sharecropper, mostly

black, of decades just past, for example, suffered

from malnutrition and its sequelae, including

lowered mental capabilities. On the other hand,

hypertension, often malignant, and peptic ulcer

disease became a problem only after those indi-

viduals were elevated into “the system” — a sort

of therapeutic paradox.

We need not only to save lives with our medi-

cal technology and our other technical “ad-

vances,” such as for example our hurricane

warning system and our flood control. We need

to give consideration to the quality of the life we
save; even more than that, we need to recognize

that what planners consider a “quality” life may
not necessarily be so considered by the recipients

of their beneficence. The American Indian and

the Eskimo, for example, have been all but de-

stroyed by it, and the welfare system introduced

into this country a half century ago has been our

national undoing.

In their wisdom, our Fathers proclaimed a day

of Thanksgiving for this nation, and for nothing

more. On this day it is not inappropriate, as the

song goes, to also “Count your blessings—count

them one by one.” On the other hand, it is not

appropriate to count anyone else’s, as one man’s
meat is often another man’s poison.

J.B.T.

Growing Up

Although I am about to brand myself as having

been a person of slight musical taste, I am im-

proving. I am improving not necessarily because

my tastes are maturing, but because public tastes

are changing.

Nearly 50 years ago I discovered Mozart, and

I subsequently developed a liking for his early

works. It was hard to hear any musical work by

anybody back then, and it is a tribute to my grade

school music appreciation teacher that along with

the “giants” of music, the three B’s— Bach,

Beethoven, and Brahms— she threw in recorded

works by such lesser lights as Schubert,

Schumann, Haydn, and that dilatante Mozart,

whose name was scarcely to be mentioned in the

same breath. Mozart shared with Schubert the

stigma of writing “shallow” melody (I’m not

sure what that is). Rather than flagging over the

years, my affection for Mozart has grown and

now', considering Mozart died at the age of 35

w’hen he was just reaching his prime, not quite

finishing his marvelous minor Mass

,

I call him

peerless, without derogating the other magnifi-

cent composers. Any original work of art is in

fact incomparable.

As the ultimate indicator of contemporary

musical taste, Time-Life Records is now releas-

ing on records the complete works of Mozart. I

am vindicated. Not only that, the commentaries

accompanying those records attest to the beauty

of his early works (which extend from the time

he was 8 years old. His late period (read mature)

was in his early 30s. So I am doubly vindicated.

But I take no particular credit nor was I looking

for vindication.

I began my medical career with sulfa drugs,

aspirin, and morphine. A few years before that

there was aspirin and morphine, and before

that— morphine. Penicillin was introduced when

I was a third-year medical student. Pneumonia

was still the “friend of the aged.” TC and LK,

the art of medicine, loomed large in patient care.

After World War II medicine grew up. It be-

came scientific, with a specific treatment for

everything— almost. Some ailments just refuse

to fit the mold. People get sick, they get worse,

they suffer, and then they die— for all our sci-

ence. Eventually we all die, for all our science.

And a good thing, too!

There is nothing wrong with maturing; to the

contrary, it is necessary. The vexation arises in

the discernment— or perhaps the definition— of
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maturity. It is unquestionably a sign of maturity

to embroider on a theme, to produce

variations— to prescribe specific drug therapy for

a disease. But is it not equally important to in-

vent the theme— the melody— in the first place?

Or to treat the patient as well as the disease?

J.B.T.

On the Gentle Art of Doing

Nothing in Particular

Earnest William Goodpasture, M.D., at

whose feet I learned pathology, among other

things, was one of the world’s greatest scientists,

and one of its most productive men until a uni-

versity administration terminated his scientific

career for all practical purposes by making a

dean of him. Although for lack of a proper press

agent the Nobel Prize eluded him, it was nothing

he gave any thought to, and Max Theiler, who
did win it for developing the yellow fever vac-

cine in World War II, allowed as how it would

never have been possible without Dr.

Goodpasture’s pioneering work.

I was thinking of him the other day as Lisa,

my 8-year-old granddaughter, and 1 sat in the

shade of a big sycamore tree and peeled the bark

from fallen branches— I with my pocketknife and

she with a sharpened stick— to expose the bur-

rows of borers underneath. We were doing noth-

ing in particular.

What I was recalling was an incident early in

my residency, when I was just beginning to ap-

preciate the many facets of the man of whom we
had stood in awe— of whom I still stand in

awe— as medical students several years earlier.

Dr. Goodpasture’s microscope stood near his

desk on a laboratory bench facing a third-floor

window which looked out over an area of the

Vanderbilt campus now obliterated by a science

center. Shading the window was a huge burr oak

over 5 feet in diameter, and a number of large

red-bud trees. He spent a lot of time at that mi-

croscope, alternately looking through it and gaz-

ing out over the campus, turning over in his mind

who knew what deep thoughts. As one of the

world’s foremost virologists he had headed a

commission to study the poliomyelitis epidemics

of the preceding decade, and as one of its leading

pathologists was a member of the team to

evaluate the effects of the atomic radiation of the

people of Hiroshima and Nagasaki.

On that particular morning I had in my hand a

slide with a particularly knotty problem of its
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own, and having exhausted the talents of others

with greater experience than mine, 1 had been

sent to the chief. As I stood there in the door of

his office, hesitating to interrupt his thoughts, he

motioned me to come in, and after going through

his customary preliminaries of removing his

glasses and wiping the oculars and lens of his

microscope with a minute piece of lens paper,

proceeded to give his undivided attention to the

slide. Eventually, without looking up, he handed

the slide to me, murmuring that it was very inter-

esting. It was the only answer I ever got.

As I turned to go, he said, “John, I’ve been

watching the squirrels out there gathering acorns.

I’ve concluded they are waiting in the wings to

take over after we mess it all up.

1 thought about this as 1 worked at a small

branch with my pocketknife. Noting that Lisa

was accomplishing as much with her sharpened

stick as I was with my knife, I thought about how
Dr. Goodpasture used the small things of earth to

confound the wise, making one of the major

breakthroughs in medical science using a dental

drill and hot paraffin on an embryonated chicken

egg, abetted by patience, careful technique, and

a mind that was always working, even when he

was doing nothing in particular.

For the sake of the world and our minds we
need to quit trying to be busy all the time, with a

continuous flow of sound running into our ears

and all sorts of images passing before our eyes

from our electronic gadgets. The psalmist knew
what he was talking about when he said, “Be
still, and know that I am God.’’ You have to be

still to contemplate anything. As James Thurber

once said in a book of the same name, “Let your

mind alone.’’

You might even find another simple thing to

confound the wise.

J.B.T.

James M. Davis, age 85. Died September 11, 1980.

Graduate of Vanderbilt University School of

Medicine. Member of Memphis-Shelby County Med-
ical Society.

Homer M. Pace, Jr., age 57. Died September 16,

1980. Graduate of University of South Carolina

School of Medicine. Member of Nashville Academy
of Medicine.
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The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BEDFORD COUNTY MEDICAL SOCIETY
Samuel P. Sells, Jr., M.D., Shelbyville

DEKALB COUNTY MEDICAL SOCIETY
Kenneth H. Abbott, II, M.D., Smithville

FRANKLIN COUNTY MEDICAL SOCIETY
James Hannifin, M.D., Monteagle

Peter Harcy, M.D., Winchester

NASHVILLE ACADEMY OF MEDICINE
Owen B. Evans, Jr., M.D., Nashville

William J. Jekot, M.D., Nashville

Michael Peter Miller, M.D., Nashville

Shelby A. Stephenson, M.D., Nashville

Samuel R. Whitaker, M.D., Nashville

John D. Witherspoon, M.D., Nashville

WILLIAMSON COUNTY MEDICAL SOCIETY
Starling Claude Evins, M.D., Franklin

WILSON COUNTY MEDICAL SOCIETY
C. Norman Spencer, M.D., Lebanon
Marshall R. Willis, M.D., Old Hickory

per/encil new/

Victor Braren, M.D., and Robert K. Rhamy, M.D.,

both of Nashville, have been elected to the Societe

Internationale D’Urologie, a scientific organization

whose purpose is to draw the world’s urologists closer

together and serve as a means for them to share scien-

tific information. Of the 7,000 urologists in the United

States, only 46 have been nominated and elected to

the society.

Hathaway K. Harvey, M.D., Chattanooga, has been

elected president of the Tennessee Academy of

Otolaryngology.

Norman D. Hasty, M.D., Nashville, has been cer-

tified as a Diplomate of the American Board of

Emergency Medicine.

A. L. Jenkins, M.D., Knoxville, received the James
D. Mills Meritorious Service Award for continuous

service in emergency medicine at the 1980 Scientific

Assembly of the American College of Emergency

Physicians. The award, one of ACEP’s highest, goes

only to physicians who have been active proponents

of emergency medicine.

Richard S. Lasky, M.D., Chattanooga, has been

elected to membership in the Society of Pediatric

Urology, an international society organized to further

the advancement of pediatric urologic care.

Dwight Willett, M.D., Wartburg, has received the

U.S. Public Health Service Commissioned Officer

Award, “in recognition of superior service to the

people of Wartburg as a member of the National

Health Service Corps.’’

fMiboAQi new/

FROM THE AMA’S OFFICE IN WASHINGTON, D.C.

In the Congress’ mad rush to recess and get out on

the hustings it has paid little attention to specific

health-related legislation. The budget reconciliation

process has imposed added strain to a system now
groaning under the weight of trying to do too much in

too little time. As a result many measures of impor-

tance to medicine may die on the vine.

Congressional Noose

Tightens on NIH

In the face of opposition from many in the medical

research community, the House has easily approved

historic legislation greatly extending Congress’ con-

trol over the federal medical research effort at the

National Institutes of Health (NIH).

The National Cancer and Heart and Lung Institutes,

formed during the past decade, are subject to the con-

gressional authorization procedure, but the rest of

NIH has remained unencumbered. As a result, the

health subcommittees of the Senate Human Resources

Committee and of the House Commerce Committee

have not been able to exert the type of oversight and

control of NIH activities that are enjoyed by most

nonappropriations committees.

Many researchers have feared that authorization au-

thority could lead to more political dabbling in NIH
activities and possible restrictions on funding.

In an effort to meet these objections, the House bill

allows authorizations to be provided for an additional

year automatically if program extensions unavoidably

are delayed; and sets up an overall authorization of

$1(X) million to assure that unexpected breakthroughs

in research would not be impeded by limits in authori-

zation levels.
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Although the appropriations committees have great

leeway in voting funds, they are limited by law from
exceeding authorization levels established by the

other committees in Congress.

The issues raised by the legislation were serious

enough for opposition to be registered by four former

assistant HEW Secretaries for Health, four previous

directors of NIH, the American Association of Medi-
cal Colleges and the Association of Professors of

Medicine, among others.

However, supporters of the bill, led by Commerce
Subcommittee chairman Rep. Henry Waxman (D-

Calif.) and ranking GOP member Tim Lee Carter,

M.D. (R-Ky.), noted that the Surgeon General and

current Assistant Secretary for Health, Julius

Richmond, M.D., and Donald Frederickson, M.D.,
director of the NIH, have indicated their backing of

the measure.

But Capitol Hill observers believe there is little

chance differences between the Senate and House
version of the bill can be ironed out in the rush to

recess. Nonetheless, sponsors of the controversial

legislation promise they will be back with the same
proposal in the next Congress.

Drug Insert Pilot Takes Off

The government has opened a pilot program of

requiring drug manufacturers to provide patient pack-

age inserts for ten drugs or classes of drugs. The
purpose is to determine whether such inserts are a

good way of informing the public and whether more
drugs should be covered.

Pharmacists will provide the leaflets when a pre-

scription is filled initially.

The drugs involved are ampicillins, ben-

zodiazepines, cimetidine, clofibrate, digoxin,

methoxsalen, thiazides, phenytoin, propoxyphene,

and warfarin.

The three-year program will cost an estimated $21

million a year which will be borne by the manufactur-

ers. Each pamphlet will cost about 18 cents, a cost

that will be reflected in the cost of the drug. The
Pharmaceutical Manufacturers Association said the

federal action is “an important first step” toward

the objective of getting meaningful information to the

consumer.

The “inserts” will describe what the drug is for,

what side effects may occur and how to take the drug

properly to get the most benefit. The leaflets —
scheduled to be available in pharmacies by mid-

1981— will also be available to hospitals and nursing

homes.

The drugs chosen for the pilot program include

some of the most frequently prescribed, including the

benzodiazepine category of tranquilizers which num-

bers Librium and Valium among the familiar name

830

brands. About 16% of all new prescriptions would be

affected.

Health and Human Services Secretary Pat Harris

told a Washington, D.C. news conference that many
of the 6 million cases of adverse drug reaction could

be prevented or minimized by giving patients more
information about their prescription drugs.

During the evaluation period, the FDA will permit

the testing of alternative methods such as having drug

information available in a book at the pharmacy.

Under the benzodiazepines, the guideline insert in-

cludes both a statement that special precautions apply

to the use of the drug in elderly patients and a state-

ment about the risk of the patient developing a de-

pendence on the drug. These drugs should not be used

to treat anxiety or tension due to the stress of everyday

life, the leaflet says. It cautions against using alcohol

while taking the drugs.

Warnings on dependence and use with alcohol and

other drugs are also featured in the propoxyphene in-

sert. Advice is given in case of an overdose.

Caution against exposure to sunlight is given for

methoxsalen.

Patients taking phenytoin are urged to watch out for

signs of toxicity. A similar warning of toxicity is in-

cluded for digoxin.

Clofibrate may increase the risk of having gallblad-

der trouble or getting tumors, according to the leaflet.

Regular blood tests are urged.

Warfarin can dangerously interact with other drugs,

even aspirin, patients are notified. Physicians should

be told of unusual bruising or bleeding.

In a rule published in the Federal Register, Sept.

12, FDA set forth the new requirements and published

draft guidelines for the ten patient package inserts.

Health Service Corps Role Studied

The American Medical Association has told Con-

gress the National Health Service Corps (NHSC)
program should not become the primary means of

financing medical education through federal schol-

arships. At the same time, the AMA supported the

goals of the program in providing medical personnel

to “truly underserved” areas.

Joseph Boyle, M.D., vice chairman of the AMA
Board of Trustees, told the Senate Labor Subcommit-

tee on Health that the AMA sees problems with the

corps in the designation of shortage areas and in the

placement of corps personnel. “A significant step to

alleviate these problems would be to allow input in

the placement of corps personnel from local medical

societies,” Dr. Boyle said. “Such input could also

have the advantage of increased cooperation between

practitioners and work to increase the retention rate of

corps personnel in the communities where they are

placed.”

Dr. Boyle said that as more studies are completed it
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will be easier to plot the future of the corps. Until

such studies are completed, there should be no in-

crease in the number of NHSC scholarships, he

added.

“For the corps to be most effective, it must work as

an adjunct to the physician in private practice; only

through the proper allocation of corps personnel will

health manpower shortage areas be eliminated,” said

Dr. Boyle.

Health Education Bill

On Back Burner

The Senate has passed and sent to an uncertain fate

the health education assistance bill which discon-

tinues the present capitation aid program for medical

schools.

The bill, which had been dangling for months, was

approved with only brief comment and by voice vote.

The House-passed medical education bill is sub-

stantially different, proposing a three-year phase-

down of capitation aid, among other provisions.

The Senate measure proposes a new national prior-

ity incentive grant program starting in fiscal 1982

under which schools which undertake certain

projects — such as conducting a certain percentage of

clinical education in shortage areas— would receive

grants amounting to $250 per student.

The shortage of time left before the election recess

may cause the final congressional disposition of the

bills to be put off until a lame duck session after the

elections or the legislation may be shelved for this

year with a continuing resolution to keep education

funds flowing at their current level for another year. In

this event, the new Congress would have to tackle the

issue again next year.

that sparked a flood of protest from the news media.

The case stemmed from a police search of the files of

the Stanford University newspaper.

The legislation essentially would overturn the deci-

sion as it applies to the press.

All of the witnesses at the hearings, including the

press, urged that the protection be extended to all

innocent third parties, but the Justice Department ex-

pressed reservations about such an extension beyond
the news media.

Committee on NHI Flushed

The Committee for National Health Insurance, a

labor-dominated outfit formed to push the labor NHI
plan 1

1
years ago, is about to go out of business unless

labor leaders decide to resurrect it.

The head of the committee since its inception. Max
Fine, has left to form a company to establish and

administer self-insurance health plans for companies.

The committee, which still exists on paper, consists

of about 100 people prominent in unions or in health.

Douglas Fraser of the United Auto Workers is presi-

dent.

During its heyday. Fine and the committee were

active in testimony and public appearances touting the

broad labor NHI plan also endorsed by Sen. Edward
Kennedy (D-Mass.). The collapse of the NHI drive in

Congress and the steadily dwindling support for the

type of national health plan supported by labor has

helped to put the committee’s activities in the

background in recent years.

onnouncement/

Arbitrary Search of

Media Offices Nixed

The House has passed legislation protecting news
media offices from arbitrary searches for evidence by

federal officials. The measure also called for the At-

torney General to draw up guidelines to prevent such

search warrants where they would intrude on the con-

fidential relationship between physician and patient

and attorney and client.

The AMA had urged that the bill, similar to one

approved by the Senate earlier, cover the medical pro-

fession as well as the news media in the mandated
protection. However, the bill’s backers decided to

limit the protection to the first amendment— freedom

of speech — area.

The Supreme Court in 1978 broadened the scope of

search warrants against innocent third parties by im-

posing a standard of “reasonableness” in a decision

CALENDAR OF MEETINGS

NATIONAL

Dec. 4-6 Evaluation and Current Treatment of

Athletic Injuries (Amer. Physical

Therapy Assn, in association with

Sports Medicine Section of Univ. of

Cincinnati)— Hyatt Regency, Houston

Dec. 5-7 Society for Ear, Nose, and Throat Ad-

vances in Children—The Mark, Vail,

Colo.

Dec. 6-9 American Association for Respiratory

Therapy— Dallas Convention Center,

Dallas

Jan. 25-28 Society of Thoracic Surgeons —
Bonaventure, Los Angeles

STATE

Dec. 3-5 Care of the Critically 111 Patient— St.

Thomas Hospital, Nashville
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TUMI conlinuino mcdkol
ccluccition opportiinHic/

The continuing medical education accreditation

program of the TMA has full approval by the Council

on Medical Education of the AMA . An accredited in-

stitution or organization may designate for Category 1

credit toward the AMA Physician s Recognition Award
those CME activities that meet appropriate guidelines.

If you wish information as to how your hospital or

society may receive accreditation, write: Director of

Continuing Medical Education, Tennessee Medicgl As-

sociation, 112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities which come to our

attention which might be of interest to our membership. As some of these

are very long, full year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be published in only

one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY

SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, confer-

ences, ward rounds, learning individual procedures,

observing new surgical techniques, and access to ex-

cellent library resources. Experience in more than one

discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

Anesthesiology

Cardiology

Chest Diseases

Clinical Pharmacology . .

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Internal Medicine
Hematology
Infectious Diseases

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

.Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . .W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Medicine Grant W. Liddle, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Oncology Robert Oldham, M.D.
Orthopedics Paul W. Griffin, M.D.

Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D
Ophthalmology James H. Elliott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Eee: $200 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-

tion Accreditation.

Application: For further information and application,

contact Paul B. Slaton, M.D., Director, Continuing

Education, 3200 West End Ave., Suite 306,

Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Dec. 12-13

Winter, 1981

Jan. 8-9

Jan. 29-31

March 12-13

Annual High Risk Obstetrical Seminar

(11 hours)

Annual L. W. Edwards Memorial Lec-

tureship in Surgery (1 hour)

Advanced Cardiac Life Support (16

hours)

Upper Mid-South Obstetric Anesthesia

Seminar

The Art and Science of Antihyperten-

sive Therapy (10 hours)

For information contact Vanderbilt Continuing Ed-

ucation, 3200 West End Ave., Suite 306, Nashville,

TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

services and departments in the medical school to

allow practicing physicians to participate in that ser-

vice’s activities for a period of one to four weeks.
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This program provides an opportunity for physicians

to study in depth for a specified period. The schedule

of activities is individualized in response to the physi-

cian’s request by the participating department. The

experience includes conferences, ward rounds, au-

diovisual materials and contact with patients, resi-

dents and faculty.

Oct. 24 Infection Control

Nov. 2-6 CPRL Faculty Inservice

For information contact Office of Continuing Med-
ical Education, East Tennessee State University, Col-

lege of Medicine, Johnson City, TN 37601, Tel. (615)

928-6426, ext. 204.

Participating Departments

Anesthesiology .

.

Family Practice .

.

Internal Medicine
Cardiology . . .

.

Chest Disease

Dermatology

Gastroenterology

General Medicine
Hematology/Oncology ....

Neurology

Obstetrics & Gynecology . .

Ophthalmology
Orthojjedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Ramon S. Harris, M.D.
John Arradondo, M.D.

John Thomas, M.D.
Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

. . . .Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.
. . .Thomas W. Johnson, M.D.

David Horowitz, M.D.
. . .Ludwald O. P. Peny, M.D.
Buntwal M. Somayaji, M.D.

Edward A. Mays, M.D.
Robert S. Hardy, M.D.

Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.
Henry W. Foster, M.D.
Axel C. Hansen, M.D.

Wallace T. Dooley, M.D.
Louis D. Green, M.D.

John C. Ashhurst, M.D.
E. Perry Crump, M.D.

Louis J. Bernard, M.D.
Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

. .Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1). American Academy
of Family Physicians Continuing Education Accredi-

tation and Continuing Education Units by Meharry

Medical College.

Application: For further information contact Frank A.

Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave. North,

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Dec. 2

Jan. 9-10

Feb. 27

March 21

April 11-12

May 13

June 5-6

July 18

Aug. 8

Sept. 19

Oct. 16

Occupational Medicine

Sports Medicine

School Health III

Immunology— Allergy Review

Gynecologic Endocrinology: Infertili-

ty-Hirsutism-Menstrual Abnormalities

Substance Abuse in East Tennessee

Geriatrics II: Sexuality and the Aging
Basic Science Review III: Psycho-

pharmacology

Stress in Medical Practice

Advances in Laboratory Medicine

Pediatrics Prep III: Neonatology

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses in-

cludes programs of the Chattanooga, Knoxville, and

Memphis units. The codes (C), (K), and (M) indicate

the continuing education unit handling the arrange-

ments for a particular program.

Dec. 4-6 (C) Basic Cardiology, EKGs &
Therapy

Jan. 15-16 (K) Advanced Cardiac Life Support

Course

Feb. 2-4 (K) 2nd Annual Emergency Medi-

cine Symposium
Feb. 7-14 (K) 3rd Annual Winter Update and

Review Course for Physicians

—Steamboat Springs, Colo.

Feb. 12-13 (C) Diagnostic Radiology for the

Primary Care Physician

Feb. 23-26 (C) Emergencies in Obstetrics and

Gynecology

March 5-8 (C) Emergency Medicine Review

March 15-20 (M) 14th Annual Review Course for

Family Physicians

March 16-19 (M) Three Nights on Cardiac Auscul-

tation

March 19-21 (C) Emergency Disorders Demand-

ing Early Recognition and

Treatment —Las Vegas

April 1-3 (M) Adolescent Gynecologic Endo-

crinology/VI Reproductive

Medical Symposium

April 2-3 (C) Workup and Treatment of

Anemia

April 23-24 (M) 12th Annual Leigh Buring Con-

ference—The Gifted Child

April 23-25 (K) 4th Annual Family Practice Up-

date and Review Course

May 7-8 (C) Solving Problems in Drug
Therapy

May 20-23 (M) Rhinoplasty

June 4-7 (C) Family Medicine Review

June 4-8 (K) 3rd Annual Practical Otolaryn-

gology Course for the Primary

Care Physician

June 15-18 (C) Infections in the Emergency
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Room
June 21-24 (C) Diagnostic Radiology for the

Primary Care Physician

July 10-12 (M) Cardiac Emergencies

Aug. 12-15 (C) Emergencies in Obstetrics and

Gynecology —Gatlinburg

Community-Based CME

Knoxville Campus

Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,

Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, second Wednesday; 12:00 noon (1 hr. credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

Memphis Campus

UPDATES IN MEDICINE
Carroll County Hospital; Huntingdon, Tenn.

McKenzie Memorial Hospital; McKenzie, Tenn.

Henry County Hospital; Paris, Tenn.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

if you would like assistance in planning a

community-based CME program, contact Dennis K.

Wentz, M.D., Associate Dean for CME, and every

attempt will be made to assist you through one of our

three campuses.

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Dennis K. Wentz, M.D.
Associate Dean for CME
University of Tennessee

College of Medicine

800 Madison Ave.

Memphis, TN 38163

Tel. (901) 528-5605

ST. THOMAS HOSPITAL

Dec. 3-5 Care of the Critically 111 Patient— St.

Thomas Hospital, Nashville.

For information contact William R. Thompson,
M.D., Medical Director, St. Thomas Hospital, P.O.

Box 380, Nashville, TN 37202, Tel. (615) 320-21 1 1

.

IN SURROUNDING STATES

UNIVERSITY OF MISSISSIPPI

Dec. 4-5 Mississippi Perinatal Postgraduate

Course 1980— Holiday Inn Downtown,
Jackson

Jan. 19-23 Practice of Electrocardiography—
University of Mississippi Medical

Center, Jackson

Feb. 5-6 Renal Update—Ramada Inn Coliseum,

Jackson

For information contact Continuing Education,

Dept. A, University of Mississippi Medical Center,

2500 N. State St., Jackson, MS 39216.

UNIVERSITY OF KENTUCKY

Mini-Residencies in Office Management

Of Emotional Problems

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy

office practices. The technique uses a concept of

emotions that is consistent with human anatomy and

psycho physiology. Yet, the technique requires no

more physician time or patient cost than routine eval-

uations of new patients. Finally, the technique is read-

ily understandable and easy for practitioners to apply.

One, two and three week courses. Minimum of 40

hours per week. Tuition Fee: $350 per week for the 1st

& 2nd week of training; $500 for 3rd week of super-

vised practice with patients in the Intensive RBT
Treatment Program.

For further information contact Maxie C. Maultsby,

Jr., M.D., Office of Continuing Medical Education,

Dept, of RBT, University of Kentucky, Lexington,

KY 40506.

Continuing Education Schedule

Feb. 5-7 Fiberoptic Bronchoscopy: A Work-

shop*

Feb. 15-20 12th Family Medicine Review —
Session I*

March 30-31 Medical Aspects of Sports Sym-
posium: A Good Sports Medicine Pro-
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April 3-4

April 10-11

May 17-22

May 28-30

June 3-5

gram for Our Schools*

A Practical Approach to Ophthalmic

Genetics*

Endocrinology for the Practicing

Physician*

12th Family Medicine Review —
Session II*

General Pediatric Review*

Update in Ob-Gyn*

*Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,

Continuing Education, College of Medicine, Univer-

sity of Kentucky, Lexington, KY 40536, Tel. (606)

233-5161.

OF SPECIAL INTEREST

RUSH-PRESBYTERIAN-ST. LUKE’S
MEDICAL CENTER

Dec. 10-12 Neurology for the Non-
Neurologist— Sheraton Plaza Hotel,

Chicago. Credit'. 20 hours AMA
Category 1.

Contact June Hamby, Office of Continuing Educa-

tion, Rush-Presbyterian-St. Luke’s Medical Center,

600 S. Paulina, Chicago, IL 60612, Tel. (312) 942-

7095.

PEDIATRIC DERMATOLOGY SEMINAR

Feb. 26- 8th Annual Pediatric Dermatology
March 1 Seminar—Eden Roc Hotel, Miami

Beach.

March 1-13 Postconvention tour to Tahiti and New
Zealand with optional extension to

Australia.

For information contact Guinter Kahn, M.D.,
16800 N.W. 2nd Ave., Miami, FL 33169, Tel. (305)

652-8600.

LONG ISLAND JEWISH-HILLSIDE
MEDICAL CENTER

Feb. 28— Pediatric Update — 1981 —Costa del

March 8 Sol, Marbella, Spain. Fee: $185 tui-

tion plus $315 MAP (8 days; 7 nights).

Credit: 20 hours AMA Category 1 and

AAFP.

For information contact Continuing Education

Coordinator, Long Island Jewish-Hillside Medical

Center, New Hyde Park, NY 11042, Tel. (212) 470-

2114.

ULTRASOUND AT VAIL

WEST PARK HOSPITAL

International Body Imaging Conference

Feb. 5-15 1st International Winter Symposium
on Computed Tomography and
Ultrasonography —Alpina Hotel,

Chamonix, France. Fee'. $265 before

Oct. 31; $310 after Nov. 1.

For information contact Conference Secretary,

Chamonix Meeting, Annual International Body Imag-

ing Conference, West Park Hospital, Dept, of

Radiology, 22141 Roscoe Blvd., Canoga Park, CA
91304; Tel. (213) 340-0580, ext. 248.

March 21-28 2nd Annual Ultrasound at Vail

Seminar— The Lodge, Vail, Colo.

For information write Ultrasound at Vail, P.O. Box
6093, Cherry Creek Station, Denver, CO 80206.

AMERICAN SOCIETY OF
CLINICAL PATHOLOGISTS

(See October 1980 issue for complete

listing of dates and locations)

TENNESSEE MEDICAL ASSOCIATION
146th ANNUAL MEETING

April 8-11, 1981

Hyatt Regency Hotel, Knoxville, Tennessee
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WANTED:
Physicians who prefer
medicine to paperwork.

We are looking for dedicated physicians,

physicians who want to be, not salesmen,

accountants, and lawyers, but physicians.

For such physicians, we offer a practice that

is practically perfect, where in almost no

time you experience a spectrum of cases

some physicians do not encounter in a life-

time, where you work without worrying

whether the patient can pay or you will be

paid, and where you prescribe, not the least

care, nor the most defensive care, but the

best care.

If that is what you want, join the physicians

who have joined the Army. Army Medicine

is the perfect setting for the dedicated physi-

cian. Army Medicine provides wide-ranging

opportunities for the student, the resident,

and the practicing physician alike.

Army Medicine offers fully accredited resi-

dencies in virtually every specialty. Army
residents generally receive higher compen-
sation and greater responsibility than do

their civilian counterparts and score higher

on specialty examinations.

Army Medicine offers an attractive alterna-

tive to civilian practice. As an Army Officer,

you receive substantial compensation, ex-

tensive annual paid vacation, a remarkable

retirement plan, and the freedom to practice

without endless insurance forms, malprac-

tice premiums, and cash flow worries.

Army Medicine:
The practice that’s

practically all medicine.

WRITE OR CALL COLLECT:
CRT. Jesse A. Johnson, MSC
Mid Memphis Tower Building

Suite 407
1 407 Union Avenue
Memphis, TN 381 04
(901)725-4445

An Equal Opportunity Employer
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Death Rate Climbs for

Underweight Individuals

Everyone knows it’s unhealthy to be fat.

And it’s healthy to be skinny, right?

Wrong, says a report from the long-term

Framingham study in Massachusetts. It’s not

necessarily healthy to be underweight.

In a 24-year study of 5,209 men and women
aged 30 to 60 years, it was found, as expected,

that the obese had a higher death rate than those

of average weight. But the researchers were sur-

prised to find that the underweight also died

more frequently than those of average poundage.

Medical science had for many years accepted

the findings of a 1959 Build and Blood Pressure

Study (BBPS) made by the insurance industry, in

which it was determined that those markedly un-

derweight outlived those of normal weight. But
the Framingham study reported this month found
differently. It confirms what is well known, that

greater weight is associated with higher blood

pressures, higher serum cholesterol levels,

higher levels of uric acid (and a greater preva-

lence of gout), and high blood glucose levels

(and a greater prevalence of diabetes).

But underweight also caused early deaths, and
there is only speculation as to why. More of the

underweights smoked, but the statistics were ad-

justed for this factor. Some of the skinny ones

may have been underweight because of an unre-

cognized illness that hastened death.

The findings with respect to persons of lower
than average weight raise some questions as to

the health benefits from weight reduction in per-

sons of average or near average weight. It is

questionable whether data of this sort justify a

prescription for weight changes in persons.

New Medications Curtail Need

For Surgery Ulcer Treatment

New medications have made it possible to

treat most ulcers with drugs, and it seldom is

necessary to resort to surgery to cope with the

painful internal ailment. A recent research study

in 14 Veterans Administration Hospitals to de-

termine the effectiveness of a certain surgical

treatment of duodenal ulcers had to be cancelled

because there weren’t enough surgery patients to

make a valid study. Surgeons are enlisted today

only for individuals with severe complications

that fail to respond to drug treatment.

Along with new treatment methods that make
surgery unnecessary there has been a marked de-

cline in the total number of ulcers among Ameri-
cans and Britons. There is only speculation as to

the cause of this decline.

A number of new drugs are credited with the

control of ulcers, particularly cimetidine
(Tagamet). Many patients prefer taking three or

four cimetidine tablets a day to the alternative

(and equally effective) treatment of intensive an-

tacid administration which must be taken in large

amounts and sometimes cause diarrhea.

Cimetidine produces a healing rate of from 69%
to 100% after four to six weeks of treatment.

It still is not known how long the ulcers will

stay healed. Preliminary studies indicate a re-

lapse rate of 15% to 20%. But many patients

prefer to take several pills a day for the rest of

their lives rather than have another operation.

Many other new drugs are now being tested

that also may be useful in treating ulcers.

Control of Pet Turtle Supply

Curbs Turtle-Caused Disease

Control of the supply of pet turtles has ef-

fectively lowered cases of turtle-caused sal-

monellosis in the United States. Some years ago

pet turtles accounted for more than a quarter-

million cases of human disease each year.

Regulations in the early 1970s required that

turtles be certified as free of salmonella by

shippers. This helped, but was not enough. In

1975 the FDA banned all interstate shipment of

pet turtles in the United States. There still are

local sales in some areas.

As the supply of pet turtles dwindled, cases of

turtle-induced disease dropped sharply. There

still are a few cases of salmonellosis from pet

turtles among children, and there still is need for

public health supervision of the turtle supply.

New Laser Surgery Effective

For Brain Tumor

A 53-year-old western New York woman, in

whom pioneering carbon dioxide laser technique

was used to vaporize a malignant tumor deep in

the brain, has returned to her usual activities and
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continues to do well nearly five months later.

The neurosurgical team followed a “blue-
print” of the tumor’s location, size and shape as

defined in a preoperative computed tomography
(CT) scan. With the patient under general anes-

thesia, the carbon dioxide laser was used to vap-

orize the tumor, which was impossible to reach

by conventional surgical techniques. The doctors

knew the tumor was gone when x-rays taken dur-

ing surgery revealed a cavity in the brain that

matched exactly the location, size and shape of

the tumor shown by the CT scan.

The operation will in the future be available to

persons with deep-seated, otherwise inoperable

brain tumors.

The laser’s beam, which is in the infrared

range and one-twelfth of an inch in diameter,

subjects the tumor to high energy in the form of

heat. Water in the target tissue vaporizes. There
is no scatter of malignant cells, and any residue

is removed during surgery with an aspirator. Very
little nonmalignant tissue around the tumor is

damaged. The laser beam usually can quickly

seal off any bleeding from disrupted blood ves-

sels.

Studies Confirm Marijuana

Ingredient Is Helpful for Some

Cancer Patients

Further evidence that marijuana is helpful in

controlling severe nausea in cancer patients re-

ceiving strong medication is reported from Duke
University Medical Center. Marijuana’s principal

active ingredient—tetrahydrocannabinol (THC)
— was given to 53 patients receiving drug
therapy for cancer. All had experienced severe

nausea and vomiting from the drug. The standard

medications to control vomiting had failed to

work with these individuals.

Three-fourths of the patients benefited from
THC. Ten patients (19%) had no further nausea,

and 28 patients (53%) reported at least 50% re-

duction in nausea and vomiting. The remaining
28% were not helped by THC.

Since THC is a useful antiemetic agent in pa-

tients having refractory chemotherapy-induced
vomiting, existing restrictions prohibiting its

therapeutic use should promptly be eased, says

the report. The THC, administered in capsules

provided by the federal government’s National

Institute of Drug Abuse, is very difficult to ob-

tain, even for research purposes.

Most of the patients who were helped by THC
felt somewhat “high,” but toxic reactions were
generally mild and only four patients had reac-

tions that necessitated stopping the THC therapy.
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SURGERY DIRECTOR NEEDED

Opening for Director of Residency Training Program

in Surgery with Pensacola Educational Program,

Pensacola, Florida, for Board Certified physician.

Total program of 52 residents in six different re-

sidencies (seven residents in five-year Surgical Pro-

gram) associated with four different hospitals in

community-based educational program. Salary

competitive with excellent fringe benefits of paid va-

cation, liability insurance, health and disability in-

surance, and paid educational and professional

trips. Program affiliation with several large medical

schools. Gulf Coast living at its best, and health care

in immediate area of over Va million.

If interested in teaching and patient care, call collect:

Dr. R. D. Nauman, Director of Medical Education,

904/477-4956, or send curriculum vitae to Director of

Medical Education, Pensacola Educational Program,

5149 North Ninth Avenue, Suite 307, Pensacola,

Florida 32504.

PEDIATRIC EMERGENCY
SPECIALISTS NEEDED

Board eligible or certified pediatricians sought

to assume emergency department and in-service

positions in this modern children’s hospital lo-

cated in East Tennessee. The community of

175,000 is the home of the 16th largest uni-

versity, boasting numerous cultural and sports

activities and provides outdoor recreation in

your own backyard. Excellent compensation
plus paid professional liability insurance. For de-

tails, send credentials in confidence to Mr. Joe
Woddail, 970 Executive Parkway, St. Louis, MO
63141, or call toll-free 1-800-325-3982.
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Legal Abortions in Tennessee 1974-1978

HANI K. ATRASH, M.D.; DAVID T. ALLEN, M.D.; and ROGER W. ROCHAT, M.D.

Introduction

Following the 1973 Supreme Court decision

that declared restrictive state abortion laws un-

constitutional, increasing numbers of abortions

have been performed in Tennessee and reported

to the State Center for Health Statistics. In this

paper, the factors that affect availability of abor-

tion services and the characteristics of women
obtaining those services are examined, and the

changes in those characteristics over a period of

five years (1974-1978) are delineated.

Background
Before the 1973 Supreme Court’s legalization

of abortion, Tennessee state law (TCA 39-301)

declared that the performance of abortion was
illegal unless “done with a view to preserve the

life of the mother.” The Tennessee legislature

amended the state law (TCA 39-301) in 1974 to

comply with the Supreme Court’s decision, and,

as a result, the only legal restrictions on abortion

are that ( 1 ) first-trimester abortions must be per-

Dr. Atrash is a guest researcher assigned to the Tennessee

Department of Public Health. Supported by a grant from the

Rockefeller Foundation and Center for Disease Control’s

international training program in Family Planning Evalua-

tion and Epidemiology. Dr. Allen is the commissioner of

the Bureau of Health Services, Kentucky Department of

Health Resources, previously director of Community Health

Services Administration of TDPH. Dr. Rochat is deputy

director of the Family Planning Evaluation Division at the

Center for Disease Control, Atlanta.

Reprint requests to the Department of Health and Human
Services, Center for Disease Control, Family Planning

Evaluation Division, Bldg. 1—Room 4054, Atlanta, GA
30333 (Dr. Atrash).

formed by, or under the direction of, a licensed

physician; (2) second-trimester abortions must be

performed in hospitals licensed by the state or

operated by the state or federal government; and

(3) after viability of the fetus, a licensed physi-

cian must certify that an abortion is needed to

save the life of the woman. Tennessee state law

also requires the physician to inform the woman
of the risks of the procedure and of the availabil-

ity of public and private agencies to assist her

during her pregnancy, after childbirth, and/or to

assist in the arrangements to give her child for

adoption.

After the fetus is viable, the woman should

also be informed of the obligation of the physi-

cian to take steps to preserve the fetus’ life if it is

born alive during the course of abortion.

The patient must then sign a written consent

form, be given a duplicate copy of the consent

form, and wait two days before the procedure

can be performed.

Between January 1973 and August 1977, abor-

tion services for women on welfare were funded

primarily by Medicaid (a program that uses fed-

eral and state funds to help pay for health care

services for the indigent).

The Hyde Amendrhent in August 1977 prohib-

ited the use of federal funds for abortions except

under three conditions: (1) if the life of the

woman would be endangered by carrying the preg-

nancy to term, (2) if the pregnancy was the result

of a reported rape or incest, or (3) if two physi-

cians certify that carrying the pregnancy to term

would result in severe and long-lasting physical

health damage to the woman. While each state

developed its own Medicaid guidelines, federal

DECEMBER, 1980 855
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funds would pay only for abortions that met the

Hyde Amendment criteria. The Medicaid pro-

gram in Tennessee was adjusted to fund abortions

to Medicaid-eligible women only if the Hyde
Amendment criteria mentioned above were met.

The Tennessee law (TCA 39-303) also re-

quires that all induced abortions be reported to

the Commissioner of Public Health and that these

reports be confidential and inaccessible to the

public. The induced-abortion report form (31.27)

provides information about the type of facility

providing the abortion, the type of procedure,

gestational age, county of occurrence, county

and state of residence of the woman, her age,

race, marital status, and the number of living

children and previous induced abortions, if any.

Methods
We obtained information about abortions in

Tennessee from three sources:

1. The State Center for Health Statistics

(SCHS) provided detailed information about

abortions occurring in Tennessee and reported to

the Tennessee Department of Public Health

(TDPH) for the period January 1974 to De-

cember 1978. The SCHS also provided the

number of live births by age, race, marital status,

and county of residence of the mothers, as well

as the estimated populations for each county for

the years 1974-1978.

2. The Alan Guttmacher Institute (AGI) pro-

vided published information about the numbers

of abortions, by county of occurrence, in Tennes-

see and other states through 1977 by directly sur-

veying the abortion providers. The AGI also

provided estimates of the number of women in

need of abortion services by county of residence

for 1977.

3. Because of the large discrepancy between

the numbers of abortions reported to SCHS and

those reported to AGI, we identified and con-

tacted the major abortion providers to get a new
estimate of the numbers of abortions performed

in 1977. In addition to those facilities which re-

ported to SCHS, we identified eight major pro-

viders that did not report to SCHS: three in

Memphis (Shelby County), one in Nashville

(Davidson County), two in Knoxville (Knox
County), one in Chattanooga (Hamilton
County), and one in Elizabethton (Carter

County). These eight facilities did not appear on
the SCHS list of providers, but local health de-

partment personnel report that each of these facil-

ities performed more than 100 abortions in 1977.

Reproducibility of Reporting

We attempted to verify reports from facilities

reporting to SCHS and obtain information from
facilities not reporting. We called all providers

reporting more than 100 abortions to SCHS, and
they all reported to us numbers similar to those

they reported to SCHS. None of the clinics iden-

tified as not reporting to SCHS kept summary
characteristics of their patients. One of these

clinics in Memphis had stopped performing abor-

tions, but the Memphis Association of Planned

Parenthood reported that that clinic had done
around 5,000 abortions in 1977. Another non-

reporting clinic in Memphis performed around

1,000 abortions in 1977, and about 60% of their

patients were black. A third nonreporting clinic

performed around 4,000 abortions, and about

70% of their patients were black. In Nashville

the one clinic not reporting to SCHS said they

performed around 2,000 abortions in 1977 and

about 20% of their patients were black. In Knox-
ville the two providers performed around 600

abortions, while the clinics in Chattanooga and

Elizabethton each performed around 300 abor-

tions.

When we compared AGI figures to the num-
bers of abortions reported to SCHS, we found

that a much higher number of abortions was re-

ported to AGI than to SCHS (Table 1). Apparent-

ly, AGI contacted providers who did not report

to SCHS. We also found that 9,248 (66%) of

14,057 abortions reported to AGI but not to

SCHS in 1977 were performed in Memphis. The
next major underreporting area was Nashville,

where 1,310 (26%) of 14,057 were reported to

AGI but not to SCHS.
By comparing the number of abortions re-

ported to SCHS, the results of our survey, and

the number of abortions reported to AGI, we
confirmed that some major abortion providers

were not reporting any abortions to SCHS and

that the lack of reporting was mainly from Mem-
phis. We also found that those providers which

reported to SCHS also reported similar numbers

to our survey, implying most probably that pro-

viders were either reporting properly or not re-

porting at all.

Characteristics of Women
Obtaining Abortion

Since induced abortions in Tennessee have

been underreported to SCHS since 1974 (Table

1), we can describe the characteristics of those

women obtaining abortions in Tennessee for
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TABLE 2

SELECTED CHARACTERISTICS OF WOMEN RECEIVING ABORTIONS IN TENNESSEE 1974-1978, AS REPORTED TO
TENNESSEE DEPARTMENT OF PUBLIC HEALTH,* DESCRIBED AS A PERCENTAGE OF ALL WOMEN FOR WHOM

REPORTS WERE RECEIVED

1974 1975 1976 1977 1978

Total Number 7,406 11,081 16,967 16,463 18,899

Residence

Tennessee 91.3 83.8 80.0 80.5 79.5

Out-of-state 8.4 15.8 19.7 19.3 20.3

Not stated 0.4 0.4 0.3 0.2 0.2

Age
1 9 years or less 37.8 37.6 36.1 35.6 34.2

20-24 years 32.9 33.2 33.9 35.0 34.4

25 years or over 28.7 28.9 29.3 29.1 30.8

Race

White 73.2 76.6 63.9 74.7 78.0

Other than white 20.0 21.0 19.2 22.3 21.6

Not stated 6.9 2.4 16.9 3.0 0.4

Marital Status

Married 25.6 23.2 20.4 19.8 22.5

Unmarried 71.9 75.2 66.9 69.9 76.7

Not stated 2.5 1.6 12.7 10.3 0.8

Number of Living Children

None 49.5 54.0 49.7 53.4 59.3

One 17.4 18.5 20.5 19.5 19.7

Two 13.7 14.1 14.6 13.2 13.4

Three or more 10.6 9.4 10.8 8.9 7.1

Not stated 8.8 4.0 4.5 5.0 0.6

Number of Previous Abortions

None 79.1 83.0 69.5 74.6 78.6

One 7.3 9.9 12.4 16.0 16.8

Two or more 1.2 1.4 2.1 3.0 3.3

Not stated 12.4 5.7 16.1 6.4 1.2

Weeks of Gestation

8 or less 30.1 32.0 34.9 35.2 35.4

9-10 34.8 32.9 31.8 33.3 32.4

11-12 20.3 20.6 19.2 19.7 20.5

13-20 8.0 8.2 7.0 5.1 5.9

20 or more 0.4 0.5 0.4 0.2 0.2

Not stated 6.4 5.8 6.6 6.3 5.6

Type of Procedure

Suction curettage 93.8 94.4 96.5 97.0 97.1

Sharp curettage 0.7 0.5 0.2 0.1 0.2

Intrauterine instillation 3.4 3.8 2.5 1.8 1.5

Hysterectomy/hysterot0my 0.8 0.1 0.1 0.1 0.2

Other — 0.4 — — —
Not stated 1.3 0.8 0.7 1.1 0.9

Type of Facility

Hospital 19.3 12.7 7.9 6.9 9.1

Abortion clinic 76.8 83.2 88.4 87.8 86.1

Physician’s office 3.4 2.9 2.8 4.0 4.8

Other 0.4 1.1 1.0 1.3 —
Not stated — — — — —

‘Source: State Center for Health Statistics, Tennessee Department of Public Health.
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whom statistical reports were filed, but the

characteristics of all women obtaining abortions

might be different. The following analysis is

based on information obtained from SCHS, the

only source of information on the characteristics

of women obtaining abortions in Tennessee.

Residence

An increasing percentage of abortions per-

formed in Tennessee are obtained by women who
live out of state. In 1974, only 8.4% of all abor-

tions reported to SCHS were done for out-of-

state women. In 1978, however, out-of-state

women accounted for 20.3% of all women ob-

taining abortions in Tennessee (Table 2). Of the

women who lived out of state in 1974 and 1978,

96% and 97.4% respectively were from the eight

states that have common borders with Tennessee.

In particular, women from Arkansas, Kentucky,

and Mississippi accounted for approximately

75% of the women from out of state who ob-

tained abortions in Tennessee. Arkansas and

Mississippi not only share common borders with

Tennessee but also share common borders with

the city of Memphis, where the major number of

abortions is done in the state of Tennessee (AGI
reports that 50% of abortions in Tennessee in

1977 were done in Memphis). The Kentucky
border, on the other hand, is only 30 miles away
from Nashville, where the second largest number
of abortions is done in Tennessee. Therefore,

geographical proximity is probably the reason

why women from those states obtain abortions in

Tennessee.

Although abortion services are provided in

only a few counties within Tennessee, residents

of all counties have used those services. Abor-

tion ratios in each county have increased between

1974 and 1978 in most counties, but the highest

ratios are in counties with providers and those

counties adjacent to them (Figs. 1 and 2).

1974

<50 50-99 lOO-l 99 200-299 >300

SOURCE; STATE CENTER FOR HEALTH STATISTICS, TENNESSEE DEPARTMENT OF PUBLIC HEALTH.

Figure 1. Abortion ratios by county of residence, Tennessee, 1974 and 1978.
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LEGAL ABORTIONS IN TENNESSEE/Atrash

Age

Since 1974, the percentage of teenage women
obtaining abortions in Tennessee has been higher

than the national average (Table 3). The trend,

however, has been a decrease in the percentage

of teenagers and an increase in the percentage of

those who are 20 years or older. This trend of a

decreasing proportion of abortions (unplanned or

unwanted pregnancies) in teenagers was accom-

panied by a similar trend in decreasing teenage

fertility. Our fertility analysis showed that be-

tween 1975 and 1978 there was a 9% decrease in

age-specific fertility rate for females 15 to 19

years old, while age-specific fertility rates for

females 20 to 24, 25 to 29, and 30 to 34 have

increased by 4%, 6%, and 14%, respectively.

Both trends might be explained by the increasing

efforts of the Tennessee Statewide Family Plan-

ning Program which, since 1975, has focused on

the prevention of unplanned pregnancies in teen-

agers.

The overall abortion ratio in Tennessee has in-

creased from 109 abortions per 1,000 live births

in 1974 to 226 abortions per 1,000 live births in

1978. As with national trends, the increase oc-

curred for all age groups, with the highest ratios

for women younger than 20 years and those older

than 35 years (Fig. 3). As expected, those ratios

would almost double if one used the numbers of

abortions reported to AGl for compilation of

abortion ratios.

Race

The effect of underreporting could be more

important in the calculation of race-specific abor-

tion ratios (number of abortions per 1,000 live

births), since reporting of live births is assumed

to be 100% complete and since underreporting of

abortions is mainly from Memphis, where it is

assumed that up to 60% of abortions are obtained

1974

1978

0 1-9 10-99 100-999 >1000

SOURCE: STATE CENTER FOR HEALTH STATISTICS, TENNESSEE DEPARTMENT OF PUBLIC HEALTH.

Figure 2. Legal abortions by county of occurrence, Tennessee, 1974 and 1978.
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TABLE 3

PERCENTAGE DISTRIBUTION, BY AGE, OF WOMEN OBTAINING ABORTIONS
IN TENNESSEE AND THE UNITED STATES

United States* Tennessee

Age Group 1974 1977 1974 1978

^ 19 33 31 38 34

20-24 32 34 33 34

^ 25 36 35 29 31

‘Source: Center for Disease Control: Abortion Surveillance Report 1977. Issued September 1979.

by black women (of abortions reported from

Memphis to SCHS, 45% are obtained by black

women). Unlike other parts of the country where

blacks have a higher abortion ratio than whites,

in Tennessee in 1974 the abortion ratio for blacks

was 98 reported abortions per 1,000 live births

(compared to 103 for whites), and in 1978 it was
226 reported abortions per 1,000 live births

(compared to 226 for whites). One might expect

a proportionately higher abortion ratio for blacks

than whites both in 1974 and 1978 if reporting of

abortions were complete.

The information obtained from SCHS revealed

that black women make up 21% of women ob-

taining abortions in Tennessee, a percentage

which did not change appreciably between 1974

and 1978. Since black women make up only 16%
of all women of childbearing age in Tennessee

and since underreporting is mainly from areas

with the highest black population, we infer that

proportionately more blacks than whites are ob-

taining abortions.

Marital Status

In 1978, 77% of all women obtaining abor-

tions in Tennessee were unmarried (compared to

75% in 1974). A similar trend of an increase in

the percentage of unmarried women obtaining

abortions occurred between 1974 and 1977 in the

United States (the percentage of unmarried

women obtaining abortions in the United States

increased from 73% in 1974 to 76% in \ 911)}

Number of Living Children

The percentage of women who obtained abor-

tions in Tennessee and who had no living chil-

dren increased from 50% in 1974 to 59% in

1978. The percentage of women obtaining abor-

tions and who had only one child increased from

17% in 1974 to 20% in 1978. There was a minor
decrease in the percentage of women who ob-

tained abortions between 1974 and 1978 in Ten-

nessee and who had two or more living children.

Similar trends have occurred in the United States

between 1974 and 1977 with an increase in the

percentage of women obtaining abortions who
had no living children or who had one living

child and a decrease in the percentage of women
who had two or more living children.^

Previous Abortions

The percentage of women obtaining abortions

who had one or more previous abortions has in-

creased from 8.5% in 1974 to 20.1% in 1978.

This does not mean, however, that patients are

not using contraception or that they are relying

on abortion as a method of birth control, but

rather “reflects the growing number of women
who have had first abortions and therefore are at

risk of having a subsequent procedure.

A study by Tietze showed that even if all

women who had had abortions used the most

effective methods of contraception, a good
number of them would have a contraceptive fail-

ure within a few years, and every year a greater

proportion of abortions would be repeat abor-

tions. Tietze also listed some factors that make
women who have had abortions at higher risk for

a repeat abortion than women who have not. The

following are some of these factors: (1) A larger

proportion of women who have had an abortion

are of the age group 20 to 29, and a smaller pro-

portion are teenagers and older women, thus the

possibility that a woman who has had an abortion

will get pregnant is relatively high. (2) Most

women who have had abortions were, and most

probably still are, sexually active. (3) All the

women who have had abortions were able to
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conceive prior to their last abortion. (4) All of

them had, at least once, accepted abortion as a

means of termination of an unintended preg-

nancy.^

Gestational Age

An increasing percentage of abortions was
done during the first 12 weeks of gestation, and

the greatest increase was seen before nine weeks

of pregnancy. In 1978, 88.3% of all abortions

were performed during the first 12 weeks of

pregnancy (35.4% before nine weeks, 32.4% at

nine to ten weeks, and 20.5% at 1 1 to 12 weeks).

Type of Procedure

In 1978, 97.1% of all abortions in Tennessee

were performed by suction curettage compared

with 93.8% in 1974. Intrauterine instillation pro-

cedures decreased from 3.4% in 1974 to 1 .5% in

1978 (Table 2). Sharp curettage, hysterectomy,

hysterotomy, and other procedures were used for

only a very small percentage of abortions.

Type of Facility

As with the rest of the country, a smaller per-

centage of abortions are performed in hospitals

each year, and an increasing proportion is being

done by a growing network of freestanding

clinics. A survey done by the AGI in 1976-1977

of all U.S. abortion clinics and hospitals report-

ing more than 100 abortions per year revealed

that factors leading to the shift of abortion ser-

vices from hospitals to clinics include the un-

favorable attitudes of some obstetricians towards

abortion; lack of outpatient services in hospitals;

lack of counseling on abortion, contraceptives

and birth control methods in most hospitals; the

requirement by most hospitals that parental con-

sent be obtained for patients under 18 years;

hospital limitations on the number of abortions

600 n

AGE GROUP

Figure 3. Abortion ratios by age group, Tennessee, 1974 and 1978.
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performed; physician consultation requirements

and residency restrictions; length of waiting

period; and most important, the cost of an abor-

tion in a hospital, which was two to three times

higher than in a clinic. Moreover, clinics usually

advertised and always tried to make the availabil-

ity of services more widely known to the public.^

In Tennessee in 1978, only 9.1% of all abor-

tions reported to SCHS were done in hospitals

(compared to 19.3% in 1974), while 86.1% were

done in abortion clinics (compared to 76.8% in

1974). According to AGI, in 1977 only 21 (17%)
of Tennessee’s 127 hospitals reported at least one

abortion (31% of metropolitan hospitals and 6%
of nonmetropolitan hospitals); only 7 (12%) out

of the 59 public hospitals reported at least one

abortion (28% of metropolitan and 5% of non-

metropolitan public hospitals), while 14 (21%)
of the 68 private hospitals reported at least one

abortion (32% of the metropolitan hospitals and

6% of nonmetropolitan).'*

Occurrence

Abortion providers in Tennessee were and still

are concentrated in metropolitan areas. In both

1974 and 1978, the four major standard met-

ropolitan statistical areas (Chattanooga, Knox-
ville, Memphis, and Nashville) accounted for

97.7% of all abortions done in Tennessee. In

both 1974 and 1978, abortion clinics existed only

in these four SMSAs. In 1974, only nine coun-

ties reported more than ten abortions, and only

four counties reported more than 100 abortions.

In 1978, only ten counties reported more than ten

abortions and only six counties reported more
than 100 abortions (Fig. 2).

Availability of Abortion Services
in Tennessee

Abortion services in Tennessee were limited to

a few urban counties. Abortion ratios were also

highest in those counties where there were abor-

tion providers and in adjacent counties (Figs. 1

and 2). Shelton* found in Georgia that the farther

a woman has to travel in order to obtain an abor-

tion, the less likely she was to get one, and that

distance was especially disadvantageous to black

teenagers. Black teenagers in Tennessee are the

population group with the highest prevalence of

unplanned pregnancies and unwanted live births.

According to AGI, during FY ’76, i.e., before

the Hyde Amendment, Medicaid-eligible pa-

tients were three times more likely to obtain

abortions than were other women. In 1977, only

1,200 abortions in Tennessee were funded by
Medicaid. AGI estimates that in 1977 there were
6,800 Medicaid-eligible women in need of abor-

tion services in Tennessee, i.e., only 18% of

Medicaid-eligible women in need of abortion

services received Medicaid-funded abortions in

1977."

Comment
Of the total number of Tennessee women es-

timated to have needed abortion services in

1977, 82% obtained abortions.'* Yet today, most
Tennessee physicians and hospitals do not pro-

vide any abortion services, and most abortion

providers are concentrated in metropolitan areas.

The need to travel to obtain an abortion and the

lack of Medicaid funds to pay for those abortions

make it most difficult for low-income, rural,

young, and black women to obtain abortions. Yet

women with these characteristics have the high-

est number of unplanned pregnancies and un-

wanted live births.

Tennessee law (TCA 39-303) requires every

physician performing an induced abortion in the

state to report the procedure to the Tennessee

Department of Public Health. If the abortion is

performed in a clinic or hospital, the facility is

responsible for reporting it. Underreporting, or

more specifically nonreporting, by some facili-

ties in Tennessee, has occurred because clinic

and hospital administrators did not know that

they were responsible for reporting abortions

performed at their facilities and they have relied

on physicians to do so. SCHS staff have recently

informed nonreporting or underreporting clinics

and hospitals of the law. Such efforts have in-

creased the percentage reported to the state com-
pared to AGI reports from 47% in 1974 to 74%
in 1976 (Table 1). The fact that several new abor-

tion clinics might open each year while others

close requires periodic efforts to insure complete

reporting by all abortion providers in Tennessee.
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Special Communication

The Army Doctor

JOSEPH G. BURD, M.D.

The medical profession at large seems to have

a confused notion of the Army doctor. Actually,

the doctor in the armed forces is in no way dif-

ferent from the doctor in private practice. He has

the same strengths and weaknesses as well as the

same professional and private life goals. The
sharp image of the regimented physician be-

comes rather blurred when compared with the

demands on the civilian doctor’s time. Try add-

ing hour for hour the hospital, general medical,

specialty, social, financial planning and other ob-

ligations plus the unnecessary hours given to

peer pressure.

The Army doctor is periodically relocated but

the moving expenses are paid by the government

and some families enjoy travel. For most
families this is not the most enjoyable part of

military medicine but the sense of duty that all

doctors must have seems to put this obligation in

a somewhat different light.

Military medicine has an unjustified image of

diminished prestige. This unmerited reputation

may have a bearing on the shortage of doctors;

this shortage of doctors in the military service

prompted this writing.

Emotional stress seems to grab the headlines

today. Suicide among Army doctors is virtually

nonexistent. Alcohol and drug impairment is re-

cognized and when present, treated. Physical,

intellectual, and emotional recreation is close at

hand and encouraged. The military doctor sees

more of his family, his children are in well-

disciplined schools, peer pressure is minimal,

expenses are graduated with income, and all in

all the emotional stress is less than in the private

sector.

How about the military doctor’s patients?

Among the advantages enjoyed is no profes-

sional liability, which means no defensive

medicine. He is respected, appreciated and

trusted. It might take a service man all of ten

minutes to identify an incompetent. It would

probably take another ten minutes to devise a

way to get rid of the incompetent doctor. The
military doctor is dedicated and merits the trust

given him. In spite of the shortage of doctors, he

is assured of his time off and thus is kept fit and

ready. Actually he is encouraged to pursue his

864

hobbies. Cost of treatment is no problem; he or-

ders what he needs for diagnosis and treatment.

Insurance coverage limitation is never a factor.

What about income? Like his brother in pri-

vate practice, he must provide for his family’s

current and future expenses. First, to copy a few
figures from the July 25 AM News, in 1977 a

doctor with year-end charges of $153,400 is used

as an example. Assume he is a 45-year-old prac-

titioner, working 55 hours a week; with that fig-

ure in charges on his books, due to federal taxes,

office expenses, shortfall in payments, etc. he

actually takes home $54,300. Also, compared
with retirement pay of a colonel with 20 years’

service (this is minimal), who has $16,000 a

year, the man in private practice must put $5,000
to $8,000 a year in a tax shelter to acquire a

$160,000 nest egg which at 10% would give the

same $16,000 yearly. Housing and subsistence

allowances, and post exchange and commissary
benefits add to the purchasing value of the Army
doctor’s dollar (21.5% plus). Nothing is said

about officers’ club versus country club ex-

penses. And how about peer pressure with cloth-

ing, home, transportation and entertaining in the

private sector? There really isn’t all that much
difference in the Army doctor’s pay and the real

return from the $150,000 a year practice.

Incidentally, the man or woman who qualifies

for his medical education graduates with an MD
degree and owes not one penny for his education.

On the contrary, he steps into a built-in practice

with an assured good income. The doctor who
qualifies for specialty training gets his pay,

builds up leave and longevity, and is assured of

the best training the country has to offer.

Not every would-be or practicing MD has the

personality or physical makeup needed to be an

Army doctor, but, from what I have seen, it is a

satisfying professional career. Added to the

above, the Army needs doctors and it is great to

be needed. r ^
6045 Bresslyn Rd.

Nashville, TN 37205

(Since retiring from private practice. Dr. Burd has

worked part time with the military for the better part

of 18 months. — Ed.)
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Radiology Case of the Month

STEPHEN P. HUMPHREY, M.D.; JENO I. SEBES, M.D.; and RANDALL SCOTT, M.D.

A 43-year-old black woman complained of shortness of breath. PA and lateral chest radiographs

were obtained (Fig. 1). Tomograms of the posterior mediastinum were later made and a representa-

tive section is shown (Fig. 2). What is your diagnosis?

(1) Paraspinal abscess

(2) Neurogenic tumor

(3) Intrathoracic meningocele

(4) Extramedullary hematopoiesis

(5) Hodgkin’s disease

Figure 1. PA and lateral chest x-ray.

Figure 2. AP tomogram of the mediastinum.

Notice the right-sided, lobular density as well as

the left paraspinous mass (arrows).

From the Department of Radiology, University of Ten-

nessee Center for the Health Sciences, 865 Jefferson Ave.,

Memphis, TN 38163.
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Radiographic Findings

The radiographs show bilateral, rounded, soft

tissue masses in the lower thorax; These den-

sities are paraspinous in the frontal projection

and overlie the thoracic spine on the lateral view.

This confirms their location in the posterior

mediastinum. The masses are discrete, show no

evidence of bone erosion, and have no calcifica-

tion. Additional radiographic findings include

multiple vertebral bodies with a biconcave con-

figuration and sclerosis of the centrally depressed

endplates, a coarsened trabecular pattern in the

ribs and shoulder girdle, and prominence of the

left ventricle. The nature of these lower thoracic

masses, in a patient with typical radiographic

findings of sickle cell disease, should lead to the

diagnosis of extramedullary hematopoiesis.

All of the other choices should exhibit

localized bone involvement. A paraspinous

abscess would not appear this discrete, might

contain calcium, and would likely be associated

with local vertebral body sclerosis and disc-space

narrowing. Neurogenic tumors are uncommon in

the lower thorax.* Intrathoracic meningocele, in

addition to causing localized vertebral body and

rib erosion, also is associated with clinical ab-

normalities of gait and neuromuscular function.

No such history was indicated in this patient.

Hodgkin’s disease is unusual in the posterior

mediastinum and is usually quite painful when
located there.

Discussion

Extramedullary hematopoiesis is most com-
monly seen in association with hemolytic

anemias such as thalassemia and hereditary

spherocytosis, but it has also been described as a

sequela to sickle cell disease.

A

variety of other

disorders such as myelofibrosis, rickets,

leukemia, Hodgkin’s disease, and car-

cinomatosis have also been implicated.*’^ Ex-

tramedullary hematopoiesis is a compensatory

effort to maintain an adequate rate of erythrocyte

formation when the blood-forming marrow is

nonfunctional. It usually occurs in areas of fetal

erythropoiesis, namely liver, spleen, adrenal,

thymus, lung, heart, renal pelvis, and even the

dura mater.^ The liver and spleen normally as-

sume the bulk of extramedullary hematopoietic

function but may not be adequate with rapid

hemolysis due to blood dyscrasia. As a result,

hematopoietic function may be relegated to

bizarre areas not typically associated with pro-

duction of blood elements. The favored site is

usually the thoracic spine at the level of T-8 to

T-12."

The locally hypertrophic erythropoietic tissue

forms a sharply demarcated, rounded or lobu-

lated mass. The mechanism whereby masses of

erythropoietic tissue form in the thorax is not

clear. The more plausible theories include forma-

tion from intercostal veins,® actual extrusion of

hypertrophied marrow from thinned posterior

ribs or vertebral bodies,^ and formation from

rests of erythropoietic cells that proliferate in re-

sponse to anemia."^

In summary, extramedullary hematopoiesis

usually occurs in congenital hemolytic anemias,

and is an attempt to maintain an adequate red cell

pool. As a result a soft tissue mass is produced.

The discrete margins of the mass, the location,

and the absence of bony involvement, calcifica-

tion, or pain aid in the differential diagnosis.

DIAGNOSIS: (4) Extramedullary hematopoiesis.
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EKG of the Month

W. BARTON CAMPBELL, M.D.

A 59-year-old woman was admitted to St. Thomas Hospital for evaluation of her coronary

vasculature. She had a history of angina pectoris for three years. Cardiac catheterization revealed a

diffusely hypokinetic left ventricle with ejection fraction of 40%. Tight focal stenosis was noted in

the anterior descending and right coronary arteries. Saphenous vein “bypass” grafts were anas-

tomosed to these vessels with resultant good flow. The surgical course was uncomplicated. An
electrocardiogram was taken 12 hours following surgery (Fig. 1).

From the Department of Cardiology, St. Thomas Hospi-

tal, Box 380, Nashville, TN 37202.
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Discussion

The electrocardiogram shows a regular rhythm

at a rate of 107/min. The P waves are upright in

lead I and a “spike” precedes the P waves. This

spike is well seen in nearly all leads and is caused

by depolarization of an atrial pacemaker. The
pacemaker sets the atrial rate at 107/min. P
waves following the pacing spike are fairly well

visualized, especially in leads I, aVR and aVL.

The QRS complex is wide, with a duration of

0.14 seconds. Wide QRS forces result from im-

paired intraventricular conduction. Most in-

traventricular conduction delays may commonly
be categorized as resulting from right or left bun-

dle branch block. The longest QRS interval in

any of the three standard extremity leads is mea-

sured and should equal or exceed 0.12 seconds

(120 msec) for the diagnosis of bundle branch

block. (The duration may vary from lead to lead

because the initial or terminal QRS forces may
be perpendicular to a particular lead and may
therefore not be seen.) The QRS complexes in

this tracing disclose a classical pattern for left

bundle branch block. Note that the forces are

entirely leftward (no Q or S waves are noted in

standard lead I or in V^). Note also that the forces

are prominently posterior with deep Q wave in

V, and prominent S wave in V2, V3, and V4.

Characteristically in left bundle branch block the

lateral precordial leads have inverted T waves

whereas those in the right precordium are upright

and usually prominent. The intrinsicoid deflec-

tion (measured in the lateral precordial leads) is

usually in excess of .08 seconds (80 msec).

The presence of left bundle branch block alters

the initial forces of the electrocardiogram and

may mask anterior or anterolateral infarction but

Q waves in aVF have been found to correlate

strongly with inferior infarction.* Although left

bundle branch block is commonly seen in people

with ischemic heart disease, hypertensive heart

disease, or cardiomyopathies of varying etiology,

occasionally left bundle branch block may be

seen in people with otherwise normal hearts. In

these instances it may be associated with a com-
pletely normal life span.

A classical ascultatory finding with left bundle

branch block is reversed splitting of the second

heart sound (a second heart sound which

becomes single with inspiration and splits on

expiration). This is due to the delay in left ven-

tricular activation. It has been shown that the

preejection period of the left ventricle is mark-

edly prolonged with left bundle branch block.

^

This abnormal left ventricular conduction is

commonly associated with a characteristic

paradoxical motion of the left ventricular septum

(easily demonstrated echocardiographically).

This abnormal septal motion consists of a pre-

ejection posterior displacement of the septum fol-

lowed by the paradoxical (anterior) septal motion

during mechanical left ventricular systole.

(Normally the septum visualized below the level

of the mitral leaflets moves posteriorly

throughout systole.) The mechanism responsible

for this paradoxical septal motion appears to be

early activation of the right septum with sub-

sequent relaxation of this area during the delayed

activation of the remaining left ventricular mus-

culature.^

CONCLUSION

:

(1) Atrial pacemaker —
functioning normally; (2) left bundle branch

block. r ^
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Mental Health Report

Indochinese Refugees in Tennessee

JEANE PERKINS CHAPMAN, Ed.S.

“Imagine that America has fallen. Your home-

land is conquered and occupied by hostile forces.

The threat of enemy retaliation, rampant disease

and starvation jeopardize your family’s ex-

istence. You, your spouse and four children

would have to leave your parents, an ex-

ceptionally close-knit extended family, and all

your friends behind to face an almost certain

death. You try anyway. During the escape your

two youngest children die of starvation. After

months in a refugee camp where your spouse

dies of a respiratory disease, you and your two

children are resettled in an Oriental country.

“Suddenly you are a stranger in a strange

land, an alien minority unsure of your welcome.

You don’t speak the language. You are barraged

daily by sights, sounds, tastes and attitudes that

are totally foreign. You have no money and own
nothing. Worst of all you grieve for the spouse,

children, country and the way of life you lost.

You worry constantly about your parents suffer-

ing under the repressive regime in America and

you are crushed by guilt at having survived when
so many of your compatriots died. How do you

fare?”*

The excerpt above is taken from “The Newest
Americans” and is presented here as an introduc-

tory exercise in empathy focusing upon the plight

of the Indochinese refugee in America. “In-

dochinese refugee” is defined by the Immigra-

tion and Naturalization Service as a Vietnamese,

Cambodian or Laotian national who voluntarily

came to the United States.

^

The term “Indochinese” is used to refer to the

following subgroups: Vietnamese, Ethnic

Chinese, Laotians, H’Mongs, Cambodians or

Khmers, Black Thais and Nungs.

From the Tennessee Department of Mental Health and

Mental Retardation, Nashville. Ms. Chapman is Director of

the Consultation/Education and Prevention Program at the

Midtown Mental Health Center, Nashville.

While it is difficult to give the exact number,

current statistics (Sept. 18, 1980) from refugee

reports indicated that there are approximately

4,056 Indochinese refugees in Tennessee. They
have been resettled in various areas of the state,

with the greatest concentrations in Memphis and

Nashville respectively (Table 1).

The Indochinese refugee has experienced pro-

longed conditions of physical and emotional

stress brought on by a combination of “crises”

or “stress producing events” such as the violent

uprooting from their homeland, separation from

and loss of family and friends, long waiting

periods and uncertainty regarding resettlement,

language and cultural differences in the new
“homeland,” problems of housing, and unem-

ployment. Stressors such as these, according to

Hollister,^ may threaten survival, threaten emo-

tional security, defeat expectations, and over-

whelm coping capabilities. Such conditions

cause vulnerability to debilitating problems, both

physical and emotional, which “reflects a pro-

found instability in the refugees themselves.”**

While there is evidence to suggest that the In-

dochinese refugees experience tremendous

stress, traditional cultural practices and values

restrain the refugees from seeking help from

mental health centers. Family loyalty, interde-

pendence, Buddhist and Confucian beliefs that

encourage passivity, personal reserve, and sto-

icism are factors that have led to underutilization

of traditional intervention systems. It is impor-

tant to note that the family is the primary social

unit for the Indochinese refugee, and there is

great reluctance to going outside of the family

unit to seek help or to admit to “strangers” the

existence of emotional problems.

In addition to these reservations and restraints

on the part of the refugees to seek services, men-

tal health centers are frequently handicapped by

language difficulties, lack of knowledge about

Indochinese culture, and lack of information re-

DECEMBER, 1980 869



garding special mental health needs of the refu-

gees.

The Department of Health and Human Ser-

vices Indochinese Refugee Assistance Program
(IRAP) has provided most of the special funding

developed to improve the service delivery capa-

bilities of mental health centers in or near

Indochinese communities. In October, 1978, the

mental health center now known as Midtown
Mental Health Center was one of 37 public and

nonprofit agencies awarded one-year grants de-

TABLE

1

BREAKDOWN BY SUBGROUP AND LOCATIONS
STATEWIDE OF REFUGEES SPONSORED BY THE U.S.

CATHOLIC CONFERENCE AS OF SEPTEMBER 1, 1980

Cities West of the Tennessee River

Memphis Vietnamese 725

H’Mong 500

Lao 170

Cambodian 95

Selmer Vietnamese 12

Jackson Vietnamese 5 Families

Union City Vietnamese 3 Families

Dyersburg Vietnamese 1-2 Families

Cities East of the Tennessee River

Nashville Vietnamese 278

Lao 578

H’Mong 176

Murfreesboro Vietnamese 5

Lao 560

Cookeville Vietnamese 36

Lebanon Vietnamese 11

Chattanooga Vietnamese 203

Lao 32

Cambodian 61

Madisonville Lao 30

Dayton Vietnamese 25

Tri-Cities Vietnamese 16

Knoxville Vietnamese 298

Cambodian 6

Oak Ridge Vietnamese 26

signed to assist in refugee resettlement in the

United States. After an extensive planning period

the project became operational in November,
1979.

One of the major goals of the project was to

identify mental health problems so as to facilitate

improved service delivery. While data from the

local refugee needs assessment conducted by

project staff is incomplete, experience over the

last year indicates that the local refugees have the

same emotional problems as refugees in other

parts of the United States. Those problems have

been identified in the National Mental Health

Needs Assessment of Indochinese Refugee Popu-

lationsf conducted by the Bureau of Research

and Training, Pennsylvania Office of Mental

Health. Listed in order of frequency, the iden-

tified emotional problems are depression, anxi-

ety reactions, marital conflicts, intergenerational

conflict, school adjustment problems, and

psychosomatic illnesses such as fatigue, dizzi-

ness, weight loss, nausea, headaches, chest pains

and insomnia.

The age group 19 to 35, particularly young

single men, is considered the most vulnerable to

depression and anxiety, while the age group 36

to 55 is reported to be the second most vulnerable

group to depression, anxiety and family con-

flicts. Refugee children of school age and per-

sons over 55 years of age are also identified as

groups needing special consideration.

Although the IRAP-funded Midtown Mental

Health Center project will end in November,

1980, the Mental Health Center will continue to

provide consultation and education services to

the general community and to the support groups

established in the Indochinese community.
Printed materials such as booklets and brochures

and an audiovisual presentation will be available

upon request to health care providers, sponsors,

volunteers, human services professionals, and

other people interested in the local Indochinese

population. r .P
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George A. Zirkle, Jr.
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Changing Times

I am not talking about the title to a very interesting Kiplinger financial

magazine but the changing scene taking place in the medical environment in

which each of us practices.

Louis Rukeyser, the financial reporter, in a recent news article quotes,

“Bye, Bye, national health insurance; Hello, free enterprise on the Ameri-

can scene.”

That’s the real story behind the election year oratory about the nation’s

health. All in all national health insurance for 1980-81 promises to fall into

the “more smoke than fire” category. Due to cost-conscious critics from

both political parties. Senator Kennedy’s proposal has received very little

support. After a generation in which the United States seemed to be tilting

ever more toward socialized medicine, it now seems clear that the 1980s are

likely to see an extraordinary change toward better patient care and better

financial gains, too.

The change, which has important implications for patients, physicians,

and other providers of health care, has its roots in two emerging realities.

The first is recognition that the government’s growth has already been

wasteful and excessive, harming the nation’s economic vigor without pro-

viding the promised improvements in benefits and service. The govern-

ment’s share of health care spending has stopped growing at its once rapid

and expansive pace. Since 1975 the growth of private spending in the health

care field has grown considerably. The second emerging reality is that the

opportunity for the exercise of private cost efficiency in medical care has

been widened by the trend of the last 15 years, away from a traditionally

labor-intensive industry to one emphasizing capital and technology— and

thus one with more room for large, specialized entities (i.e., kidney dialysis,

CAT scan, cardiac bypass) able to provide services at the lowest possible

cost.

Space-age business technology has been added to what was an old-

fashioned nonprofit industry. Private medical management companies are

demonstrating impressively that they can be the patient’s friend also by

improving the quality of care and providing cost awareness too.

Sincerely,

PRESIDENT
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Oh, Come, All Ye Faithful—
1b the Stores

Several years ago I complained in print that

here in the middle of November I was faced with

the chore of writing a Christmas editorial; how
does one, I asked, get in the mood at such an

early date? Well, with our new production

schedule my Christmas editorial goes to press

even earlier—on November 1, in fact. (Theoret-

ically. As the first is on a Saturday it will not be
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due until November 3.) So here 1 go again. In-

stead of being harder, though, it has actually got-

ten easier.

Last August, somewhere around the first of

the month, I was walking through the shopping

area in Laguna Beach, California, “when what

to my wondering eyes should appear but a mini-

ature sleigh and eight tiny reindeer.” It’s a fact!

There they were, in the window of a shop with

tinkling bells hanging in an open doorway be-

yond which were all sorts of Christmas trinkets

and baubles made in the Far East. A sort of

Christmas festival was going on inside, and I

found this happens each August— a sort of

primer, you might say. I have long thought the

Christmas season would one day start just after

the Fourth of July. It isn’t quite there yet, but the

first week in August is getting close.

And then the other day — October 30, to be

exact — the view from my hotel window, which

faced onto a small park in downtown St. Louis

near Busch Stadium, included a man in a

“cherry picker” busily stringing lights on trees.

I have a notion he wasn’t doing it for Halloween.

If all that isn’t enough, for a couple of months

now I have been looking through Christmas cat-

alogs from all the mail order houses which are pro-

liferating over the country. The.stage is set, then,

and not only is it easy to call Christmas to mind

on this second day of November, but it is mighty

hard to forget it, should one be of a mind to.

Having said all that, I am about ready to end

this editorial and start writing about Independ-

ence Day, which after all is only nine months off.

But I have a few shots still left in my Christmas

gun, and we have a few minor items, such as

Election Day, to get through before we can leave

1980. Maybe by 1984 we will have just one long

Christmas season beginning with the post-

Christmas sales on December 26. It boggles the

mind.

Let’s see. Where was I? Having come in off

the oceans of persiflage and pettifoggary, I have

a gift I want to pass on to all our readers, writers,

and workers. By the time you get this, it will be

proper Christmas season. It is about the only gift

I can put in these pages, and that gift is my
sincere thanks for making it possible for us to

stay around. Without our contributors we would

have nothing to publish. Without our staff we
could not publish it. And, finally, without our

readers there would be no use in publishing

it— and anyway the Board would abolish the

Journal altogether and I would lose my job. So I
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take this year-end opportunity to thank you all,

with the prayer that the Author of every good and

perfect gift will bless and keep you, and that He
will make His face to shine upon you, and be

gracious unto you, and give you Peace.

J.B.T.

On Hanging It Up

It is said that physically it is all downhill after

age 35, which is the halfway mark for our allot-

ted three score and ten. There are certainly indi-

cations it is so, the latest being the ignominious

fall of an erstwhile heavyweight boxing cham-

pion of the world who, not being content with his

record three crowns, tried to make it four.

Being over the hill is relative. It would be a

serious error to think Mohammed Ali is not still a

superb athlete. At age 38, he is over the hill only

insofar as being the world heavyweight cham-

pion is concerned. He could still lick any kid in

the block, or for that matter in almost any

block— except the one where Larry Holmes
lives. Such is the legend of Mohammed Ali that

he will certainly be remembered as a great

champion. It is sad that he chose to push his luck

a little too far, asking his body to perform in a

way it no longer could, so that lurking in the

back of the mind of even his most ardent admirer

will be the painful memory of the time he was
only almost the greatest, the result of just an

infinitesimal loss of timing, of only a mil-

lisecond’s diminution in speed.

It happens to us all. Loss of timing shows up

in every area. Names come less easily, and in-

stead of the quick “Bill! How are you?’’ there is

the struggle for that extra moment it now takes

for the synapses to work, making it come out,

“Why, hello, there, old buddy; how in the world

are you. Bill?’’ (or sometimes it comes out

“Joe,” maybe with a saving, “I mean Bill,”

tacked on the end. And maybe not.)

You young folks, don’t laugh; your time will

come! But that isn’t really very serious. Le mot
juste just takes a little longer as the corpora

amylacea replace the neurons one by one, and

finally, like Ali’s glove, it comes just a little too

late for a successful parry. Which also is why
some of us now prefer to write editorials or es-

says rather than to give speeches.

I didn’t write this editorial, though, to expose

my trade secrets, or to compose an elegy to “The
Greatest.” Self-preservation in the ring requires

that a boxer be quicker than his opponent. When
he no longer is, he had better take up a sport like

golf, where he can take his time to get set.

Not every physical activity requires strength

and speed; no more does every intellectual activ-

ity require mental agility. Every individual needs

to take stock from time to time and assess his

capabilities in relation to his duties. Experience

allows an athlete to compensate somewhat for

loss of physical prowess, and all of us for synap-

tic sluggishness. But it is not always enough.

Staying in the ring too long results in scram-

bled brains, but the ultimate loser is only the

boxer. When it comes to doctors, though, lives

are at stake. We all know colleagues who have

stayed too long in the position they presently fill.

Shaky hands and failing vision limit effective-

ness in some areas, and dictate a change; but that

does not necessarily imply retirement from prac-

tice.

One of the beauties of medicine is that it af-

fords a variety of activities, from which one can

usually be chosen where remaining talents can be

put to good use in the service of patients, col-

leagues, and society. Experience, which is a

function of having been around awhile and seen a

lot, spawns wisdom, of which society is robbed

by mandatory or premature retirement.

Just as physical inactivity leads to muscle at-

rophy, demineralization of bones, and eventually

invalidism, so mental inactivity results in senil-

ity. It seldom happens the other way around.

There are plenty of neurons and synapses to take

over the function of any that are lost, and they

will, too, so long as they are stimulated to do so.

Neural impulses slow with age, resulting in loss

of speed and timing, mental and physical, but

both body and mind are good for a lot more —
and for a lot longer— than most of us ever get out

of them.

Barring disaster resulting from disease or

physical trauma, the brain will function so long

as the body will hold it up and feed it, and the

mind will work apace, needing only to be di-

rected into productive channels, channels suited

to current capacity, so that society can profit

from its experience.

It is sad to watch a friend or colleague who has

held on too long. It is equally sad to see a good

mind with lots of experience turned out to pas-

ture. We should allow neither.

J.B.T.
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Oh, Beautiful for Spaciousness

The years between the two world wars, which

seemed long then but actually were only a few,

gave birth to two paens of praise to this

ndiiion—America the Beautiful and God Bless

America. They dwell on the prairies, the purple

mountains’ majesty, the oceans white with foam,

the spacious skies, the amber waves of grain, the

fruited plain, and so on. They were written be-

fore air travel was common, and when the earth

was seen from above it was from altitudes of

only five to ten thousand feet.

I was thinking on this as I looked out from

30,000 feet on one of the most magnificent and

colorful sights our continent affords — the morn-

ing sunlight slanting over the sparsely settled

countryside westward from Oklahoma City to-

ward Albuquerque and on to the coast. It is an

artist’s palette of soft reds, beige, olive drab and

green worked into a pattern of wild beauty which

man is incapable of duplicating or even depict-

ing. I was the only one who seemed to be look-

ing; all the other passengers were absorbed in

their various pursuits. Most of them were sea-

soned travelers who had seen it all many times

before. Every time I see it, though, I realize I

have never seen it just that way, calling to mind

God’s words in the book of the Revelation, “Be-
hold, I make all things new.’’

At the moment I am looking down into a vast

green-floored crater several miles across, its

orange and green outer slopes climbing gradually

from the desert floor. To the west is a serpentine

escarpment, streaked with red, beige, and white,

and topped with an immense flat mesa. Branch-

ing, folded ridges and twisting, glistening

streams reddened by the Aztec sandstone inter-

rupt the vista, with sporadic signs of puny man
appearing as a patchwork of cultivated fields and

grids of intersecting streets, from which lone-

some pale streaks of highway wander off into the

wilderness.

There is no question but that this is all better

appreciated by viewing it from the calm, cool

security of the aircraft than by facing it in its

barren splendor. From below, it is barren, but it

is also splendid. This desert, this wilderness, is

to be approached as one approaches God — with

awe and dread at its power and immensity, but

with respect and love for its infinite beauty —
always constant but ever renewed— not just from

the heights, but also from the depths. Who has
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not marveled at the exquisite patterns of the

desert floor seen close-up at Badwater, in Death

Valley, over 200 feet below sea level, or the

acres of branching spiny Joshua trees in the

Sonoran high desert near Palm Springs? Who has

not paused in silent awe on the brink of the

Grand Canyon or on the bluff overlooking the

jagged clefts of Brice Canyon or the Cedar

Breaks? Clumps of vivid California poppies dot

the desert floor; bright blossoms soften the in-

hospitable face of thorny succulents. And scat-

tered about the dry vastness are those inexplic-

able moist, green havens, the oases of Furnace

Creek, Cottonwood Springs, and their sisters.

Marston Bates has referred to man as at once a

part of Nature and a disease of Nature, perhaps a

fatal disease. Man’s ambition as he proliferates

and spreads like creeping tentacles over the face

of the earth is to make the desert blossom like the

rose, not recognizing that in its own way the

desert’s beauty already at least equals that of

the rose. Centuries ago Francis Bacon, the father

of modern science, exclaimed that “Force

maketh Nature more violent in Returne.’’

Through overgrazing and clearcutting of adjacent

lands the Sahara Desert is inexorably extending

its boundaries. The deep wells which irrigate our

desert are creating vast, deep caverns which

spawn earthquakes. Although some of Nature’s

reactive violence has been predicted but ignored,

we do not know what Nature will do in return for

many of the things we do. What of the COj we
continue to dump into the atmosphere — will it

lead to a new ice age, or will it warm and then

flood the earth as the polar ice cap melts— or

neither?

Our temerity in believing Nature will be tamed

is at the same time ludicrous and tragic. If view-

ing the wilderness from an altitude of

30,000 feet— not to mention of a hundred or so

miles — teaches nothing else, it should proclaim

the vastness and endurance of God’s universe—
even our own minute fragment of it. In our au-

dacity we speak of making a cinder of the earth.

Although we now have the power to incinerate

all evidence of man’s existence on this planet,

the earth will doubtless survive that just as it has

survived cataclysms which far outstrip anything

man can devise.

I’m betting on the earth. And I’m betting it

will always be beautiful, too, even though there

may be no one around to enjoy it.

J.B.T.
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Sightseeing and Lifeseeing

Can’t see how goin’ south of 128th

Street ever made anybody’s life better.

—Dorothy, in The Wiz

Few naturalists seem able to write anything

intelligible to the average reader. Exceptions are

Loren Eiseley and Marston Bates, who suspect

the scientist’s inability to communicate is fre-

quently deliberate, so as to make science, as

Bates puts it, “a rather mysterious affair, culti-

vated by a special priesthood, guarded by an un-

intelligible jargon.” They have an uncontrollable

habit. Bates suggests, of ‘‘spewing out an inky

cloud of Greek terms behind which any meaning

can hide.”

There are a blessed few scientists who are ar-

tists as well, who, often writing or drawing for

their own amusement, are able to both titillate

and educate the layman. Perhaps it is the sheer

ponderous mass of current scientific knowledge

that founders the rest, and maybe it was the joy

of slowly and carefully unveiling vast new fron-

tiers that inspired the early writers, of whom
Bates and Eiseley are the spiritual heirs.

One of my favorites of those writers is

William Bartram, a naturalist who traveled

through the southeastern United States before

they were that, in the middle to late 18th century.

He savored every flower, every tree, every

stream— even every insect that bit him — and de-

scribed it as a poet describes his love. But then,

he had the time to deliberate. The going was
slow, on foot, and often through dense under-

brush. What better way to get one’s breath than

in contemplating the beauty of, say, an oleander?

And there was no TV— not even radio — at his

campfire at night to distract his thoughts and blur

his recollections.

Last month, I covered more territory in two

weeks than Bartram ever dreamed of, certainly

more by severalfold than he covered in his entire

life. I am not knocking it, because I went to

places I have always wanted to see, but every

now and then I had a feeling I was not really

there, and since my return I have had a vague

sense of not having really been to Japan, Hong
Kong, Singapore, and Malaysia, although all the

evidence indicates otherwise.

Like Nashville, Los Angeles, California, is

celebrating its bicentennial. By Los Angeles I

mean— Angelinos mean— not the urban sprawl

covering large chunks of Southern California,

now the United States’ second city which in-

cludes a large number of incorporated entities,

but the central city, Pueblo de los Angeles,

which until a few years ago had drifted down and
was close to out. It is being rejuvenated, but as

what I’m not sure. It is mostly a sterile mass of

skyscrapers, but its designers have shown a lot of

imagination in constructing interconnecting

broad plazas, some of them covering entire

blocks, often many stories above the street,

which with underground shopping malls make
good use of the hilly terrain and tiered highway
system. But at night the streets are as empty as

the canyons in the surrounding mountains—
emptier, because the sides of those canyons are

filling up with houses. What people remain are

closed up in their hotels with their TV sets.

Although there is plenty to do and see else-

where in Southern California, Los Angeles holds

little attraction for the sightseer. You can see it

all in a couple of hours. Since it’s hard to get

from L.A. to Nashville on a Saturday afternoon,

I set aside that time after a recent meeting to do

the town, so to speak. After a walking tour of the

Plaza, where the city started, and a walk through

Chinatown, a little to the north, as I made my
way back downtown through what is generally a

sterile area of glistening government buildings I

found the broad streets closed to ve-

hicular traffic and awash with a sea of people

who spilled over into the spacious lawns which

break the granite monotony. The streets were

lined with booths selling all manner of food and

drink and objects of arts and crafts, and on the

various malls and parking lots were ten stages

featuring a variety of entertainment, a part of the

third annual street festival which began as a part

of the bicentennial celebration.

Although California has been referred to with

some justification as the land of the fruits and the

nuts, it is hard to find a friendlier place. Perhaps

such a street festival appeals only to tourists and

what has been called the great unwashed, but I

found many of the crowd I joined on the steps of

City Hall to listen to a concert by the Los

Angeles Philharmonic Symphony Orchestra

were neither. Many of them were regular sub-

scribers who had come as families with children

of various ages to join the fun and hear their

orchestra. It reminded me of the Centennial Park

Concerts of the Nashville Symphony. A few

blocks away on the Plaza, the Latinos were hav-

ing a festival of their own, with mariachi and

marimba bands and so on, and the two crowds
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were spilling over into one another. I was seeing

life close up and interacting with it, quite a con-

trast to most of our trip to the Orient, and not at

all what I expected in a city which has not been

one of my favorite places, because generally I

am a sightseer. It is what you may find if you

look to people instead of places.

It is a not very modem truism that travel is

broadening. It can show you both how the other

half has lived — maybe millenia ago — and how
the other half lives now. In many instances there

is little difference anywhere along the line. There

is sightseeing and there is lifeseeing. The former

is more peaceful as it requires no decisions and

no involvement— only intellectual acquiescence

or dissent. On the other hand, although it is

possible —just barely — to remain aloof, lifesee-

ing requires comparisons, demands involvement,

and may insist on personal decisions. That is the

whole world out there mentioned by Dorothy in

that delightful musical adaptation of Frank

Baum’s The Wizard of Oz, not a world of sights

but of people. It is not always a comfortable one,

but it is edifying. The world of sights is infinitely

vast, and ever expanding into space. The world

of people is oh, so small — and it is shrinking. It

is small because, as John Donne once said, “No
man is an island. . . . Every man’s death di-

minishes me.’’

J.B.T.

To the Editor:

It is 5:20 p.m. I am tired after seeing a number of

patients. I sat and read your editorial, “Caveat Emp-
tor’’ (J Tenn Med Assoc 73:673-674, 1980).

It is a well-written and superb editorial. I have read

several like it over the years but such thoughts seem to

be foreign to the thought of most Americans. Surely

someone will write you and say you’re trying to re-

vive a “cold war’’ mentality or your ideas are simplis-

tic or you’re a closet militarist. I must be fearful for

our freedoms.

My father came from Palestine at age 17 to escape

the Turks. I don’t say that I appreciate freedom more
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than most Americans but perhaps 1 am more cogni-

zant of it.

Are we as self-reliant a people? Do we still have the

will? I pray to God we do.

I enjoy your editorials. They are uplifting.

Joseph W. Harb, M.D.
939 Emerald Ave.

Knoxville, TN 37917

Chester Gordon Adams, age 74. Died October 6,

1980. Graduate of the Royal College of Physicians

and Surgeons in Edinburgh, Scotland. Member of

Chattanooga-Hamilton County Medical Society.

Elmer S. Eddins, age 72. Died August 2, 1980.

Graduate of University of Tennessee College of

Medicine. Member of Memphis-Shelby County Med-
ical Society.

Garth E. Fort, age 66. Died October 21, 1980.

Graduate of Vanderbilt University School of

Medicine. Member of Nashville Academy of

Medicine.

Harold Ernest Messinger, age 53. Died August, 1980.

Graduate of Loma Linda University School of

Medicine. Member of Chattanooga-Hamilton County

Medical Society.

neui membcf/

The Journal takes this opportunity to welcome these

new members to the Tennessee Medical Association.

BLOUNT COUNTY MEDICAL SOCIETY
C. Dale Elliott, M.D., Maryville

CAMPBELL COUNTY MEDICAL SOCIETY
John E. Brewer, M.D., Jellico

CHATTANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY
Harvey Daniel Bowden, M.D., Chattanooga

Tien Hsin Cheng, M.D., Chattanooga

Foster T. Hampton, III, M.D., Chattanooga

Charles L. Suggs, III, M.D., Chattanooga

FRANKLIN COUNTY MEDICAL SOCIETY
Joseph A. Little, III, M.D., Monteagle
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GREENE COUNTY MEDICAL SOCIETY
Gordon L. Marsa, M.D., Greeneville

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY
Harvey Brian Balfour, M.D., Memphis
Micky L. Busby, M.D., Memphis

Sam Jones Cox, III, M.D., Memphis

John Lawrence Gunn, M.D., Memphis
Sylvia Ann Hall, M.D., Memphis
Ronald D. Lawson, M.D., Memphis
Thomas E. Long, M.D., Memphis
MarkD. Novick, M.D., Cordova

John F. O’Connell, M.D., Germantown

Joseph A. Rothschild, M.D., Memphis

NASHVILLE ACADEMY OF MEDICINE
Maurice C. Barnes, Jr., M.D., Donelson

Glenn Gollobin, M.D., Nashville

Veena K. Gupta, M.D., Nashville

James R. Head, M.D., Nashville

Stephen A. Heimberg, M.D., Los Angeles, CA
William D. Johnston, M.D., Nashville

Georgia D. Montouris, M.D., Nashville

Wallace W. Neblett, III, M.D., Nashville

Martin I. Perlmutter, M.D., Nashville

Nancy C. K. Robinson, M.D., Nashville

Jeffrey C. Roche, M.D., Nashville

Bruce M. Smith, M.D., Nashville

Gary D. Swanson, M.D., Nashville

Robert F. Torstrick, M.D., Nashville

Robert T. Webb, M.D., Madison

Kaye T. Whitaker, M.D., Nashville

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY
C. Nicholas Caster, M.D., Coalfield

WASHINGTON-CARTER-UNICOI COUNTY
MEDICAL ASSOCIATION
Alton Joseph Morris, M.D., Johnson City

pcf/oiMil new/

Fenwick Chappell, M.D., Memphis, medical director

of the Baptist Hospital emergency department, has

been installed as the 1980-81 president of the Mem-
phis Civitan Club.

John W. Ellis, M.D., Trenton, has been elected presi-

dent of the medical staff of Gibson General Hospital

for 1980-81. Other officers elected include James

Bradley, M.D., vice president; and John Green,

M.D., secretary.

Alvin Thornton Hicks, M.D., Camden, was honored

in October when Benton County commemorated the

50th anniversary of Dr. Hicks’ “unfaltering loyalty in

attendance to the needs of all who called upon him.’’

James C. Prose, M.D., Knoxville, director of the

emergency department at East Tennessee Baptist

Hospital, has been appointed a member of the Emer-

gency Medical Service Advisory Council by Gov.

Lamar Alexander. Dr. Prose, a surgeon and member
of the American College of Emergency Physicians,

was named to a four-year term to the council, which

recommends improvements and regulations for emer-

gency medical services in Tennessee.

TMA Members Receive

AMA Physician’s Recognition Award

Twenty-eight TMA members qualified for the

AMA Physician’s Recognition Award during

August and September, 1980.

To qualify for the PRA, a minimum of 150

hours of continuing medical education must be

earned over a three-year period; 60 of these

hours must be Category 1

.

This list does not include members who re-

side in other states. Names of additional PRA
recipients will be published as they are received

from AMA.
George Franklin Bale, M.D., Memphis
James Andrew Bookman, M.D., Madison

Elaine M. Bunick, M.D., Oak Ridge

Arkom Buranapiyawong, M.D., Memphis

James Edmond Burnes, M.D., Madison

John Wilson Campbell, M.D., Knoxville

Vernon M. Carrigan, M.D., Clarksville

Jack Crowley Clark, M.D., Crossville

Richard John Davis, M.D., Nashville

David Bryan Dodson, M.D., Chattanooga

Eugene Warner Gadberry, M.D., Memphis
Gary Samuel Gutow, M.D., Nashville

Warren G. Hayes, M.D., Springfield

Paul Wilfried Hoffmann, M.D., Maryville

Roger Lee Jackman, M.D., Lebanon

Joseph C. Lougheed, M.D., Memphis
Harold Arthur McCormack, M.D., Memphis

Charles Ernest Morton, M.D., Nashville

Terry Lewis Myers, M.D., Johnson City

Marvin Myer Nathan, M.D., Chattanooga

Ward Chester Parsons, M.D., Millington

Grady Edward Rozar, M.D., Athens

Joseph Wilburn Scobey, M.D., Madison

Montie E. Smith, M.D., Selmer

Robert William Trotter, M.D., Athens

David Thomas Upchurch, M.D., Oak Ridge

Ralph Edwards Wesley, M.D., Nashville

Terry Jeff Williams, M.D., Millington
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Dr. William 0. Milier

Presented Hospital Association Award

for Community Service

Dr. William O. Miller, Jr., Knoxville, (left) receives the Ten-
nessee Hospital Association’s Community Service Award
from incoming THA Chairman, Leonard Fant, Chattanooga.
(Photo courtesy of THA.)

William O. Miller, M.D., a practicing urologist in

Knoxville and a charter member of the Tennessee

Voluntary Health Care Cost Containment Panel, was

presented the Tennessee Hospital Association’s award

for Community Service during the organization’s

42nd annual meeting in Nashville in October.

In presenting the award to Dr. Miller, Leonard

Fant, executive vice president of Erlanger Medical

Center in Chattanooga and incoming chairman of the

THA Board of Trustees, said, “Dr. Miller has played

a vital role in helping all of our hospitals learn new
ways to contain health care costs. We want to recog-

nize him for this work which extends beyond the

walls of the hospital and the city. He has set a tremen-

dous example for all physicians, and it is indeed a

pleasure to honor him tonight by presenting him with

the Tennessee Hospital Association Community Ser-

vice Award.’’

According to John K. Miles, former president of

the Knoxville Area Hospital Council, Dr. Miller has

done an outstanding job of encouraging cost contain-

ment activities in the area, at considerable personal

sacrifice.

Dr. Miller is president of the Knoxville Academy
of Medicine, a TMA delegate to the American Medi-

cal Association, and a former trustee and chairman of

the Board of the Tennessee Medical Association.

From the AMA's Office in Washington, D.C.

Spades at Work for Lame Duck

All has not been completely quiet on Capitol Hill

during the election recess. During the six-week inter-

val, congressional staffs have been meeting in an ef-

fort to seek compromise solutions that can be worked
out when their lawmaker bosses return. Major
spadework is taking place on the Health Manpower
bills approved by the House and Senate in versions

that differ widely. Both bills reduce capitation aid to

medical schools, but in different fashion. Members of

the Senate Health and Human Resources and House
Commerce Committees would like to send this bill

out of Congress this year in order to avoid taking up
the complicated issue in the next Congress.

Speculation on what might be accomplished by the

“lame duck’’ session includes:

• A try will be made to secure agreement on the

controversial biomedical research legislation that

for the first time gives Congress clear authorizing

power over the National Institutes of Health.

• The administration’s embattled Child Health As-

surance program, expanding Medicaid coverage for

the poor children and pregnant women, will proba-

bly be acted on early in the postelection session in

the Senate. Antiabortion amendments threaten

House-Senate agreement, but there is a chance.

• The bill providing privacy protection for patients’

medical records in hospitals probably will have to

be carried over into the next session.

High Court Torpedoes Laetrile

The Supreme Court has delivered the latest defeat

to the controversial drug laetrile as an anticancer

product by refusing to interfere with a lower court

ruling that the drug cannot be “grandfathered’’ into

general use as a cancer treatment.

The justices left standing a federal appeal court

ruling that laetrile did not qualify for an exemption

under 1962 Drug Act Amendments.
The high court also left intact the Appeals Court

ruling that the privacy rights of cancer patients to

choose their treatment were not violated by denial of

laetrile.

In June 1979, the Supreme Court upheld the federal

government’s authority to ban distribution of laetrile,

reversing a lower-court decision allowing terminally

ill cancer patients to obtain the substance.
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Food and Drug Administration officials say laetrile

has no value as a cancer cure, but the National Cancer

Institute last July began clinical testing of it on pa-

tients. The results are not expected until next year.

Twenty-one states have legalized the product.

Tampons for Toxic Shock

The Food and Drug Administration has proposed

that a label on tampons warn women that tampons

have been linked to the toxic shock syndrome.

Major manufacturers of tampons have indicated

they will voluntarily put warning labels on their prod-

ucts. The FDA wants to make the rule mandatory.

The FDA said all brands of tampons have been

associated with the disease.

The proposed label would say:

“WARNING: Tampons have been associated with

toxic shock syndrome, a rare disease that can be fatal.

“You can almost entirely avoid the risk of getting

this disease by not using tampons. You can reduce the

risk by using tampons on and off during your period.

“If you have a fever of 102 degrees or more, and

vomit or get diarrhea during your period, remove the

tampon at once and see a doctor right away.’’

V.A. Health Files Declared

Confidential

President Carter has signed into law legislation al-

lowing the Veterans Administration to keep confiden-

tial certain VA hospital peer review files in the face of

freedom information requests for information. The

provision was sponsored by Sen. Herman Talmadge

(D-Ga.) when a VA hospital, faced with such a re-

quest, argued that full disclosure could jeopardize the

entire peer review process.

FDA Asks Caffeine Study

The Food and Drug Administration has asked the

food industry to study the safety of caffeine as an

added ingredient in soft drinks and other products.

The agency has proposed that caffeine-free cola

drinks still be called “colas.’’ Current regulations re-

quire that caffeine be present in non-artificially

sweetened drinks before they can be called colas. The

agency has said pregnant women should avoid, or

only use sparingly, coffee, tea, and other caffeine-

containing foods and beverages.

Under the recent proposal caffeine would be re-

moved from the list of substances which the FDA
regards as “generally recognized as safe.’’ But its

continued use as a food additive would be permitted

while studies are under way.

In addition the food industry’s continued use of

caffeine as an additive would be conditional on its

funding of studies on its impact on children and the

unborn. The coffee and soft drink industries have in-

dicated they will support such studies, the agency

said.

New Funding for Dialysis

A new Medicare payment method for kidney

dialysis has been proposed by the government.

Under the plan. Medicare would set national rates

in advance, according to the type and location of the

facility, then pay 80% of that rate. Facilities furnish-

ing treatments more economically than the specified

rate could keep the difference between their actual

cost and the national rate.

The method would apply to outpatient dialysis in a

hospital or freestanding facility, and to programs that

train patients to dialyze themselves at home.

Medicare, under Part B, now pays 80% of the aver-

age cost of outpatient treatment in a hospital and 80%
of reasonable charges for independent facilities up to

a limit of $138 per treatment, unless an exception is

granted.

“Although our kidney program has been successful

in protecting renal disease patients against the catas-

trophic costs of needed care, expenditures have

skyrocketed from some $160 million in 1974 to about

$850 million in 1979,’’ said Howard Newman, head

of the Health Care Financing Administration. “We
feel that the method of reimbursement we are propos-

ing would slow the increase in costs by promoting

more efficient and cost-effective delivery of services

through financial incentives.’’

Long-Term Care Demonstration

Projects Funded

The Health and Human Services Department has

awarded $12 million to 27. states to test new systems

for providing long-term health and social services to

the elderly and disabled.

The awards are the first under a new, five-year,

$150 million National Long-Term Care Demonstra-

tion Program, developed by HHS at the recommenda-

tion of a task force established last December.

Twelve states received awards totaling $10.4 mil-

lion to establish Long-Term Care Demonstration Proj-

ects in local communities in which public and private

agencies will join together to provide comprehensive

long-term services, tailored specifically to the needs

of the individual. Each project will assess the client’s

needs, develop a plan for care, arrange for delivery of
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the proper mix of services and follow up to assure that

the services were provided and were effective.

Fifteen states received awards totaling $1.5 million

to plan the best use of their existing long-term care

resources on a statewide basis.

QMIOUACemCAl/

CALENDAR OF MEETINGS

NATIONAL

Jan. 14-16 American Diabetes Association —
Adams Hotel, Phoenix

Jan. 15-17 Southern Society for Pediatric

Research— New Orleans Hilton, New
Orleans

Jan. 25-28 Society of Thoracic Surgeons —
Bonaventure, Los Angeles

Jan. 25-31 Southern Clinical Neurological

Society — Colony Beach and Tennis

Feb. 7-14

Feb. 7-14

Feb. 8-13

Feb. 11-14

Feb. 15-19

Feb. 22-25

Feb. 22-26

Feb. 22-

March 1

Feb. 26-28

Club, Longboat Key, Sarasota, Fla.

Neonatal and Infant Respiratory Sym-

posium (Ohio State Univ) — Mark Re-

sort, Vail, Colo.

Symposium on the Practical Manage-

ment of the Infertile Couple —
Elkhom, Sun Valley, Idaho

Winter Skin Seminar— Given Institute

of Pathobiology, Aspen, Colo.

American College of Nuclear

Physicians— Fairmont, New Orleans

American College of Psychiatrists—
Doubletree Inn, Tucson, Ariz.

Southeastern Surgical Congress —
Fairmont, New Orleans

North American Medical-Dental As-

sociation Conference — Wildwood
Inn, Snowmass, Colo.

Mid-Winter Symposium on Practical

Clinical Testing in Otology (Amer.

Hearing Research Foundation) —
Snowmass, Colo.

American Association of Genito-

urinary Surgeons— Arizona Biltmore,

Phoenix, Ariz.

APRIL 1981

Sunday Monday Tuesday Wednesday Thursday Friday Saturday

1 2 3 4

5 6 7 8 9 10 11

TMA 146TH ANNUAL MEETING
Hyatt Regency Hotel— Knoxville

12 13 14 15 16 17 18

19 20 21 22 23 24 25

26 27 28 29 30 NOTES
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Highlights of the TMA Board of Trustees Meeting

October 12, 1980

The following is a summary of the major actions taken by the Board of Trustees of the Tennessee

Medical Association at its regular fourth quarter meeting in Nashville on October 12, 1980.

THE BOARD

Approved five recommendations from the Committee on Emergency
Medical Services: (1) EMS seminar on Friday morning during the 1981

Annual Meeting; (2) Sports Injuries Seminar in July, 1981 at MTSU in

cooperation with TSSAA; (3) Farm Injuries Seminar at MTSU in De-

cember for EMT-As, physicians and other interested parties; (4) four

seminars on psychiatric emergency room coverage (Memphis,

Nashville, Knoxville and Chattanooga) directed toward non-emergency

room physicians on how to cope with psychiatric emergencies; and (5)

agreed that the Sports Injuries Subcommittee study a proposal to license

and certify or register Tennessee athletic trainers.

Committee on Heard a report on the TMA Impaired Physician Committee that 42

Impaired Physician identifications have been received by the program during its initial 18

months of existence.

Committee on
Emergency Medical

Services

Committee on
Legislation

TMA/TNA Joint

Practice Committee

Report from Judicial

Council

TMA-Student
Education Fund

Approved these recommendations from the committee: (1) the TMA
seek passage of legislation which would repeal the “Babes in Arms
Amendment,” which is currently included in the Tennessee Child

Passenger-Protection Act of 1977; (2) the TMA seek passage of legisla-

tion, which would provide physicians in emergency room situations with

the authority to treat minors in emergencies without the consent of their

parents; (3) the TMA, in compliance with Resolution 17-80, seek pas-

sage of legislation which would give the Medical Examiner a shared

authority with the District Attorney Generals in ordering autopsies; (4)

the TMA seek passage of the frivolous lawsuit legislation which has

been updated.

Abolished the Committee and charged the Interprofessional Liaison

Committee with developing an active communication with nurses and

other allied health organizations within the state.

Endorsed Council’s guidelines in regard to physician advertising, which

will be presented to the Board of Medical Examiners.

Appointed James Quinn, M.D., to fill the vacancy of John Higgason,

M.D., on the TMA-Student Education Fund Board.

Agreed to loan an additional $25,000 to the Student Education Fund

under the same type of arrangements as monies have been previously

loaned.

Officers’ and Directors’ Gave the Executive Director approval to change insurance carriers for

Liability insurance officers’ and directors’ liability insurance.
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AMA Council
Nominations

Report from AMA
Delegation Chairman

Dual Billing for TMA
Auxiliary

IMPACT

1981 Proposed
Budget

Appointment of

IMPACT Board of

Directors

Approved the choice of Thomas K. Ballard, M.D., Jackson, for nomi-

nation to the AMA Council on Long Range Planning and Development.

Dr. Thomas K. Ballard, chairman of the AMA delegation, submitted a

summary of actions taken at the July, 1980, AMA Annual Meeting in

Chicago. Dr. Ballard also reported that TMA would be eligible for a

fifth AMA delegate in the AMA House of Delegates by the end of 1980,

and he requested the Board to appoint a study committee composed of a

representative from each of the grand divisions with adequate input from

the AMA delegation to make a recommendation as to the method to be

used to select the fifth AMA delegate. The following Ad Hoc Commit-

tee was appointed to study the issue of the fifth AMA delegate and its

recommendation will be submitted at the January Board meeting:

George A. Zirkle, Jr., M.D., Chairman, James W. Hays, M.D., Allen

S. Edmonson, M.D., Thomas K. Ballard, M.D., and David H. Turner,

M.D.

Mrs. Kenneth Rule, president of the TMA Auxiliary, requested the

Board’s approval for TMA to bill for Auxiliary dues when billing for

TMA and county society dues for the year 1982. The Board agreed that

TMA will bill for the TMA Auxiliary along with the TMA dues for the

1982 year as long as it is agreeable with each county medical society for

which TMA provides the billing service.

Heard a report that IMPACT currently has a 1980 membership which is a

12% increase over the 1979 membership. IMPACT is in the process of

initiating a dues increase for 1981, which will reflect a $10 dues increase

by AMPAC and a $5 increase in dues by IMPACT.

Approved a proposed 1981 TMA budget and agreed that the staff be

given approval to make a commitment should it become necessary to-

ward the purchase, lease, or rental of a computer system.

Reappointed members of the IMPACT board, effective Jan. 1, 1981.

IMPACT Board members serve one-year terms and all members of the

Board were eligible for reappointment.
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The continuing medical education accreditation

program of the TMA has full approval by the Council

on Medical Education of the AMA . An accredited in-

stitution or organization may designate for Category 1

credit toward the AMA Physician s Recognition Award

those CME activities that meet appropriate guidelines.

If you wish information as to how your hospital or

society may receive accreditation, write: Director of

Continuing Medical Education, Tennessee Medical As-

sociation, 112 Louise Ave., Nashville, TN 37203.

IMPORTANT NOTICE

Published in this section are all educational opportunities which come to our

attention which might be of interest to our membership. As some of these

are very long, full year schedules, and others are detailed descriptions of

courses, in order to conserve space, most of them will be published in only

one issue of the Journal.

IN TENNESSEE

VANDERBILT UNIVERSITY
SCHOOL OF MEDICINE

Clinical Training Program

For Practicing Physicians

Opportunities for advanced clinical education for

physicians in family practice and in various sub-

specialties have been developed by the School of

Medicine and the Division of Continuing Education

of Vanderbilt University. The practicing physician,

with the guidance of the participating department

chairman, can plan an individualized program of one

to four weeks to meet recognized needs and interests.

The experience will include contact with patients,

discussion with clinical and academic faculty, confer-

ences, ward rounds, learning individual procedures,

observing new surgical techniques, and access to ex-

cellent library resources. Experience in more than one

discipline may be included.

Participating Departments and Divisions

Allergy & Immunology .

Anesthesiology

Cardiology

Chest Diseases

Clinical Pharmacology .

.

Dermatology
Diabetes

Endocrinology

Gastroenterology

General Intemd Medicine
Hematology
Infectious Diseases

Samuel Mamey, M.D.
Bradley E. Smith, M.D.

Gottlieb C. Friesinger, III, M.D.
James D. Snell, M.D.
John A. Oates, M.D.

Lloyd King, M.D.
Oscar B. Crofford, M.D.

David Rabin, M.D.
David N. Orth, M.D.

Steven Schenker, M.D.
. . .W. Anderson Spickard, M.D.

Sanford B. Krantz, M.D.
Zell A. McGee, M.D.

Medicine Grant W. Liddle, M.D.
Neurology Gerald M. Fenichel, M.D.
Obstetrics & Gynecology Lonnie S. Burnett, M.D.
Oncology Robert Oldham, M.D.
Orthoptics Paul W. Griffin, M.D.
Pathology William H. Hartmann, M.D.
Pediatrics David T. Karzon, M.D.
Psychiatry Marc H. Hollender, M.D.
Radiology A. Everette James, Jr., Sc.M., J.D., M.D.
Renal Diseases H. Earl Ginn, M.D.
Rheumatology John S. Sergent, M.D.
Surgery

Cancer Chemotherapy Vernon H. Reynolds, M.D.
General H. William Scott, Jr., M.D.
Neurological William F. Meacham, M.D.
Ophthalmology James H. EUiott, M.D.
Oral H. David Hall, D.M.D.
Pediatric James A. O’Neill, M.D.
Plastic John B. Lynch, M.D.
Renal Transplantation Robert E. Richie, M.D.
Thoracic & Cardiac Harvey W. Bender, M.D.
Urology Robert K. Rhamy, M.D.

Eligibility: All licensed physicians are eligible.

Administrative Eee: $200 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1) and American
Academy of Family Physician’s Continuing Educa-
tion Accreditation.

Application: For further information and application,

contact T^aul B. Slaton, M.D., Director, Continuing

Education, 3200 West End Ave., Suite 306,
Nashville, TN 37203, Tel. (615) 322-2716.

Continuing Education Schedule

Winter, 1981

Jan. 8-9

Jan. 29-31

March 12-13

Annual L. W. Edwards Memorial Lec-

tureship in Surgery (1 hour)

Advanced Cardiac Life Support (16

hours)

Upper Mid-South Obstetric Anesthesia

Seminar

The Art and Science of Antihyperten-

sive Therapy (10 hours)

For information contact Vanderbilt Continuing Ed-

ucation, 3200 West End Ave., Suite 306, Nashville,

TN 37203, Tel. (615) 322-2716.

MEHARRY MEDICAL COLLEGE
SCHOOL OF MEDICINE

Extended Continuing Education Program

Arrangements have been made with the following

•services and departments in the medical school to

allow practicing physicians to participate in that ser-

vice’s activities for a period of one to four weeks.
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This program provides an opportunity for physicians

to study in depth for a specified period. The schedule

of activities is individualized in response to the physi-

cian’s request by the participating department. The
experience includes conferences, ward rounds, au-

diovisual materials and contact with patients, resi-

dents and faculty.

Oct. 24 Infection Control

Nov. 2-6 CPRL Faculty Inservice

For information contact Office of Continuing Med-
ical Education, East Tennessee State University, Col-

lege of Medicine, Johnson City, TN 37601, Tel. (615)

928-6426, ext. 204.

Participating Departments

Anesthesiology . .

Family Practice .

.

Internal Medicine
Cardiology . . . .

Chest Disease

Dermatology

Gastroenterology

General Medicine
Hematology/Oncology ....

Neurology

Obstetrics & Gynecology . .

Ophthalmology
Orthopedics

Pathology

Pediatrics

Surgery

General

Neurological

Thoracic and Cardiovascular

Urology

Ramon S. Harris, M.D.
John Arradondo, M.D.

John Thomas, M.D.
Kermit R. Brown, M.D.
Qamar A. Kahn, M.D.

. . . .Joseph M. Stinson, M.D.
Paul A. Talley, M.D.

Edward A. Mays, M.D.
. . Thomas W. Johnson, M.D.

David Horowitz, M.D.
. . .Ludwald O. P. Perry, M.D.
Buntwal M. Somayaji, M.D.

Edward A. Mays, M.D.
Robert S. Hardy, M.D.

•Calvin L. Calhoun, Sr., M.D.
Gregory Samaras, M.D.
Henry W. Foster, M.D.
Axel C. Hansen, M.D.

Wallace T. Dooley, M.D.
Louis D. Green, M.D.

John C. Ashhurst, M.D.
E. Perry Crump, M.D.

Louis J. Bernard, M.D.
Charles E. Brown, M.D.

David B. Todd, M.D.
Ira D. Thompson, M.D.

. Marcelle R. Hamberg, M.D.

Fee: $100 per week.

Credit: American Medical Association Physician’s

Recognition Award (Category 1 ) . American Academy
of Family Physicians Continuing Education Accredi-

tation and Continuing Education Units by Meharry

Medical College.

Application: For further information contact Frank A.

Perry, Sr., M.D., Director, Continuing Education,

Meharry Medical College, 1005 18th Ave. North,

Nashville, TN 37208, Tel. (615) 327-6235.

EAST TENNESSEE STATE UNIVERSITY

Continuing Education Schedule

Jan. 9-10

Feb. 27

March 21

April 11-12

May 13

June 5-6

July 18

Aug. 8

Sept. 19

Oct. 16

Sports Medicine

School Health III

Immunology— Allergy Review
Gynecologic Endocrinology: Infertili-

ty-Hirsutism-Menstrual Abnormalities

Substance Abuse in East Tennessee

Geriatrics II: Sexuality and the Aging

Basic Science Review III: Psycho-

pharmacology

Stress in Medical Practice

Advances in Laboratory Medicine

Pediatrics Prep III: Neonatology

UNIVERSITY OF TENNESSEE
CENTER FOR THE HEALTH SCIENCES

Continuing Education Schedule

This comprehensive listing of UTCHS courses irr-

cludes programs of the Chattanooga, Knoxville, and

Memphis units. The codes (C), (K), and (M) indicate

the continuing education unit handling the arrange-

ments for a particular program.

Jan. 15-16 (K) Advanced Cardiac Life Support

Course

Feb. 2-4 (K) 2nd Annual Emergency
Medicine Symposium

Feb. 7-14 (K) 3rd Annual Winter Update and

Review Course for Physicians

—Steamboat Springs, Colo.

Feb. 12-13 (C) Diagnostic Radiology for the

Primary Care Physician

Feb. 22-26 (C) Emergencies in Obstetrics and

Gynecology — Durango, Colo.

March 5-6 (C) Summer Emergencies

March 15-20 (M) 14th Annual Review Course for

Family Physicians

March 16-19 (M) Three Nights on Cardiac Auscul-

tation

March 19-21 (C) Emergency Disorders Demand-
ing Early Recognition and
Treatment— Las Vegas

April 2-3 (C) Workup and Treatment of

Anemia
April 5-8 (M) Otolaryngology Allergy Course

April 23-24 (M) 12th Annual Leigh During

Conference — The Gifted Child

April 23-24 (C) Case Studies and Office Or-

thopedics

April 23-25 (K) 4th Annual Family Practice Up-

date and Review Course

April 30- (C) Ultrasound and CAT Scan for

May 1 Family Physicians

May 7-8 (C) Solving Problems in Drug
Therapy

May 15 (M) Cardiac Risk Factor Modifica-

tion

May 27-30 (M) Rhinoplasty

June 4-7 (C) Family Medicine Review
June 4-8 (K) 3rd Annual Practical Otolaryn-

gology Course for the Primary

Care Physician
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June 15-18 (C) Infection in the Emergency
Room

June 22-25 (C) Diagnostic Radiology for the

Primary Care Physician —
Orlando, Fla.

July 10-12 (M) Cardiac Emergencies —
Snowmass, Colo.

Aug. 12-15 (C) Emergencies in Obstetrics and

Gynecology — Gatlinburg

Community-Based CME

Knoxville Campus

Blount Memorial Hospital; Maryville, Tenn.

Every Tuesday; 7-8 a.m. (1 hr. credit)

Jellico Hospital; Jellico, Tenn.

Monthly, third Tuesday; 7-9 p.m. (2 hrs. credit)

Morristown-Hamblen County Hospital; Morristown,

Tenn.

Alternate months, third Tuesday; 6:30-8 p.m. (1.5

hrs. credit)

Sweetwater Community Hospital; Sweetwater, Tenn.

Monthly, second Wednesday; 12:00 noon ( 1 hr. credit)

Takoma Hospital; Greeneville, Tenn.

Monthly, dates vary; 6:30 p.m. (1-2 hrs. credit)

BAPTIST MEMORIAL HOSPITAL

Continuing Education Schedule

March 5-7

March 13-14

April 3-4

May 15-17

May 21-23

Scientific Symposium on Pituitary

Disorders (cosponsored by Pituitary

Foundation of America and University

of Tennessee College of Medicine)

Cardiology Seminar

Gastroenterology Update — Cancer of

the Gastrointestinal Tract

Anesthesiology Update

Emergency Room Medicine

All seminars are held in the Frank S. Groner Educa-

tion Center Auditorium, Baptist Memorial Hospital,

1st floor, 20 S. Dudley, Memphis.

For further information contact Dr. Ken Burch, Di-

rector, Educational Support Services, Baptist Memo-
rial Hospital, 899 Madison, Memphis, TN 38146; or

call toll-free 1-800-542-6848 if located in Tennessee,

or 1-800-238-6893 if located outside Tennessee, and

ask for Educational Support Services.

IN SURROUNDING STATES

Memphis Campus

UPDATES IN MEDICINE
Carroll County Hospital; Huntingdon, Tenn.

McKenzie Memorial Hospital; McKenzie, Tenn.

Henry County Hospital; Paris, Tenn

.

Monthly, third Monday; 6:15-9 p.m. (2 hrs. credit);

locations rotate.

If you would like assistance in planning a

community-based CME program, contact the As-

sociate Dean for CME and every attempt will be made
to assist you through one of our three campuses.

UNIVERSITY OF MISSISSIPPI

Jan. 19-23 Practice of Electrocardiography—
University of Mississippi Medical

Center, Jackson

Feb. 5-6 Renal Update—Ramada Inn Coliseum,

Jackson

March 26-27 3rd Annual Neurology Spring Sym-
posium, with special emphasis on

neurological infections— University of

Mississippi Medical Center, Jackson

For information contact Continuing Education,

Dept. A, University of Mississippi Medical Center,

2500 N. State St., Jackson, MS 39216.

For further information about any of these courses,

please call the appropriate individuals below:

(C) Mr. LeRoy J. Pickles, Chattanooga

Tel. (615) 756-3370

(K) Mr. Jim Farris, Knoxville

Tel. (615) 971-3345

(M) Ms. Grace Wagner, Memphis
Tel. (901) 528-5547

or write or telephone:

Associate Dean for CME
University of Tennessee

College of Medicine

800 Madison Ave.

Memphis, TN 38163

Tel. (901) 528-5605

UNIVERSITY OF KENTUCKY

Mini-Residencies in Office Management

Of Emotional Problems

The objective of this course is to give physicians an

ideal emotional counseling technique that fits busy

office practices. The technique uses a concept of

emotions that is consistent with human anatomy and

psycho physiology. Yet, the technique requires no

more physician time or patient cost than routine eval-

uations of new patients. Finally, the technique is read-

ily understandable and easy for practitioners to apply.

One, two and three week courses. Minimum of 40

hours per week. Tuition Fee: $350 per week for the 1st
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& 2nd week of training; $500 for 3rd week of super-

vised practice with patients in the Intensive RBT
Treatment Program.

For further information contact Maxie C. Maultsby,

Jr, M.D., Office of Continuing Medical Education,

Dept, of RBT, University of Kentucky, Lexington,

KY 40506.

Continuing Education Schedule

Feb. 5-7

Feb. 15-20

March 30-31

April 3-4

April 10-11

May 17-22

May 28-30

June 3-5

Fiberoptic Bronchoscopy: A Work-
shop*

12th Family Medicine Review —
Session I*

Medical Aspects of Sports Sym-
posium: A Good Sports Medicine Pro-

gram for Our Schools*

A Practical Approach to Ophthalmic

Genetics*

Endocrinology for the Practicing

Physician*

12th Family Medicine Review —
Session II*

General Pediatric Review*

Update in Ob-Gyn*

*Presented at Hyatt Regency Hotel, Lexington, Ky.

For information contact Frank R. Lemon, M.D.,

Continuing Education, College of Medicine, Univer-

sity of Kentucky, Lexington, KY 40536, Tel. (606)

233-5161.

UNIVERSITY OF LOUISVILLE

March 27-28 Nutrition and Cancer Update —
Louisville, Ky. Credit: 14.5 hours

AMA Category 1 and AAFP.

For information contact Gerald D. Swim, Assistant

Dean, Continuing Medical Education, University of

Louisville Health Sciences Center, Louisville, KY
40292.

OF SPECIAL INTEREST

WEST PARK HOSPITAL

International Body Imaging Conference

Feb. 5-15 1st International Winter Symposium
on Computed Tomography and

Ultrasonography — Alpina Hotel,

Chamonix, France. Fee: $265 before

Oct. 31; $310 after Nov. 1.

For information contact Conference Secretary,

Chamonix Meeting, Annual International Body Imag-

ing Conference, West Park Hospital, Dept, of

Radiology, 22141 Roscoe Blvd., Canoga Park, CA
91304; Tel. (213) 340-0580, ext. 248.

892

PEDIATRIC DERMATOLOGY SEMINAR

Feb. 26- 8th Annual Pediatric Dermatology
March 1 Seminar—Eden Roc Hotel, Miami

Beach.

March 1-13 Postconvention tour to Tahiti and New
Zealand with optional extension to

Australia.

For information contact Guinter Kahn, M.D.,
16800 N.W. 2nd Ave., Miami, FL 33169, Tel. (305)

652-8600.

LONG ISLAND JEWISH-HILLSIDE
MEDICAL CENTER

Feb. 28— Pediatric Update — 1981 —Costa del

March 8 Sol, Marbella, Spain. Fee: $185 tui-

tion plus $315 MAP (8 days; 7 nights).

Credit: 20 hours AMA Category 1 and

AAFP.

For information contact Continuing Education

Coordinator, Long Island Jewish-Hillside Medical

Center, New Hyde Park, NY 11042, Tel. (212) 470-

2114.

ULTRASOUND AT VAIL

March 21-28 2nd Annual Ultrasound at Vail

Seminar—The Lodge, Vail, Colo.

For information write Ultrasound at Vail, P.O. Box
6093, Cherry Creek Station, Denver, CO 80206.

UNIVERSITY OF CALIFORNIA, IRVINE

March 8-14 2nd Annual Mammoth Mountain

Emergency Medicine Ski Conference

—Mammoth Lakes, Calif. Credit: 25

hours AMA Category 1. Fee $290.

For information contact Daniel L. Abbott, M.D.,

Medical Conferences, Inc., P.O. Box 52-B, Newport

Beach, CA 92662, Tel. (714) 642-7080.

AMERICAN SOCIETY OF
CLINICAL PATHOLOGISTS

(See October 1980 issue for complete

listing of dates and locations)
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The TMA Placement Service is a public service designed to assist physicians seeking
practice opportunities in Tennessee and communities seeking new physicians (fee-

for-service agency inquiries not accepted). For information contact the Placement
Service Office, 1 12 Louise Ave., Nashville, TN 37203-615/327-1451.

LOCATIONS WANTED

FAMILY PHYSICIAN— age 35, graduate of Utkal University College

of Medicine (India) in 1967—desires associate practice in

Nashville area. Board eligible, family medicine. Tennessee
licensed. Available within short period after agreement. LW-1432

INTERNIST with interest in cardiology—age 32, graduate of

Mahidol University, Bangkok (Thailand) in 1971—desires practice

in Tennessee. Available within short period after agreement.

LW-1436

GENERAL SURGEON and OB-GYN (husband & wife); GENERAL
SURGEON—age 35, graduate of Gandhi Medical College (India) in

1967—desires solo practice in East or Middle Tennessee. Board
certified, general surgery. OB-GYN—age 34, graduate of Guntur
Medical College (India) in 1968—desires practice in East or Middle
Tennessee. Board eligible, ob-gyn. Both available within short

period after agreement. LW-1438

GENERAL SURGEON— age 39, graduate of Ohio State University

College of Medicine in 1962—desires solo or group practice in

Tennessee. Board certified, general surgery. Available within short

period after agreement. LW-1497

INTERNIST with interest in cardiology—age 35, graduate of Medi-
cal College of Nagpur (India) in 1966—desires solo, group or in-

stitutional practice in Tennessee. Board certified, internal

medicine. Presently completing cardiology fellowship. Available

within short period after agreement. LW-1498

Internist— age 29, graduate of Bangalore Medical College (In-

dia) in 1972—desires solo or group practice preferably in East

Tennessee city with 20,000-1- pop. Presently completing residency
program. Available within short period after agreement. LW-1499

INTERNIST with interest in gastroenterology—age 36, graduate of

Stanley Medical College, Madras (India) in 1967—desires solo or

group practice in Tennessee. Board eligible, internal medicine.
Available within short period after agreement. LW-1501

PEDIATRICIAN— age 33, graduate of Guntur Medical College (In-

dia) in 1970—desires solo, group, academic or institutional posi-

tion in Tennessee city with 20,000+ pop. Available July, 1981.

LW-1567

PEDIATRICIAN— age 33, graduate of Government Medical College
(India) in 1971—desires solo or group practice in Tennessee.
Available July, 1981. LW-1568

ANESTHESIOLOGIST— age 33, graduate of Seth G.S. Medical
College (India) in 1971—desires solo or group practice in Tennes-
see city with less than 100,000 pop. Board eligible, anesthesiology.
Available January, 1981. LW-1569

PHYSICIANS WANTED

OPHTHALMOLOGIST and DERMATOLOGIST- needed in Tul-

lahoma, progressive college community in Middle Tennessee.
Ultramodern 100-bed hospital with excellent CCU and other sup-
portive facilities. Twenty-two physicians on active medical stak
Year-round recreational attractions. PW-414

FAMILY PHYSICIAN— needed in Covington in West Tennessee
with 30,000-1- total city and county pop. Ten physicians in practice

in area and 77-bed county hospital. Twenty-five miles from Mem-
phis. Office space, equipment and housing available. PW-435

EMERGENCY MEDICINE PHYSICIAN and INTERNIST- needed in

Nashville for association with modern, suburban hospital that is

presently under expansion. Office space and equipment available.

All facilities associated with metropolitan area available. PW-456

PATHOLOGIST— needed as associate in Memphis pathology
laboratory. Lab serves clinics, doctors and small hospitals. Must
be board certified or eligible in clinical and anatomical pathology.

Broad-based experience preferred. PW-464

INDUSTRIAL MEDICINE PHYSICIAN- needed at Kingsport for

manufacturing plant for fibers, chemicals and plastics. Requires

staff physician for general industrial medical practice in well-

equipped plant medical center. Progressive city of 32,000-1- in

upper East Tennessee. Salary based on experience and qualifica-

tions with outstanding employee benefit program. PW-465

PSYCHIATRIST— needed for comprehensive community mental

health center in Nashville. Duties include diagnostic evaluations,

chemotherapy, supervision, consultation. Faculty appointment
possible at area medical schools and/or possible part-time affilia-

tion with other treatment facilities. Salary negotiable. PW-469

FAMILY PHYSICIAN/INTERNIST- needed in Nashville for clinic

practice in recently funded clinics. Competitive salary and fringe

benefits. PW-493

EMERGENCY MEDICINE PHYSICIAN -needed in Johnson City in

upper East Tennessee. Located in southern Appalachian Moun-
tains. 421-bed accredited general hospital. Medical school affilia-

tion. Minimum annual salary guarantee. PW-496

FAMILY PHYSICIAN or EMERGENCY MEDICINE PHYSICIAN-
needed in Oak Ridge, an East Tennessee city of 10,000-t- pop.

Clinic practice presently has two physicians. Salary benefits and

partial ownership negotiable. Excellent recreational opportunities

with Great Smoky Mountains and TVA lakes in area. PW-551

EMERGENCY MEDICINE PHYSICIAN -needed in McMinnville, a

Middle Tennessee city with drawing area of 60,000. Combination

clinic office and emergency room coverage in 70-bed hospital.

Guaranteed income $84.000/year with very little weekend work.

PW-552
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1980 MEMBERSHIP ROSTER
TENNESSEE MEDICAL ASSOCIATION

An alphabetical listing of members of the Tennessee Medical Association by county

medical society is published as a service to the membership. An asterisk (*) denotes

physicians exempt from dues.

BEDFORD COUNTY MEDICAL^OCIETY

BARNES, DONALD D, SHELBYVILLE
BEAVERS, LANA SHARON, SHELBYVILLE

* CHAMBERS, WALLACE LEE, SHELBYVILLE
* COOPER, ALBERT LEE, SHELBYVILLE

DERRYBERRY, JOHN S, SHELBYVILLE
FARRAR, TAYLOR, SHELBYVILLE
FELDHAUS, JOSEPH H, SHELBYVILLE
JOHNSON, SUE PAINE WELCH, SHELBYVILLE
MOULDER, GRACE E, SHELBYVILLE
OWNBY, FRED DILLARD, BELL BUCKLE
RICH, EARL FREEMAN, SHELBYVILLE
RICHARDS, AUBREY THOS, SHELBYVILLE
ROGERS, BENJ CARL, SHELBYVILLE
SELLS JR, SAMUEL P, SHELBYVILLE
SHELTON, BEN A, SMYRNA
STUBBLEFIELD, CARL THOS, SHELBYVILLE
WOMACK, SARA, SHELBYVILLE

BENTON-HUMPHREYS COUNTY
MEDICAL SOCIETY

ALI, SUBHI DAWUD SUBOH, WAVERLY
ALI, MAYSOON SHOCAIR, WAVERLY
BLACKBURN, WM H, CAMDEN
BLANTON, HAROLD L, COURTLAND, AL

BOURNE JR, ROBERT I, CAMDEN
BUTTERWORTH, JOE S, CAMDEN
HARTLEY, HARK F, WAVERLY
LAWSON, JAMES J, NEW JOHNSONVILLE
MC CLURE, WALLACE JOE, WAVERLY
NAGY, HUBA, WAVERLY
NAGY, LOIS, WAVERLY
SINGLE, D RALPH, NEW JOHNSONVILLE
STEPHENS, JOS WM, WAVERLY
WALKER, ARTHUR WINFREY, WAVERLY

BLOUNT COUNTY MEDICAL SOCIETY

AGEE, OLIVER KING, MARYVILLE
AHN, KYUNG M, MARYVILLE
BEARD, MARVIN ROBISON, MARYVILLE
BELKNAP, JEFFRY ALAN, MARYVILLE
BLANKS, BILLY HARRELL, MARYVILLE
BOLLINGER JR, JOHN A, MARYVILLE
BOWEN, JOHN H, MARYVILLE
CALLAWAY JR, HENRY A, MARYVILLE
CALLAWAY, JAMES MILLER, MARYVILLE
CHRISTOFFERSON, JAMES W, MARYVILLE

* CROWDER, WM C, MARYVILLE
CROWDER, WM WILSON, MARYVILLE
DELASHHIT, JAMES RICHARD, MARYVILLE
DENTON, SANDRA M COLSTON, MARYVILLE
DORR, DAVID C, KNOXVILLE
DREYER, RUSSELL HARWELL, SEYMOUR
ELLIOTT, C DALE, MARYVILLE
ELLIOTT, WM EARL, MARYVILLE
EVANS, SAMUEL D, MARYVILLE
FINNEY JR, RAYMOND A, MARYVILLE
FLICKINGER, TED LAWRENCE, MARYVILLE
GREEN, BRUCE QUINTON, LOUISVILLE
GROENKE, MICHAEL JOHN, MARYVILLE
HARALSON JR, ROBT H, MARYVILLE
HARALSON III, ROBT HATTON, MARYVILLE
HATFIELD, CHAS NEWMAN, MARYVILLE
HAUN JR, LOUIS EUGENE, MARYVILLE
HENDERSON JR, JOS S, ALCOA

* HENRY, JAMES SPENCER, ALCOA
HOFFMANN, PAUL WILFRIED, MARYVILLE
HOLDER, JAMES THOS, MARYVILLE
HOWARD, CECIL B, MARYVILLE
HUFFMAN, JOHN RAYMOND, MARYVILLE
HUMPHREY, STEPHEN PAUL, MEMPHIS
INGRAM III, JOHN JACKSON, MARYVILLE
ISBELL JR, HOMER L, MARYVILLE
KAMPERMAN, COLIN LEE, ALCOA
KINTNER, ELGIN P, MARYVILLE
LAMBETH, SAML S, MARYVILLE
LAUGHMILLER, ROY W, MARYVILLE
LENTZ, JULIAN C, FAYETTEVILLE, NC
LEYEN, ROBT F, ROCKFORD
LOVINGOOD, FRANK S, MARYVILLE
MANDRELL, JOE THOS, ALCOA

* MANNING, JOHN FRANKLIN, MARYVILLE
MARMON, KENNETH WALDO, MARYVILLE
MAYBERRY, ALTON RAY, MARYVILLE
MC CALL, BENNY GORDON, MARYVILLE
MC CROSKEY, DAVID L, MARYVILLE
MC KINNON JR, NORMAN A, MARYVILLE

MILLARD, JAMES HENRY, MARYVILLE
MYNATT, ROBT D, MARYVILLE
MYNATT, RICHARD J, TOWNSEND
NELSON, HENRY SPERRY, KNOXVILLE
NELSON JR, HENRY S, MARYVILLE
PETERSON, MARVIN DEAN, MARYVILLE
PHELAN, JACK STANISLAUS, MARYVILLE
PITTENGER, JOHN, MARYVILLE
PROFFITT, JAMES NICHOLAS, MARYVILLE
PROFFITT, ROBT DAVID, MARYVILLE

* RAMSEY, BAINARD PERCY, MARYVILLE
RAPER, CHAS ALLEN, MARYVILLE
RICCIAROI, JAMES EDWARD, MARYVILLE
ROBERTS JR, JACK T, MARYVILLE
SIMPSON JR, OSCAR L, MARYVILLE
SMALLEY JR, J BRYAN, MARYVILLE
VANDERGRIFF, HARRIS T, MARYVILLE
VINSANT, LOWELL EUGENE, MARYVILLE
VINSANT, CHRISTOPHER L, MARYVILLE
YARBOROUGH, JOHN A, MARYVILLE

BRADLEY COUNTY MEDICAL SOCIETY

ALDRICH, WM T, CLEVELAND
ALLEN, ROBT LEWIS, CLEVELAND
APPLING, JOHN MORGAN, CLEVELAND
ARNOLD JR, CHAS WM, CLEVELAND
BATCHELOR, MARVIN R, CLEVELAND
BRYAN, JOHN MILTON, CLEVELAND
BYERS, GLEN MARSH, CLEVELAND
BZIK, PETER, CLEVELAND
CHAMBERS, JOHN WALLACE, CLEVELAND
CHASTAIN JR, CHALMER, CLEVELAND
CHASTAIN, ALLAN- CHALMER, CLEVELAND
COFER, ROBT HARRISON, CLEVELAND
COLLINS, LARRY C, CLEVELAND
DIXON, ROBERT, CHATTANOOGA
DUNCAN, EDDIE NORRIS, CLEVELAND
FELKER, ALBION ESTES, CLEVELAND
FREE, JACK R, CLEVELAND
GIBSON, DONALD BAKER, CLEVELAND
GOLDMAN, MAURICE SAML, CLEVELAND
HAMILTON, HOWARD KEN, CLEVELAND
HARTING, DON C, CLEVELAND
HAYS, ROBT DANL, CLEVELAND
HUGHES, CHAS RICHARD, CLEVELAND
JOHNSON, WM W, CLEVELAND
JOHNSON JR, WM FRANK, CLEVELAND
JOHNSTON, HARRY B, CLEVELAND
JONES JR, FRANK KELLEY, CLEVELAND
KIMBALL, CECIL HARRY, CLEVELAND
KNIGHT JR, MARION B, CLEVELAND
KYLE JR, CLYDE A, CLEVELAND
LEE, WM REECE, COPPERHILL
LOWE, JAMES CECIL, CLEVELAND
MC ALLISTER, GARY KRAG, CLEVELAND

* MC COIN, JOS, CLEVELAND
MEREDITH, SAML G, CLEVELAND
MITCHELL, HAYS, CLEVELAND
MONNIG, JACK ANTHONY, CLEVELAND
MOSCOE, J EDWARD, BENTON
MURPHY, JOHN ALLEN, CLEVELAND
MUTHS, FREDERICK A, CLEVELAND
NEWTON, NICHOLAS, CLEVELAND
PIERCE, E HARRIS, CLEVELAND
POWELL, JOHN MANLEY, CLEVELAND
PROFFITT, WM I, CLEVELAND
ROBINSON, DONALD EDWIN, CLEVELAND
ROGNESS, JOHN A, CLEVELAND
ROMAINE, CHAS BOYD, CLEVELAND
SCRUGGS, FENTON LEE, CLEVELAND
SMITH, WM R, CLEVELAND

* STANBERY, WM CECIL, CLEVELAND
STANORIDGE, JOHN B, BENTON
SWART JR, EDWIN GIFFORD, CLEVELAND

* TAYLOR, CLAUD H, CLEVELAND
THOMAS, RONALD W, CLEVELAND
THURMAN, JAMES ROBT, CLEVELAND
VARNELL, GILBERT ABEL, CLEVELAND
YOUNGER, CLYDE P, CLEVELAND
ZACHARY JR, WARNER C, BLUE RIDGE, GA

BUFFALO RIVER VALLEY MEDICAL SOCIETY

ALDERSON, CHAS MALCOLM, PARSONS
ANAND, VIRENDER, HOHENWALD
ANAND, VEENA, HOHENWALD
BLENDER, WILLIAM, LINDEN
COLEMAN, ROBT M, DICKSON
ELROD, PARKER DAVID, CENTERVILLE
HOLLADAY, BERTIE L, CENTERVILLE

MC GINLEY, JAMES HENRY, CENTERVILLE
MCBRAYER, L FRANK, CORINTH, KY

MEEKS, JIMMY ARNOLD, PARSONS
MICHELL, ANTONIO T, CENTERVILLE
MOLITOR, MICHAEL GLENN, SHREVEPORT, LA

TURNER JR, GORDON H, LINDEN
TURTON, FREDERICK E, CENTERVILLE

CAMPBELL COUNTY MEDICAL SOCIETY

BREWER, JOHN E, JELLICO
BURRELL, JOHN S, LAKE CITY
CLINE JR, ELIJAH GRADY, LA FOLLETTE
COHEN, THOS LEONARD, LA FOLLETTE
CRUTCHFIELD, JAMES DONALD, LA FOLLETTE
DAVIS, MATTHEW L, LA FOLLETTE
.DAY, GEO LOUIS, HARROGATE
DURHAM, LEE G, JELLICO
FARRIS, JAMES CLARENCE, LA FOLLETTE
GILES, JAMES W, LA FOLLETTE
HALL III, RONALD DAKER, LAFOLLETTE
HARTMAN, RONALD D, JELLICO
PRATER, CHAS ALVIN, JELLICO
PRYSE, JOHN C, LA FOLLETTE
SEARGEANT JR, LEE JESS, LA FOLLETTE
THOMPSON, GEO STANLEY, HARROGATE
WALKER, JESSE LEE, JELLICO
WILKENS, CHAS HENRY, JELLICO
HOOD, BURGIN HENRY, LA FOLLETTE
WOODRING, MARY ANN, JELLICO

CHAHANOOGA-HAMILTON COUNTY
MEDICAL SOCIETY

ABRAMSON, JEROME H, CHATTANOOGA
ADAMS JR, JESSE EARL, CHATTANOOGA
ADAMS JR, JOHN W, CHATTANOOGA
AIKEN, WM PRIGMORE, CHATTANOOGA
AKIN, EDGAR DANL, CHATTANOOGA
ALBRITTON, JOHN THOS, CHATTANOOGA
ALIMURKA, KRYSTYNA T, CHATTANOOGA
ALISAGO, HILDA NAVERA, CHATTANOOGA
ALLEN, GEORGE E, CHATTANOOGA
ALLEN, BILLY JASON, CHATTANOOGA
ALPER, CHAS H, CHATTANOOGA
ANDERSON, HARRY S, CHATTANOOGA

* ARMSTRONG, JONATHAN J, LOOKOUT MOUNTAIN
ARNOLD, IRA L, CHATTANOOGA
ARNOLD, COLEMAN LEE, CHATTANOOGA
ATKINSON, JOS SPROTT, CHATTANOOGA
AVERY, JOEL EUGENE, CHATTANOOGA
BALLARD JR, FRED B, CHATTANOOGA
BANKS, SAML LOUIS, CHATTANOOGA
BANKS JR, WOODRUFF A, CHATTANOOGA
BAREDDY, VENKATA R R, CHATTOONOOGA
BARNES, H VERDAIN, CHATTANOOGA
BAUTISTA, JUANCHO C, CHATTANOOGA
BERGLUND, ROBERT K, CHATTANOOGA
BERRY, WM BARTON, CHATTANOOGA
BERRY, JOHN BRUCE, CHATTANOOGA
BESEMANN, EBERHARD FRANZ, CHATTANOOGA
BINDER, SAML S, CHATTANOOGA

* BISHOP, WM RUSSELL, CHATTANOOGA
BLAKE, CHAS ALAN, CHATTANOOGA
BLOUNT JR, HENRY C, CHATTANOOGA
BOATWRIGHT, CATHERINE A, CHATTANOOGA
BOATWRIGHT, ROBT W, HIXSON
BOAZ JR, LONNIE ROY, CHATTANOOGA
BOEHM, WALTER EDWARD, CHATTANOOGA
BOEHM, WALTER MICHAEL, CHATTANOOGA
BOEHM, PETER ERIC, CHATTANOOGA
BOISER, ARISTIDES L, CHATTANOOGA
BOLINGER, JOHN MCCALLIE, CHATTANOOGA
BONDER, MICHAEL IAN, CHATTANOOGA
BOWDEN JR, HARVEY D, CHATTANOOGA
BOWERS JR, JEMISON 0, CHATTANOOGA
BOWERS, ROBT EUGENE, CHATTANOOGA
BOXELL, JOHN FREDERICK, CHATTANOOGA
BRACKETT, WM DAVID, CHATTANOOGA
BRANNEN, FRANK S, CHATTANOOGA
BRICE, CHARLES TERRY, CHATTANOOGA
BRIMI, JOHN BENJ, CHATTANOOGA
BROAOSTONE, PAUL A, CHATTANOOGA
BROOKS, JOEL DEVOLENTINE, CHATTANOOGA
8R00KSBANK, RONALD C, CHATTANOOGA
BROWN, NEIL CHAS, CHATTANOOGA
BROWN, REID LLEWELLYN, CHATTANOOGA
BROWN, HUGH P, CHATTANOOGA
BRYAN, CALVIN PATRICK, CHATTANOOGA
BUCHANAN JR, THOS F, CHATTANOOGA
BUCHNER III, EDWARD F, CHATTANOOGA
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BUCHNER, HM FRANCIS, CHATTANOOGA
BULLARD, ARCH H , CHATTANOOGA
BURKE, JOHN ARTHUR, CHATTANOOGA
BURNS, RANDEL PHILLIP, CHATTANOOGA
BUTTRAM JR, WM R, CHATTANOOGA
BUTTRAM, THOS LATHAM, CHATTANOOGA
CAINE JR, WINSTON P, CHATTANOOGA

* CALDWELL, JAMES L, LOOKOUT MOUNTAIN
CALDWELL, GARY BLAINE, CHATTANOOGA
CALHOUN, RICHARD ALLEN, HATTANOOGA
CAMPBELL, DONALD ROSS, CHATTANOOGA
CAMPBELL, WILLIAM O'NEAL, CHATTANOOGA
CANNON, GEO MARSHALL, SIGNAL MOUNTAIN
CANNON, DON ALLEN, CHATTANOOGA

* CANON, MAURICE A, CHATTANOOGA
CARROLL, RAMON LEONARD, CHATTANOOGA
CAUGHRAN, BENNETT W, CHATTANOOGA
CHADWICK, DAVID AIREY, CHATTANOOGA
CHAMBERLAIN II, MORROW, CHATTANOOGA

* CHASTAIN, CLEO, SAN ANTONIO, TX
CHENG, TIEN H, CHATTANOOGA
CLARK, C ROBT, CHATTANOOGA
CLARK, MURRELL 0, CHATTANOOGA
CLARK III, ROBERT B, CHATTANOOGA
CLEAVELAND, CLIFTON RANCE, CHATTANOOGA
CLEMENTS, OSCAR H, CHATTANOOGA
CLEMENTS, JOEL BENJ, CHATTANOOGA
CODDINGTON, ROBT CHAS, CHATTANOOGA
COLLINS, JOHN RICHARD, CHATTANOOGA

* COMBES, FRANK CHAS, CHATTANOOGA
* COOLEY, JOHN L, TARPON SPRINGS, FL

COREY JR, JAMES HICKS, CHATTANOOGA
COX, SUE CLARKE, CHATTANOOGA
COX, GEO EDWIN, CHATTANOOGA
COX, JOHN MICHAEL, CHATTANOOGA
CRAFT, PHIL DOUGLAS, CHATTANOOGA
CRAIG, ROBERT E LEE, CHATTANOOGA
CRANWELL, THOS G, PIKEVILLE
CRANWELL, JOHN D, CHATTANOOGA
CRAWLEY JR, WILLIAM D, ROSSVILLE, GA
CRAWLEY JR, JAMES F, CHATTANOOGA
CREEL JR, JAMES HEATON, CHATTANOOGA
CROWELL, JOHN M, CHATTANOOGA

* CURREY, JOE T, CHATTANOOGA
CURREY, THOS WOODRUFF, CHATTANOOGA
CURTIS, THOS H, CHATTANOOGA
DAGHLIAN, BEDROS D, CHATTANOOGA
DAHRLING II, BRUCE E, CHATTANOOGA
DANIELL, MALCOLM BUTLER, CHATTANOOGA
DAVIS, JAMES WILSON, CHATTANOOGA
DAVIS, JIMMY B, CHATTANOOGA
DE RUITER, PETER LOUIS, CHATTANOOGA
DELOS REYES, VALENTIN R, CHATTANOOGA
DEMOS, ROBT G, CHATTANOOGA

* DERRYBERRY, 0 MERTON, SIGNAL MOUNTAIN
DICKINSON, ELIZABETH B, HIXSON
DODDS, JOS JAMES, CHATTANOOGA
DODSON, DAVID BRYAN, CHATTANOOGA
DOMINGUEZ, ZOILA G, HIXSON
DOMINGUEZ, ROBERTO FELIX, HIXSON
DONALDSON, RICHARD B, CHATTANOOGA
DONALDSON, RICHARD WM, CHATTANOOGA
DOWELL, WM CURTIS, CHATTANOOGA
DRAKE, JAMES ROBT, CHATTANOOGA
DRESSLER, STANLEY JAY, CHATTANOOGA
DRUCKER, DAVID HABER, CHATTANOOGA
DUGAN, PHILIP JERALD, CHATTANOOGA
DUPO'URQUE, DANL, CHATTANOOGA
DUVOISIN, PETER MARC, CHATTANOOGA
DWYER, WM KNOWLES, CHATTANOOGA
DYER JR, WM CARL, CHATTANOOGA
EFFRON, MORRIS ZACHARIAS, PITTSBURGH, PA
ELDRIDGE, FRANK R, CHATTANOOGA
ELLIS, JOHN CLYDE, CHATTANOOGA
ELMORE, HORACE L, SOUTH PITTSBURG
ELROD, BRUCE A, FT OGLETHORPE, GA
EPPS, JOHN MICHAEL, AUGUSTA, GA
EVANS, JOHN THOS, CHATTANOOGA
EVANS JR, HENRY C, CHATTANOOGA
EYSSEN, JAMES EDWARD, CHATTANOOGA

* EYSSEN, ROBT EDWARD, IDER, AL
* FANCHER, JAMES R, CHATTANOOGA

FEINBERG, EDWARD B, CHATTANOOGA
FEINTUCH, THEODORE ARD, CHATTANOOGA
FERNANDEZ>CRUZ, PAZ A, CHATTANOOGA

* FLETCHER, RICHARD V, CHATTANOOGA
* FOLEY, JAMES MITCHELL, CHATTANOOGA

FORD, AUGUSTUS C, CHATTANOOGA
FOWLER, WM ROBT, CHATTANOOGA
FRANCIS, GUY M, CHATTANOOGA
FRANK, STUART AMES, CHATTANOOGA
FRYE JR, AUGUSTUS H, CHATTANOOGA

* GASS, ORVILLE CARLOS, CHATTANOOGA
GAZALEH, SHAWN, CHATTANOOGA
GIBSON JR, GEO CLIVE, CHATTANOOGA
GILES JR, ROBT H, CHATTANOOGA
GILLEY, EDWIN WAYNE, CHATTANOOGA
GINSBERG, JOEL FINE, CHATTANOOGA
GLEFFE JR, RALPH E, LONGWOOD, FL

* GOLLEY, DEAN W, VENICE, FL
GOODLAD, JAMES K, CHATTANOOGA
GOTHARD, AL WALTON, CHATTANOOGA
GRAHAM III, FRANK B, CHATTANOOGA
GRAVES, CHAS G, DUNLAP
GRAVES, JOS WILBURN, CHATTANOOGA
GREEN, WM ROY, CHATTANOOGA
GREER, WM C, CHATTANOOGA
GREGG , FRED M, CHATTANOOGA

GRISSOM, WALLACE DOYLE, CHATTANOOGA
GROTTS, BRUCE FREDERICK, CHATTANOOGA
HACKWORTH JR, JOHN BIBLE, SOUTH PITTSBURG
HAGOOD JR, ROBT B, CHATTANOOGA
HALL, DAVID PARKS, CHATTANOOGA
HAMPTON III, FOSTER T, CHATTANOOGA
HARNSBERGER, BENJ DANL, CHATTANOOGA
HARRIS, CHARLES DENNIS, CHATTANOOGA

* HARRISON, ELLIOTT F, VENICE, FL
* HARTUNG, CARL ADAM, CHATTANOOGA

HARVEY, HATHAWAY K, CHATTANOOGA
HASKINS, DREWRY EDGAR, RINGOLD, GA
HAVRON, JAMES BLACKMAN, SOUTH PITTSBURG
HAVRON JR, WILLIAM SAMVEL, CHATTANOOGA
HAWKINS, PAUL EDISON, CHATTANOOGA
HAWKINS, CHAS W, CHATTANOOGA
HAWKINS, J HENRY, CHATTANOOGA
HAYES JR, CAULEY WILBUR, CHATTANOOGA
HAYES, THOMAS E, FT OGLETHORPE, GA
HEADRICK JR, WM L, SOUTH PITTSBURG
HEADRICK, JAMES R, CHATTANOOGA
HEDDEN, JAMES W, CHATTANOOGA
HELLMANN SR, ROBERT S, CHATTANOOGA
HENNING, HAROLD BERGER, CHATTANOOGA
HENRY, WARREN B, CHATTANOOGA
HENSHALL JR, GEO K, CHATTANOOGA
HERBERT, CHAS WESTCOTT, PIKEVILLE
HEYWOOD III, HUMPHREY B, CHATTANOOGA

* HICKEY, HOMER DAVID, CHATTANOOGA
HIGGASON, JOHN MILTON, CHATTANOOGA
HIGHTSHUE, DAVID CLAYTON, CHATTANOOGA
HIXSON, JACK DOAK, CHATTANOOGA
HOBACK JR, JAMES WILLIAM, CHATTANOOGA
HOFMEISTER, RICHARD G, CHATTANOOGA
HOLLIDAY JR, POPE B, CHATTANOOGA

* HOLT JR, BENTON B, SIGNAL MOUNTAIN
HONG, MOON WHA, CHATTANOOGA
HOOPER, CHAS MC DOWELL, CHATTANOOGA
HOPPER JR, RICHARD E, CHATTANOOGA
HOPPE, RUDOLPH AUGUST, CHATTANOOGA
HOUSE, JOHN 0, CHATTANOOGA
HOWARD, CHARLES DENIS, CHATTANOOGA
HOWICK JR, JOHN R, CHATTANOOGA
HUGHES, ALAN D, CHATTANOOGA
HUNT, NOEL CLARENCE, CHATTANOOGA
HUTCHERSON, WM POWELL, CHATTANOOGA

* HYATT, HERSCHEL H, COPPERHILL
* ISBELL, D, CHATTANOOGA

JAMES, DEWITT B, CHATTANOOGA
JAMES, DABNEY, CHATTANOOGA
JENKINS JR, OLIVER W, CHATTANOOGA
JENSEN, ROBT LLOYD, COLLEGEDALE
JEONG, YUNETGILL, CHATTANOOGA

* JOHNSON JR, JOS WILSON, LOOKOUT MOUNTAIN
JOHNSON JR, J PAUL, CHATTANOOGA
JONES, RUSSELL A, CHATTANOOGA
JONES, HARRY E, CHATTANOOGA
JONES, GERALD ISOM, HIXSON
KADRIE, HYTHAM ALI, CHATTANOOGA
KAMPLAIN, JAMES MATES, CHATTANOOGA
KAPLAN, HYMAN M, CHATTANOOGA
KATO, YUTAKA, CHATTANOOGA
KELLEY, PATRICK ALAN, CHATTANOOGA
KENNEDY, JOHN HENRY, CHATTANOOGA
KENNEDY, CHARLES DAVID, CHATTANOOGA
KILLEFFER, JOHN JACOB, CHATTANOOGA
KIMSEY, CHAS W, CHATTANOOGA
KING JR, WALTER HUGHEY, CHATTANOOGA
KIRK, DURWOOD L, CHATTANOOGA
KIRK, CLYDE ROY, GEORGETOWN, KY

* KISTLER, GENE HAVILAND, SIGNAL MOUNTAIN
* KITCHEN, DELMAS KENDALL, CLEVELAND

KNIGHT, CECIL DEWAYNE, CHATTANOOGA
KOSANOVICH, MICHAEL, CHATTANOOGA
KOVAN, JEFFREY JAY, CHATTANOOGA
KRAUSE, RICHARD ALAN, CHATTANOOGA
KUZUCU, ETHEM YILDIRIM, CHATTANOOGA
LABRADOR, IRENE J, CHATTANOOGA
LABRADOR JR, DANL P, CHATTANOOGA

* LANDRY, RUDOLPH MATAS, LOOKOUT MOUNTAIN
* LANGSTON, MANLY FROST, SIGNAL MOUNTAIN

LANSFORD JR, FREDERICK D, CHATTANOOGA
LARAMORE, JOHN WADE, CHATTANOOGA
LASKY, RICHARD SAML, CHATTANOOGA
LASSITER, LAWRENCE H, CHATTANOOGA
LAVECCHIA JR, JOS V, CHATTANOOGA
LAWRENCE JR, HARRY M, CHATTANOOGA
LAWWILL JR, STEWART, CHATTANOOGA
LAYNE, J T, COPPERHILL
LEWIS, ALLEN DAVID, SIGNAL MOUNTAIN
LEWIS II, JAY FREDERICK, CHATTANOOGA
LITTELL JR, LESTER F, DAYTON
LITTELL III, LESTER F, CHATTANOOGA
LIU, CHUNG>YUEN, CHATTANOOGA

* LIVINGSTON, PHILIP H, CHATTANOOGA
LONG, IRA MORRIS, CHATTANOOGA
LOVE, MICHAEL ALLAN, CHATTANOOGA
LUAYON, JOSE M, CHATTANOOGA
MABE, ROBT E, CHATTANOOGA
MAC GUIRE JR, WM B, CHATTANOOGA
MAC NAUGHTON JR, DAVID V, CHATTANOOGA
MACKLER, DONALD F, CHATTANOOGA
MALDONADO, LUIS GONZALO, CHATTANOOGA
MANI, VENK, CHATTANOOGA
MANSON, TIM JOS, CHATTANOOGA

* MARSH, WM HOLLISTER, CHATTANOOGA
MARSH, CLARENCE BRUCE, CHATTANOOGA
MASSOUD, HOSSEIN, CHATTANOOGA

MATTHEWS, WILLIAM EDWIN, CHATTANOOGA
MC CALL, COOPER H, CHATTANOOGA
MC CALLIE, DAVID P, CHATTANOOGA

* MC CRAVEY, AUGUSTUS, CHATTANOOGA
MC DONALD JR, CHAS D, CHATTANOOGA
MC DOUGAL, JOHN SMALL, CHATTANOOGA
MC DOW, PRESTON COCKE, CHATTANOOGA
MC ELROY, GEO R, CHATTANOOGA
MC FADDEN, ROGER RANDALL, CHATTANOOGA
MC GRAW JR, RALPH, CHATTANOOGA
MC INTOSH, EDEL F, CHATTANOOGA
MC KINNEY, JAMES E, CHATTANOOGA
MC MILLAN, JAMES GORDON, JASPER
MC NEILL, THOS PINCKNEY, CHATTANOOGA
MERCADO, AVELINO VELASCO, CHATTANOOGA
MEREDITH, GARY EUGENE, CHATTANOOGA
MICHAELOS, LOUIS JOHN, CHATTANOOGA
MILLER, ROBT T, CHATTANOOGA

* MILLER, IRVIN S, ALEXANDRIA, VA
MILLER, PHYLLIS A EDWARDS, HIXSON
MILLER, THOMAS P, CHATTANOOGA
MILLS, DON GILBERT, CHATTANOOGA
MITCHELL JR, JERRY WAYNE, CHATTANOOGA
MOLLOY, RONALD LYNN, CHATTANOOGA
MONROE, THOS C, CHATTANOOGA
MONTAGUE, ROBT WRIGHT, CHATTANOOGA
MOORE, HIRAM BEENE, SOUTH PITTSBURG
MORGAN, JOHN RONALD, CHATTANOOGA
MORGAN, RUFUS S, CHATTANOOGA
MORROW III, SANFORD H, CHATTANOOGA
MOSES, THOMAS EDWARD, CHATTANOOGA
MOSS, WM JOEL, CHATTANOOGA
MULLADY III, THOMAS F, CHATTANOOGA

* MURPHEY JR, FAY B, CHATTANOOGA
MURRAY, R SMITH, CHATTANOOGA
MYERS SR, ROBERT W, CHATTANOOGA
NATHAN, MARVIN MYER, CHATTANOOGA
NELSON, MERRILL FREDERICK, CHATTANOOGA

* NEUFELD, RAYMOND D, GEORGETOWN,
NEWELL JR, EDWARD THOS, CHATTANOOGA
NEWTON JR, PHILIP THOMAS, CHATTANOOGA
NICHOLS, ROBT L, CHATTANOOGA
NIPP, RALPH ELGIN, CHATTANOOGA
NOLAN, PAUL VERNON, CHATTANOOGA
NOONAN, DAVID V, CHATTANOOGA
NORTON, BARRY PARKER, CHATTANOOGA
O'NEAL, DAVID MEDFORD, CHATTANOOGA
ODOM, ALAN C, CHATTANOOGA
OSMUNDSEN, ROBT N, SIGNAL MOUNTAIN
OWENS, ARTHUR MELBOURNE, DUNLAP
OWNBY, NORMAN L, SOUTH PITTSBURG
OZBORN, GEORGE MICHAEL, CHATTANOOGA
PALLAS, WM CHAS, CHATTANOOGA
PARANJAPE, ARUN R, CHATTANOOGA
PARK, IH KOO, FT OGLETHORP-E, GA
PARKHURST, WALTER D, CHATTANOOGA

* PATTERSON, ROBT L, CHATTANOOGA
PATTON, WILLIAM CLAYTON, CHATTANOOGA
PATY JR, JOHN GARLAND, CHATTANOOGA
PAYNE, STANLEY ROSS, CHATTANOOGA
PEREZ, MARTIN ALLEN, CHATTANOOGA
PERKINS, THORNTON DELOS, CHATTANOOGA
PERRIN, MILLARD FOY, CHATTANOOGA
PETERSON JR, WALTER A, CHATTANOOGA
PETTY, WESLEY GLENN, CHATTANOOGA
PICKETT, JAMES CLARKE, CHATTANOOGA
POEHLEIN, RICHARD ERIC, CHATTANOOGA
POLLOCK, PHILLIP GARY, CHATTANOOGA
PORTERA, CHARLIE ANTHONY, CHATTANOOGA
POSEY III, ERNEST LEONARD, CHATTANOOGA
POTDAR, ANILKUMAR S, CHATTANOOGO
PRICE, WM HOUSTON, CHATTANOOGA
PUCKETT III, WALTER, CHATTANOOGA
QUILLIAN, JESSE 0, CHATTANOOGA
QUILLIAN, JOE ANNE, CHATTANOOGA
QUINN, JAMES GILBERT, CHATTANOOGA
RAMSAY, GEORGE CRAIG, SOUTH PITTSBURG
RAMSEY, MILLARD WRAY, HIXSON
RAWLINGS, MAURICE SCAGGS, CHATTANOOGA
RAY, CHAS JACKSON, CHATTANOOGA

* REAVIS, CHAS WM, CHATTANOOGA
* RECORD, WM DAVID LEO, CHATTANOOGA

REDDY, SUDHAKAR K, CHATTANOOGA
REYNOLDS, JOHN ROBT, CHATTANOOGA
REYNOLDS, JAMES EUGENE, CHATTANOOGA
RHOTON, ALEXANDER, CHATTANOOGA
RICH, JOHN STEPHEN, HIXSON
RICHMOND, KENNETH C, CHATTANOOGA
RIDLEY, ROBERT WENDELL, CHATTANOOGA
RISSLING, DELORIS E, CHATTANOOGA
RITTENBERRY JR, ANDREW B, CHATTANOOGA

* ROBERTS JR, GILBERT M, BOCA RATON, FL
* RODGERS, JAMES JACOB, DAYTON

ROGERS, ALFRED PERKINS, CHATTANOOGA
ROWE, WM EDWARD, CHATTANOOGA
ROWELL, ESPERANZA A, CHATTANOOGA
ROYAL, JAMES RICHARD, CHATTANOOGA
RUFFNER JR, B WINFRED, CHATTANOOGA
RUSSELL, DON JERE, CHATTANOOGA
RYAN, EUGENE MONTFORD, SOUTH PITTSBURG
SANTOS, BENJ G, CHATTANOOGA
SCHMITS, G MICHAEL, CHATTANOOGA
SCHWARTZ, HAROLD ALAN, CHATTANOOGA
SCOTT JR, EDGAR LEONARD, CHATTANOOGA
SEAL, MOLLY ELAINE ROGERS, CHATTANOOGA
SETTERS JR, GEORGE Z, CHATTANOOGA
SEMAN, CHARLES FREDERICK, CHATTANOOGA

* SHAW, CLARENCE, CHATTANOOGA
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SHELTON, GEO WASHINGTON, CHATTANOOGA
SHENOUDA, ADEL NEMR, CHATTANOOGA

* SHERIDAN, WM JOS, CHATTANOOGA
SHERRELL, JAMES WM, CHATTANOOGA
SHERRILL, LEROY, CHATTANOOGA
SHUCK III, EDWIN H, CHATTANOOGA
SHUCK JR, EDWIN H, CHATTANOOGA
SHULL, WM GIVLER, WHITWELL
SHULL, 'JOHN A, CHATTANOOGA
SIBOLD, HAROLD G, SIGNAL MOUNTAIN
SIENKNECHT, CHAS WILLSON, CHATTANOOGA
SIVILS, GEO LETE, CHATTANOOGA
SMARTT, WALTER HAINES, CHATTANOOGA
SMILEY, FRANCIS J, FT OGLETHORPE, GA
SMITH JR, MOORE JACKSON, CHATTANOOGA
SMITH, STEWART PHILLIP, CHATTANOOGA
SMITH III, ARCHIBALD Y, SIGNAL MOUNTAIN
SMITH, THOMAS ANDERSON, CHATTANOOGA
SNYDER JR, PAUL EDGAR, CHATTANOOGA
SOTERES, PETE SPIROS, CHATTANOOGA
SOTTONG, PHILIPP CURTIS, SIGNAL MOUNTAIN
SPALDING, ROBT TUCKER, CHATTANOOGA
SPAULDING JR, JAMES H, SIGNAL MOUNTAIN
STAFFORD, FLORENCE E, CHATTANOOGA
STAHL, NORMAN LEE, CHATTANOOGA
STANKO, JAMES A, CHATTANOOGA
STAPPENBECK, RICHARD F, CHATTANOOGA

* STARR, HAROLD JONES, CHATTANOOGA
STEELE JR, WILLARD HINDS, CHATTANOOGA

* STEM, WM ALLISON, CHATTANOOGA
STERNBERGH JR, W CHAS A, CHATTANOOGA
STICKLEY, JOS HARDIN, CHATTANOOGA
STOHLER, DENNIS L, CHATTANOOGA
STONE, PHILLIP S, CHATTANOOGA
STONE, HARRY ALFRED, CHATTANOOGA
STONE, LARRY DUMAS, CHATTANOOGA
STONEBURNER, WESLEY H, CHATTANOOGA
STRICKLAND JR, JOHN E, CHATTANOOGA
STRIKER, WM KENDALL, CHATTANOOGA
STROUD, MARY E THOMPSON, CHATTANOOGA
SUGGS JR, CHAS L, CHATTANOOGA
SUGGS III, CHARLES L, CHATTANOOGA
SWANN JR, NAT H, CHATTANOOGA
SWIFT, CHAS RAY, CHATTANOOGA
SZCZUKOWSKI, MYRON J, CHATTANOOGA
TAYLOR JR, VISTON, SOUTH PITTSBURG
TAYLOR, THOS EDWARD, CHATTANOOGA
TAYLOR, ROBT CRESTON, SIGNAL MOUNTAIN
TAYLOR, GEO N, CHATTANOOGA
TEMLOCK, ARTHUR A, CHATTANOOGA
TEMPLETON, THOMAS S, CHATTANOOGA
TEPPER, JACK, CHATTANOOGA
TEPPER, BERNARD, CHATTANOOGA
TEPPER, DAVID JONATHAN, CHATTANOOGA
THOMPSON, PAUL C, CHATTANOOGA
THOMPSON, ROBT C, CHATTANOOGA
THOMSON, DORIS KRULL, CHATTANOOGA
THORNER, DONALD R, CHATTANOOGA
TIN, PE TAN, CHATTANOOGA
TURNER, DAVID HERSCHEL, CHATTANOOGA
ULIN, A STEVEN, CHATTANOOGA
ULIN, LOUIS, CHATTANOOGA
UTADEJ, BANCHOB, CHATTANOOGA

* VAN ORDER, WM EDGAR, CHATTANOOGA
VANCE, MINNIE RATLIFF, CHATTANOOGA
VECHINSKI, THOMAS 0, CHATTANOOGA
VIETH, ROGER GORDON, CHATTANOOGA
VLASIS, GUS JOHN, CHATTANOOGA
VON CANNON, CHARLES H, CHATTANOOGA
VON WERSSOWETZ, A J, CHATTANOOGA
WADLEY, FREDIA G STOVALL, CHATTANOOGA
WALTON, HARRY LEE, CHATTANOOGA
WATRAS, CHARLES S, CHATTANOOGA
WEATHERS JR, WM, CHATTANOOGA
WEILER, SANDFORD L, CHATTANOOGA

* WESTERHEYER, MARION W, CANDLER, NC

WHEELOCK, ARGIL JERRY, CHATTANOOGA
WHITAKER JR, L SPIRES, CHATTANOOGA
WHITE, WILLIAM OTIS, CHATTANOOGA
WILLIAMS III, SAM JONES, CHATTANOOGA
WILLIAMS JR, JESSE L, CHATTANOOGA
WILLIAMS, ROBERT HENRY, CHATTANOOGA
WILLIAMS, RICHARD BRUCE, CHATTANOOGA
WILLINGHAM JR, WINBORN B, CHATTANOOGA
WOOLEY, RALPH R, CHATTANOOGA
WRIGHT JR, KINSMAN E, CHATTANOOGA
YIUM, JACKSON JOE, CHATTANOOGA
YOOD, JULIAN MACOW, CHATTANOOGA
YOUNG, GEO G, CHATTANOOGA
YOUNG, LAWRENCE I,' CHATTANOOGA
YOUNG, LUTHER F, HIXSON, TN 37343
ZUCKERMAN, JOS I, CHATTANOOGA

COCKE COUNTY MEDICAL SOCIETY

DEBERRY, REECE B, NEWPORT
GARBARINC JR, A J, NEWPORT
LUCKTONG, BOONLUA, NEWPORT
MCCONNELL, DAVID H, NEWPORT
SHULTS, GLEN C, NEWPORT
VALENTINE JR, FRED M, NEWPORT

COFFEE COUNTY MEDICAL SOCIETY

BRICKELL JR, RALPH L, TULLAHOMA
CANON, ROBT MAURICE, TULLAHOMA
FARRAR, CLARENCE H, MANCHESTER
FARRAR, HOWARD A, MANCHESTER
FRALEY, MARVIN CLIFFORD, TULLAHOMA

GALBRAITH, BRUCE E, TULLAHOMA
GRAY JR, EDWIN E, TULLAHOMA
HARVEY, CHAS BEN, TULLAHOMA
HUONG, TSONG SHIONG, MANCHESTER
KENNEDY, JERRY LEDFORD, TULLAHOMA
KIM, HO KYUN, TULLAHOMA
KING, JAMES MANNING, TULLAHOMA
KOSHMAN, ROBERT W, TULLAHOMA
KRISHNA, GULLA BALA, TULLAHOMA
MARSH, CHAS WALLACE, TULLAHOMA
MILAM, WILLIAM M, TULLAHOMA

* ROLES JR, EARL E, TULLAHOMA
SHUKLA, SANDIP, TULLAHOMA
SNODDY, CLAUDE COLLINS, TULLAHOMA
VALLEJO, LUZ A, TULLAHOMA
VALLEJO, FRANCISCO C, TULLAHOMA
WEBB, CHAS HARRY, TULLAHOMA
WILLIAMS, CAMERON S, TULLAHOMA
WOODFIN JR, MOSE CLARKE, TULLAHOMA
YANG, HARRISON Y, MANCHESTER
YOUNG, COULTER SMARTT, MANCHESTER
YU, JA>NAN, MANCHESTER

CONSOLIDATED MEDICAL ASSEMBLY OF

WEST TENNESSEE

ALEXANDER, CLYDE VINSON, JACKSON
APPLETON JR, JAMES ROY, JACKSON
ARISTORENAS, JUAN T, ADAMSVILLE
ARMSTRONG, JOHN L, SOMERVILLE
ATKINS, JERRY FRANKLIN, HUNTINGDON
BAKER, JOHN QUENTIN, BOLIVAR
BALLARD, THOS K, JACKSON
BARHAM, HARVEY HAYWOOD, BOLIVAR
BARKER, JAMES HARRIS, JACKSON
BARNES JR, JAMES WALTER, JACKSON
BARNETT, ROBT J, JACKSON
BARNETT II, HUGH GLENN, JACKSON
BHAT, NARAYANA B, HUNTINGDON
BICKNELL, SIDNEY LANE, JACKSON
BISHOP, JOHN MYRON, SOMERVILLE
BLANKENSHIP JR, H, SAVANNAH
BOND JR, ELIAS KING, JACKSON
BOOTH, JACK H, JACKSON
BRADLEY JR, JAMES F, TRENTON
BROWN, JANE L WARNE, JACKSON
BROWN II, JOE LAWRENCE, JACKSON
BURNETT, WILLIAM FRANKLIN, JACKSON
BURRUSS JR, SWAN, JACKSON

* CHANDLER, JOHN H, JACKSON
CHURCHWELL, A GRIGG, SAVANNAH
COHEN, IAN L, ST JOHNS, NF
COUCH, BILLY LANIER, HUMBOLDT
COX, CHAS WM, JACKSON
CRAIG JR, JAMES THOMAS, JACKSON
CRAIG, STERLING RUFFIN, JACKSON
CRENSHAW, JAMES HARRIS, HUMBOLDT
CRENSHAW, THOS MALCOLM, HUMBOLDT
CROCKER, EDWARD F, JACKSON
CROOK, WM GRANT, JACKSON
CURLIN, JOHN PASCHAL, JACKSON
OE SOUZA, WM CELESTINO, TRENTON
DENNEY, SAM J, MILAN
DICKSON, KENNETH L, BROWNSVILLE
DINKINS, RUTH ELEANOR, JACKSON
DODSON JR, GEO DAY, JACKSON
DONNELL, JAMES HAROLD, JACKSON
DOUGLASS JR, ROY A, JACKSON

* DOUGLASS, JACK E, JACKSON
DRIVER, CLARENCE, JACKSON
DUNAVANT, ROBT WAYNE, BOLIVAR
EDWARDS, EDWIN WILTZ, JACKSON
EDWARDS, NICHOLAS HENRY, GRAND JUNCTION
ELLIS, JOHN W, TRENTON
EMERSON, BLANCHE S, JACKSON
ERB, BLAIR D, JACKSON
FENLEY JR, JAMES L, JACKSON
FIELDS, JAMES 0, MILAN
FOSTER, CHAS STEPHEN, JACKSON
FRIEDMAN, FRED M, JACKSON
FROST, CHAS LESTER, BOLIVAR
GRAINGER, CHRISTOPHER J, JACKSON
GRANT, WILLIAM M, MC KENZIE
GRAVES, OLIVER HALTOM, JACKSON
GRAY, ALDEN HARRELSON, KENTON
GREEN, JOHN ALLEN, TRENTON
HALE, BOBBY DEE, BROWNSVILLE
HALL, ROBT CROMBIE, JACKSON
HALL, JAMES WILSON, TRENTON
HAMMOND, STEPHEN, JACKSON
HARRISON, WALTON W, JACKSON
HAWKINS JR, RAYMOND, SOMERVILLE
HAZELHURST JR, GEORGE E, JACKSON
HERRON, CHAS BURKHEAD, JACKSON
HERRON, BRUCE EMERSON, JACKSON
HICKMAN, CHAS NORRIS, TRENTON
HICKS, ALVIN THORNTON, CAMDEN
HIGGS, BOBBY CLARK, JACKSON
HILL, ROBT S, JACKSON
HOLMES, JAMES THOBURN, MC KENZIE
HOLMES, CHESTER L, TRENTON
HORNSBY, ROBT JERALD, JACKSON
HORTON, ROBT LESLIE, CAMDEN
HOUSE, BEN FRED, JACKSON
HUBBARD, GEO BAKER, JACKSON

HUMPHREY, TOM NEAL, SELMER
HUMPHREYS, T JAMES, JACKSON

* JOHNSTON, LELANO MANN, JACKSON
JONES, KENT L, JACKSON
JONES, CHESTER KAWEL, JACKSON
JONES JR, WESLEY F, LEXINGTON
KENDALL, JOHN ALLEN, JACKSON
KING, DARREL CHAMBERS, HENDERSON
KINI, SARVOTHAM, HENDERSONVILLE
KOONCE, DUVAL HOLTZCLAW, JACKSON
LA FONT, DONALD SHARP, JACKSON
LANE, JAMES DAVIDSON, JACKSON
LANGDON JR, JAMES A, JACKSON
LAY, JOHN DANL, SAVANNAH
LEWIS, DONALD RAY, JACKSON
LOWRY, MAURICE NEILL, LEXINGTON
MALEY, BRUCE B, JACKSON
MANDLE, ROBT BENNIE, JACKSON
MAYFIELD, RUSSELL W, BELLS
MC AFEE, WM CLEVELAND, JACKSON
MC CALLUM, OSCAR M, HENDERSON
MC IVER, HAROLD THOMAS, JACKSON
MC KNIGHT, FRANK S, SOMERVILLE
MCCRUDDEN, BRIAN F, JACKSON
MCDOWELL, L JANE, JACKSON
MIDDLETON, AUGUSTUS L, JACKSON
MILLER JR, JESSE A, JACKSON
MUELLER, ALFRED J, JACKSON
MYHR, LAMB BOLTON, JACKSON
PAKIS JR, GEORGE, JACKSON
PATEL, HASMUKH DAHYABHAI, TRENTON
PEELER, HARRY LEE, SELMER
PHILLIPS, JAMES ALFRED, JACKSON
PLEMMONS, LLOYD HAROLD, SOMERVILLE
PORTIS, BILL SCOTT, HUNTINGDON
PRICE JR, JAMES ALFRED, JACKSON
RAMER SR, WARREN C, LEXINGTON
RAMER JR, WARREN CARLTON, LEXINGTON
RAO, GADE, SAVANNAH
REESE, EUGENE P, JACKSON
RHEA, KARL BYINGTON, SOMERVILLE
RHEAR, RAYMOND WAYNE, ALAMO
RICHARDS, AUBREY, WHITEVILLE
RIDDLER, JOHN GARTH, JACKSON
ROBBINS, RUSSELL HUGH, JACKSON
ROBERTS, WM H, JACKSON
ROBERTSON, JAMES H, MCKENZIE
ROE, THOS VANCE, SAVANNAH
ROWLAND, JOS PERRY, JACKSON
RUSH JR, LEE, SOMERVILLE
SCHLAMP, ALLEN LEE, JACKSON
SCOTT, AUGUSTUS BARNETT, JACKSON
SHANNON, GEO WM, JACKSON
SHARPE JR, BENJ WEEKS, JACKSON
SHAW JR, JOHN L, MEMPHIS
SHEIKH, GHAZANFAR ALI, MC KENZIE
SHEPPARD JR, LEE C, JACKSON
SMELSER JR, MICHAEL HARDING, ADAMSVILLE
SMITH JR, MONTIE E, SELMER
SMITH, HARRIS L, JACKSON
SMITH, JAMES HA6Y, SELMER
SMITH, ROBT JOS, JACKSON
SMITH, MICHAEL L, SAVANNAH
SMITH, CLYDE E, JACKSON
SNEED, RAPHAEL CORCORAN, JACKSON
SOUDER, ROBERT TYLER, JACKSON
SPRUILL JR, JAMES HENRY, JACKSON
STAUFFER, CHAS C, JACKSON
STEPP JR, WILLIAM P, JACKSON
STEWART, DAVID EARL, BROWNSVILLE
STONECIPHER, LOWELL F, JACKSON
STORY, WILLIAM CHARLES, JACKSON
STRIPLING, JACK CLEMENTS, LEXINGTON
SUMMAR, ALVIN JONAH, JACKSON
SWINDLE, JAMES TYLER, JACKSON
THOMAS, GEO EMANUEL, JACKSON
THOMAS, HOWARD W, SAVANNAH
THOMAS, JAMES LOUIS, JACKSON
THOMAS, JAMES HOWARD, SAVANNAH

* THOMPSON JR, JOHN ROBT, JACKSON
THORNTON JR, JOHN C, BROWNSVILLE
TRUEX, S ALLEN, JACKSON
TUCKER JR, ROBT TAYLOR, JACKSON
TWILLA, RONALD G, MILAN
VINSON, HAROLD WALLACE, SELMER
WALKER JR, SHERLIE STONE, MC KENZIE
WARMBROD JR, JAMES G, JACKSON
WEBB, JIMMY FRANKLIN, JACKSON
WELLES III, EDWARD HUNTER, JACKSON
WHITAKER JR, HOWARD W, SAVANNAH
WHITE, LAMAR ARTHUR, FRIENDSHIP
WHITE, CHARLES WESLEY, LEXINGTON
WHITE, JERALD WAYNE, BROWNSVILLE
WILLIAMS JR, ALLEN N, BEMIS
WILLIAMS, PHILIP GRAY, MILAN
WILLIAMS, JAMES HENRY, MILAN
WILLIAMS, JAMES LARRY, TRENTON
WILLIAMS, RICHARD LARRY, JACKSON
WILLIAMS, JOHN C, TRENTON
WILLIAMSON JR, FELIX E, JACKSON
WILLIAMSON, JAMES STEPHEN, HUNTINGDON
WILSON, ROBT BURTON, HUNTINGDON
WILSON, R L, HENDERSON
WOLFE, WAYNE HARVEY, JACKSON
WOODS, ARTHUR M, JACKSON
WYATT, GEO BR E C K EN R I DGE , JACKSON

* WYLIE, PAUL EVE, JACKSON
YARBRO, HAROLD R, JACKSON
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BARNAHELL, JAMES ROSS, CROSSVILLE
BAYLOSIS, ROBERTO B, CROSSVILLE
BELL, CHRISTOPHER M, CROSSVILLE
BILBREY, RICHARD LEE, CROSSVILLE
BRAUN, RICHARD C, CROSSVILLE
CALLIS, JAMES TAYLOR, CROSSVILLE
CAMPBELL JR, JAMES T, CROSSVILLE
CLARK, JACK CROULEY, CROSSVILLE
CRAVENS, R GENE, CROSSVILLE
CRICK, JAMES M, CROSSVILLE
DEATHERAGE, PHILIP M, CROSSVILLE
DOUGHERTY, JOHN H, FAIRFIELD GLADE
DUER, CARL THOS, CROSSVILLE
DURHAM, BEATRICE L, CROSSVILLE
ERVIN JR, PAUL A, CROSSVILLE
EVANS, WM ELKINTON, CROSSVILLE
GUTHRIE, FRED ASHLEY, CROSSVILLE
HALL, DANNY, CROSSVILLE
IVEY, R DONATHAN, CROSSVILLE
JACKSON, JOHN MICHAEL, CROSSVILLE
KOUCHEKI, MOHAMMED, CROSSVILLE
LETIZIA, WAYNE LAWRENCE, CROSSVILLE
LINDSAY, JACK WASSON, ROCKWOOD
LITCHFORD, DAVID WILLIAMS, CROSSVILLE
MONAGHAN, T GAVIN, CROSSVILLE
MUNSON, FREDERICK WM, CROSSVILLE
OLAECHEA, REINALDO A, CROSSVILLE
REED, LARRY DEWAYNE, CROSSVILLE
ROBERTSON, JOS D, CROSSVILLE
SEATON, STUART P, CROSSVILLE
WALLACE, JOE KENNETH, CROSSVILLE
WOOD JR, ROBT HANCOCK, CROSSVILLE

NASHVILLE ACADEMY DF MEDICINE AND
DAVIDSDN COUNTY MEDICAL SOCIETY

ABISELLAN, EDUARDO E, NASHVILLE
ABISELLAN, GEORGINA A, NASHVILLE
ACREE, MAURICE MASON, NASHVILLE
ADAMS, CRAWFORD W, NASHVILLE
ADAMS JR, ROBT WALKER, NASHVILLE
ADDLESTONE, RONALD B, NASHVILLE
ADKINS, ROBT BENTON, NASHVILLE
AGBUNAG, ARNULFO ABAT, MADISON
ALCANTARA, ILDEFONSO A, NASHVILLE
ALEXANDER JR, CLYDE W, NASHVILLE
ALFORD JR, WM CUTTER, NASHVILLE
ALLEN JR, JOSEPH H, NASHVILLE
ALLEN, VAUGHAN ARTHUR, NASHVILLE
ALLEN, VERNE ELWOOD, NASHVILLE
ALLEN, TERRY REYNOLDS, BRENTWOOD
ALLEY JR, J CLYDE, NASHVILLE
ALLISON, WM EDWARD, NASHVILLE
ALLISON, JOE GARY, MADISON
ALPER, BENJ J, NASHVILLE
AMMARELL, ROBERT L, NASHVILLE
ANANDAIAH, K M, MADISON
ANDERSON, EDWIN B, NASHVILLE
ANDERSON JR, ARTHUR R, NASHVILLE
ANDERSON JR, JAMES S, NASHVILLE
ANDERSON JR, JAMES E, NASHVILLE
ANDERSON, WM CLYDE, NASHVILLE
ANDERSON, EDWARD EUGENE, NASHVILLE
ANDERSON JR, EDWIN B, NASHVILLE
ANDrRSON, ELBRIDGE E, DONELSON
ANDERSON, H R, NASHVILLE
ANDERSON, ROBT S, NASHVILLE
ANDREWS, GEO WILSON, BRENTWOOD
ARENDALE JR, CHARLES R, NASHVILLE
ARNOLD, LARRY TOTTY, NASHVILLE
ARNOLD, FREDRICK S, NASHVILLE
ARROWSMITH, PETER NOEL, NASHVILLE
ASHER, HARVEY, NASHVILLE
ATHAR, ZILLUR RAHMAN, MADISON
AVANT, GEO RAY, NASHVILLE
AVERBUCH, MARK STEPHEN, NASHVILLE
BACKUS, ELIZABETH MAUREEN, NASHVILLE
BAER, HARRY, NASHVILLE
BAHNER, RODERICK IREN, NASHVILLE
BAKER, THURMAN DEE, NASHVILLE
BALDWIN, JAMES MARVIN, ASHLAND CITY
BALLARD, SIDNEY W, FRANKLIN
BAN, THOMAS A, NASHVILLE
BANDY, PRESTON H, NASHVILLE
BARKSDALE, EDWARD H, NASHVILLE
BARNES, NORMAN ALAN, KINGSPORT
BARNES JR, MAURICE C, DONELSON
BARNETT, PAUL HAROLD, NASHVILLE
BARNETT, ROBT BURTON, NASHVILLE
BARNETT, DONALD R, NASHVILLE
BARR, RALPH I, COLUMBIA
BARTON, DAVID, NASHVILLE
BASS, ALLAN DELMAGE, NASHVILLE
BATCHELOR, E DALE, NASHVILLE
BATSON, RANDOLPH, TROY, AL
BATSON, JACK MILLER, NASHVILLE
BAYATPOUR, MAHIN, NASHVILLE
BAYER, D SCOTT, NASHVILLE
BEAZLEY JR, LUTHER A, NASHVILLE
BECK, LARSON DALE, MADISON
BECK, CHAS BERNARD, MADISON
BELDEN, RICHARD A, NASHVILLE
BELL, ROBT LE ROY, NASHVILLE
BENDER JR, HARVEY W, NASHVILLE

' BENNETT, LYNCH D, NASHVILLE

BENZ, EDMUND WOODWARD, NASHVILLE
BERMAN, M LAWRENCE, NASHVILLE
BERNARD, STANLEY, NASHVILLE
BERNARD, LOUIS J, NASHVILLE
BERRIE, WARREN R, NASHVILLE
BERRY, GEOFFREY, NASHVILLE
BEVERIDGE, JOHN H, NASHVILLE
BIHL-MIRANDA, PATRICIA M, OLD HICKORY
BILLIG, OTTO, NASHVILLE
BILLINGS JR, FREDERIC T, NASHVILLE
BINKLEY, GEO T, NASHVILLE
BINKLEY JR, WM JOS, MADISON
BIRDWELL, BEN JASON, NASHVILLE
BIRMINGHAM, RUSSELL T, NASHVILLE
BISHOP, LINDSAY K, NASHVILLE
BISHOP JR, EUGENE L, NASHVILLE
BISHOP, MICHAEL ROBT, NASHVILLE
BISTOWISH JR, JOS M, NASHVILLE
80DNER, STANLEY JACOB, DONELSON
BOEHM, FRANK HENRY, NASHVILLE
BOMAR JR, ROBT LYNN, NASHVILLE
80M80Y JR, JAMES D, NASHVILLE
BOND, JOHN BENJ, NASHVILLE
BOND, ARTHUR GERNT, NASHVILLE
BONE, ROBERT CARVER, LEBANON
BOOKMAN, JAMES ANDREW, MADISON
BOOTH JR, GLENN H, NASHVILLE
BOTTOMY, MICHAEL BRUCE, NASHVILLE
BOUNDS JR, GEO WM, NASHVILLE
BOWERS JR, DAVID GARWOOD, NASHVILLE
BOYD JR, WM JOS, NASHVILLE

* BOYLIN, JOHN M, NASHVILLE
BRACKIN JR, HENRY 8, NASHVILLE

* BRADLEY, CLOYCE F, NASHVILLE
* BRADLEY, G HEARN, NASHVILLE

BRAKEFIELD, JAMES MARION, NASHVILLE
BRAREN, H VICTOR, NASHVILLE
BREINIG, JOHN BOYERS, NASHVILLE
BRIGHAM, KENNETH L, NASHVILLE
BROOKS, ARTHUR L, NASHVILLE
BROOKS, WILBERT E, MADISON
BROOMES, LLOYD RUDY, MADISON
BROTHERS, JOHN CUNNINGHAM, NASHVILLE
BROWN, JAMES H, NASHVILLE
BROWN JR, WALTER EDWARD, SPRING HILL
BROWN JR, WALTER U, NASHVILLE
BROWN, PHILLIP PENDLETON, NASHVILLE
BROWN, DOROTHY L, NASHVILLE
BROWN, KERMIT RUPERT, NASHVILLE
BROWNE, HARRY GRAY, NASHVILLE
BROWNE, EDWARD W, NASHVILLE
BRUNO III, JOHN, NASHVLLE
BRYAN, JOHN T, NASHVILLE
BUCHANAN JR, ROBT NORMAN, NASHVILLE
BUCHANAN, RICHARD DURR, NASHVILLE
BUENO, REUBEN A, NASHVILLE
BULLARD, LESTER L, NASHVILLE

* BURD, JOS G, NASHVILLE
BURKHALTER, MICHAEL TERRY, NASHVILLE
BURKS, HELEN CRAWFORD, HENDERSONVILLE
BURNES, JAMES EDMOND, MADISON
BURNETT, LONNIE S, NASHVILLE
BURNS, GERALD ROBT, NASHVILLE
BURR, ROBT EDWARD, MADISON
BURR, IAN MEADOWS, NASHVILLE
BURRUS, GEO ROBT, NASHVILLE
BURRUS, ROGER BYRON, NASHVILLE
BYRD JR, BENJ F, NASHVILLE
CADENA, GUILLERMO, NASHVILLE
CALDWELL III, THOS B, NASHVILLE
CALDWELL JR, BENJ H, NASHVILLE
CALHOUN, CALVIN LEE, NASHVILLE
CALLAWAY, JAMES J, NASHVILLE
CAMPBELL, W BARTON, NASHVILLE
CAMPBELL, THOMAS W, NASHVILLE
CANALE JR, DANIEL D, NASHVILLE
CANNON JR, CHARLES GRADY, NASHVILLE
CANNON II, RICHARD 0, NASHVILLE
CARD, WM JUDSON, MADISON
CARNEY JR, SAM W, MADISON
CARNEY, E TOM, NASHVILLE
CARPENTER JR, GEO KENYON, NASHVILLE
CARR, CHAS MORGAN, DONELSON
CARTER, ROBERT ASHE, NASHVILLE
CARTER, OSCAR WILLIS, NASHVILLE
CASSELL, NORMAN M, NASHVILLE
CASTELNUOVO>TEDESCO, P, NASHVILLE
CAYCE, LEE F, NASHVILLE
CHALFANT, ROBT L, NASHVILLE
CHAMBERS, -J ILL F, NASHVILLE
CHANG, PONG MOON, NASHVILLE
CHANNABASAPPA, KODIHALLI P, MADISON
CHAPMAN, JOHN EDMON, NASHVILLE
CHAZEN, ERIC MARTIN, NASHVILLE
CHEIJ, ABRAHA'M PACHA, NASHVILLE
CHIKKANNAIAH, SAJJAN G, HENDERSONVILLE

* CHRISTIE, AMOS, NASHVILLE
CLARK, WM MC LEAN, NASHVILLE
CLASSEN, JEANNINE ARCHER, NASHVILLE
CLASSEN, KENNETH LEON, MADISON
CLINTON, MARY E, NASHVILLE
CLOSE, LOUIS WARD, NASHVILLE
COBB JR, CULLY A, NASHVILLE
COCHRAN, ROBT TAYLOR, NASHVILLE
COHEN, ALAN GARY, NASHVILLE
COKER, WESLEY LOUIS, NASHVILLE
COLES III, JOHN H, NASHVILLE
COOK, WILLIAM A, HOUSTON, TX

COOKE, GEO EDWARD, NASHVILLE
COOPER, ROBERT S, NASHVILLE
COOPWOOD, WM EUGENE, MADISON
COPPOLETTI, RICHARD T, NASHVILLE
CORBIN JR, CHARLES, NASHVILLE
CORKE, BARRY C, NASHVILLE
CORNEY, ROBT TYLER, NASHVILLE

* COTHREN, FREDEREC B, NASHVILLE
COTHREN, JACKSON DANL, NASHVILLE
COTTON JR, ROBERT BELL, NASHVILLE
COUCH JR, ORRIE A, NASHVILLE
COUDEN, VINCENT ROBT, DONELSON
COULAM, CRAIG M, NASHVILLE
COWDEN, FREDERIC EUGENE, NASHVILLE
COWDEN, CHAS MARSHALL, HENDERSONVILLE
CRAFTON, GEO B, NASHVILLE
CRANE, JOS MICHAEL, MADISON
CRANE, PAUL SHIELDS, NASHVILLE
CRECRAFT, HAROLD JAMES, NASHVILLE
CRENSHAW, RANDALL W, NASHVILLE
CRENSHAW, WM BRYANT, NASHVILLE
CROOK, JERRALL PAUL, NASHVILLE
CROOK, ANGUS M G, NASHVILLE
CUSHMAN, ARTHUR ROBT, MADISON
DALE, W ANDREW, NASHVILLE
DANIELL, JAMES F, NASHVILLE
DAO, ANH HUU, NASHVILLE
DARBY, WM JEFFERSON, NASHVILLE
DAUGHERTY, PHILIP V, NASHVILLE
DAVIS, JOHN L, NASHVILLE
DAVIS, GEO WM, NASHVILLE
DAVIS JR, THOS JOEL, NASHVILLE

* DAVIS, THEODORE W, NASHVILLE
DAVIS, RICHARD JOHN, NASHVILLE
DAVIS, CARLA SUZANNE M, NASHVILLE
DAVIS, WM GRAY, MADISON
DAVIS, IVAN R, NASHVILLE
DAVIS, MICHAEL DAVID, NASHVILLE
DE BLANC JR, HAROLD J, NASHVILLE
DEAN, RICHARD HENRY, NASHVILLE
DELVAUX JR, THOS C, NASHVILLE
DENNISON JR, HAROLD CLAY, NASHVILLE
DILLARD JR, SAML HENRY, NASHVILLE
DIVELEY, WALTER LOWELL, NASHVILLE
DIXON JR, JOHN H, NASHVILLE
DOAK, WM MELVILLE, DONELSON
DODO, ROBERT T, NASHVILLE
DONALD, WM D, NASHVILLE
DONNELL, MARK L, MADISON
DOPP, ALAN C, NASHVILLE

* DORRIS, EARL DENTON, NASHVILLE

DOSS, W GORDON, HENDERSONVILLE
DOSTER JR, ROBERT T, NASHVILLE

* DOUGLASS, HENRY L, NASHVILLE
DOWNEY, WM LEE, NASHVILLE
DOWNS, HOWARD S, MADISON
DOYNE, MARK ALAN, NASHVILLE
DOZIER JR, J EMMETT, NASHVILLE
DRIVER JR, L ROWE, NASHVILLE
DUBUISSON, RAY L, NASHVILLE
DUDLEY, B STEPHEN, NASHVILLE

* DUFF, PRICE H, NASHVILLE
DUNCAN, GEO E, NASHVILLE
DUNCAN, GARY WM, NASHVILLE
DUNCAN, THOMAS C, NASHVILLE
DUNKERLEY JR, ROBT C, NASHVILLE
DUNN, GEO DEWEY, NASHVILLE
DUTTON, WM PATTERSON, DONELSON
EDGAR SR, ANDREW S, NASHVILLE
EDLAND, JOHN F, NASHVILLE
EDWARDS, JOE MICHAEL, NASHVILLE
EDWARDS, WM H, NASHVILLE
EDWARDS, ROBT HARVEY, NASHVILLE
EDWARDS, DORAN DEVON, NASHVILLE
ELAM III, ROY OSCAR, NASHVILLE
ELAM, LLOYD CHAS, NASHVILLE

* ELLIOTT, PHILIP C, NASHVILLE
ELLIOTT, JAMES H, NASHVILLE
ELLIS, JAMES W, NASHVILLE
ELSON, MELVIN LESLIE, NASHVILLE
EMERSON, CLIFTON W, NASHVILLE
ERYASA, YILMAZ, NASHVILLE
ESCOBAR, ALFONSO, NASHVILLE
ESKIND., IRWIN BERNARD, NASHVILLE
ESTES, TAFT HORACE, NASHVILLE
EVANS, HILLIS FLOREN, MADISON
EVANS JR, OWEN B, NASHVILLE
EWERS, E WILLIAM, NASHVILLE
EYLER, DON LEROY, NASHVILLE
EZELL, ROY CLAY, NASHVILLE
FABER, ROBT BRANCH, NASHVILLE
FAKHRUDDIN, A K M, MADISON
FALK, LESLIE ALAN, NASHVILLE
FARRAR, WM TAYLOR, NASHVILLE
FARRINGER JR, JOHN LEE, NASHVILLE

* FARRIS, WILLIAM B, BRADENTON, FL
FAULK JR, WALLACE H, NASHVILLE
FAULKNER, CHAS TAYLOR, NASHVILLE
FELCH, JAMES W, NASHVILLE
FELDMAN, RICHARD WARREN, NASHVILLE
FELTS, STEPHEN KAREY, DONELSON
FELTS, PHILIP W, NASHVILLE
FEMAN, STEPHEN S, NASHVILLE
FENICHEL, GERALD MERVIN, NASHVILLE
FERGUSON, HAROLD AUSTIN, NASHVILLE

* FESSEY, RAY 0, NASHVILLE
FIDELHOLTZ, JACOB NORMAN, NASHVILLE
FIELDS, JOHN PERSHING, NASHVILLE
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FIELDS, JAMES P, NASHVILLE
FINKE, FREDERICK LEROY, NASHVILLE

* FINKS, ROBT MARK, NASHVILLE
FISHBEIN, JOS H, NASHVILLE

* FISHER, LAURA M, FT LAUDERDALE, FL
FISHER, BENJ, NASHVILLE

* FITZWATER JR, JAMES E, SAN FRANCISCO, CA
FLEET JR, WILLIAM F, GOO DLE TT S V I LL

E

FLEMING JR, JAMES H, NASHVILLE
FLEMING JR, ROSS, NASHVILLE
FLEXNER, JOHN MORRIS, NASHVILLE
FOREMAN, HOWARD R, NASHVILLE
FOSTER, HENRY WENDELL, NASHVILLE

* FOSTER, JOHN H, BETHESDA, MD
FOSTER, NELSON RAY, FRANKLIN
FOWINKLE, EUGENE WESLEY, NASHVILLE
FOWLER, SAML B, NASHVILLE

* FRANCE, RICHARD, NASHVILLE
FRANCIS, ROBT STANLEY, NASHVILLE
FRANCIS, RUPERT ASHTON, NASHVILLE
FRANKLIN, JOHN DAVID, NASHVILLE
FREDERIKSEN, RAND TERRELL, NASHVILLE
FREEMAN, RUFUS JACK, NASHVILLE
FRENCHMAN, KHUSHRU H, MADISON
FREY, WALTER WILLIS, NASHVILLE
FRIDDELL, THOS JAMES, NASHVILLE
FRIESINGER, GOTTLIEB C, NASHVILLE
FRIST JR, THOS FEARN, NASHVILLE
FRIST JR, JOHN C, NASHVILLE
FRIST, THOS F, NASHVILLE
FRIST, ROBT ARMISTEAD, NASHVILLE
FURMAN, JOHN ROBERT, MADISON
GAINES, DONALD LEE, NASHVILLE

* GANT, JULIAN C, LOMA LINDA, CA
GARDNER JR, WM ALBERT, NASHVILLE

* GARDNER, JAMES COLLIE, NASHVILLE
GARDNER, CHAS KURTIN, NASHVILLE
GARRETT, SAM YOUNG, NASHVILLE
GASKINS, FAY M, NASHVILLE
GASTON, ROBT 6, DONELSON
GASTON JR, ROBERT B, NASHVILLE
GAVI6AN, WM MITCHEL, NASHVILLE
GAW, DAVID WISDOM, NASHVILLE
GAW, WM RICHARD, NASHVILLE
GEDDIE, DANL CLARK, NASHVILLE
GENCA, EROL, NASHVILLE
GENTRY, HAROLD LEFFEL, MADISON
GERLOCK JR, AMIL JAMES, NASHVILLE
GESSLER, CARL NEWTON, NASHVILLE
GHOSH, KRISHNA DEVI, NASHVILLE
GIBSON, RICHARD L, NASHVILLE
GILL, CHAS MC CLELLAND, NASHVILLE
GILMER, RONALD, NASHVILLE
SINN, H EARL, NASHVILLE
GLASCOCK, FRANK B, NASHVILLE
GLASSCOCK, MICHAEL E, NASHVILLE
SLASSFORD JR, DAVID M, NASHVILLE
SLICK, ALAN DOUGLAS, NASHVILLE
GLOVER, JOHN R, NASHVILLE
GLOVER JR, JOHN P, NASHVILLE
GLUCK JR, FRANCIS W, NASHVILLE
GOBBEL JR, WALTER G, NASHVILLE
GOLDIN, MELVIN L, NASHVILLE
GOLDNER JR, FRED, NASHVILLE

* GOLDSBERRY, JAMES E, NASHVILLE
GOLLOBIN, GLENN, NASHVILLE
GOMEZ, PAUL CHAS, NASHVILLE
GOWDA, HIRANYA C K, NASHVILLE
GRABER, ALAN LEE, NASHVILLE
GRAHAM, THOMAS P, NASHVILLE
GRAHAM JR, LOUIS S, NASHVILLE
GRANDA, ANTONIO MEDARDO, NASHVILLE
GRANT, BURTON PAINE, NASHVILLE
GRAVES JR, HERSCHEL A, NASHVILLE
GRAY, ROLAND WILLIAM, NASHVILLE
GRECO, FRANK ANTHONY, NASHVILLE
GREEN, EDMON LEE, NASHVILLE
GREEN, NEIL EDWARD, NASHVILLE
GREEN JR, PAUL A, NASHVILLE
GREEN, LOUIS D, NASHVILLE
GREENBAUM, RALPH MARTIN, NASHVILLE
GREENE, JOHN W, NASHVILLE
GREENE, HARRY LEE, NASHVILLE
GREER JR, CLIFTON E, NASHVILLE
GREGORY II, JAMES P, NASHVILLE
GREGORY JR, MARVIN GEER, NASHVILLE
GREGORY, DAVID WILSON, NASHVILLE
GREMILLION JR, DANIEL E, NASHVILLE
GRIFFIN, JOHN JOS, NASHVILLE
GRIFFIN, PAUL P, NASHVILLE
GRIFFITH JR, JOHN W, NASHVILLE
GRISCOM, JOHN HOOPER, NASHVILLE

* GRIZZARD, THOS, NASHVILLE
GROOS, ERICH BRYAN, NASHVILLE
GROSSMAN, LAURENCE A, NASHVILLE
GROSSMAN, MILTON, NASHVILLE
GROVE, BARRY R, NASHVILLE
GROWDON JR, JAMES HAROLD, NASHVILLE
GUPTA, VEENA K, NASHVILLE
GUPTON JR, WM EDWIN, NASHVILLE
GUTOW, GARY SAML, NASHVILLE
HABER JR, ARNOLD, NASHVILLE
HAGAN, KEITH W, NASHVILLE
HAGAN, GEO BRYANT, MADISON

* HAILEY, DAVID WALTER, NASHVILLE
HAINES JR, CHAS EDGAR, NASHVILLE
HALEY JR, ROBT LEO, MADISON
HALL, HUGH DAVID, NASHVILLE

HALL JR, WALLACE HOWARD, NASHVILLE
HALPRIN, GERALD MYRON, NASHVILLE
HALTOM, THOS BRANSON, NASHVILLE
HAMBERG, MARCELLE ROBT, NASHVILLE
HAMILTON, JAMES RICHARD, NASHVILLE
HAMILTON, CHAS M, NASHVILLE

* HAMILTON, WM M, NASHVILLE
HAMMON JR, JOHN W, NASHVILLE
HAMMONDS, ROY GLENN, NASHVILLE
HANDTE, ROBERT E, NASHVILLE
HANES, THOMAS EUGENE, MADISON
HANSEN, AXEL CARL, NASHVILLE
HARDIN, ROBT ALLEN, NASHVILLE
HARRIS, JACKSON, NASHVILLE
HARRIS, PERRY FELTON, NASHVILLE
HARTMANN, WM HERMAN, NASHVILLE
HARVEY, ALEXANDER EARLE, NASHVILLE
HARWELL, AUBREY B, NASHVILLE
HARWELL JR, WM BEASLEY, NASHVILLE
HASTY, NORMAN DONALD, NASHVILLE

* HAYES, JAMES T, NASHVILLE
HAYNES, JAMES HUGH, NASHVILLE
HAYNES JR, J BREVARD, NASHVILLE
HAYNIE, H CAMPBELL, NASHVILLE
HAYS, JAMES WM, NASHVILLE
HEAD, JAMES R, NASHVILLE
HEIM, CRAIG REED, NASHVILLE
HEINBERG, STEPHEN A, LOS ANGELES, CA
HELLER, RICHARD MOSS, NASHVILLE
HELME, JAMES B, NASHVILLE
HENDERSON, ROBERT R, NASHVILLE
HENRY, DOUGLAS C, NASHVILLE
HERRINGTON JR, JOHN L, NASHVILLE

* HERZFELD, JOHN G, NASHVILLE
HESTER, RAY WILLIS, NASHVILLE
HI8BETT III, BASYE K, NASHVILLE

* HIBBITTS JR, JOSIAH B, NASHVILLE
HIGH, JAMES MARSHALL, MADISON
HIGHTOWER, DANL RUSSELL, NASHVILLE
HILL, WM HAROLD, MADISON
HILL, WARREN THOS, MADISON
HILLARD, IRVING RINGO, NASHVILLE
HILLS, EDWARD RUDOLPH, NASHVILLE
HIRSHBERG, CHAS SNYDER, NASHVILLE
HITCHMAN, JAMES KENNETH, NASHVILLE
HOBDY, CHARLIE JOE, NASHVILLE
HOLCOMB JR, GEO W, NASHVILLE

* HOLLABAUGH, CHAS FOWLER, NASHVILLE
HOLLENDER, MARC HALE, NASHVILLE
HOLLIDAY, HUGH DOUGLAS, NASHVILLE
HOLLIFIELD, JOHN WARD, NASHVILLE
HOLZEN, THOMAS W, NASHVILLE

* HONG, INPOW, APO SAN FRANCISCO, CA
HOOS, RICHARD T, NASHVILLE
HORN, ROBT GORDON, NASHVILLE
HOROWITZ, DAVID HARVEY, NASHVILLE
HORTON JR, FREDERICK T, NASHVILLE
HOUGH JR, AUBREY J, LITTLE ROCK, AR
HOUSTON, MARK CLARENCE, NASHVILLE
HOWELL JR, EVERETTE IRL, NASHVILLE
HOWERTON, HENRY CLAYTON, NASHVILLE
HSUEH, YERNGTTERNG, NASHVILLE
HUBER, THOS J, MADISON
HUDDLESTON, CHAS H, NASHVILLE
HUDGINS, JAMES M, MADISON
HUFFMAN, WILLIAM R, ANTIOCH

' HUGHES, GORDON B, NASHVILLE
HUMPHREY, STINSON E, LOS GATOS, CA
HUMPHREYS, JERRY KAY, NASHVILLE
HUNT, JERRY CHEEK, MADISON
HUNTER, SAMUEL B, RICHMOND, VA

HURT, JOS EDWARD, NASHVILLE
HUSTON, JOSEPH W, NAHSVILLE
HUTTON JR, VERNON, NASHVILLE
IKARD, ROBT WINSTON, NASHVILLE
INGRAM JR, MINYARD D, NASHVILLE
ISAACS, JUANITA JOYCE, NASHVILLE
ISENHOUR JR, ALBERT P, NASHVILLE
ISMAIL, MOHAMMED, NASHVILLE
IVIE, JOS MC KINNEY, NASHVILLE
JACKSON, C GARY, NASHVILLE
JACKSON, ROGER THEODORE, NASHVILLE
JACOBS, JOS KENNETH, NASHVILLE
JAMES, A EVERETTE, NASHVILLE
JARVIS, DAVID ALAN, NASHVILLE
JAYAKODY, FRANK LORENZ, NASHVILLE
JEKOT, WILLIAM J, NASHVILLE
JENKINS, DAVID ELLSWORTH, NASHVILLE
JOHN JR, JAMES THOS, NASHVILLE
JOHNSON, HARRY KEITH, NASHVILLE

* JOHNSON, HOLLIS EUGENE, NASHVILLE
JOHNSON JR, IRA T, NASHVILLE
JOHNSON, JAMES WM, NASHVILLE
JOHNSON, JOHN SETTLE, NASHVILLE
JOHNSON, ERNEST KAYE, NASHVILLE
JOHNSON, ROBT MARSHALL, NASHVILLE
JOHNSTON, CHAMBLESS RAND, NASHVILLE
JOHNSTON, ROBT K, NASHVILLE
JOHNSTON, WILLIAM D, NASHVILLE
JONES, JOHN DONALD, NASHVILLE

* JONES, JOHN R, WILLIAMSBURG, KY
JONES, EDMUND PALMER, NASHVILLE
JONES JR, ORRIN LESTER, NASHVILLE
JONES, FRANK EMERSON, NASHVILLE
JONES, DAVID SCOTT, NASHVILLE
JORDAN, THOS MALONE, NASHVILLE
JUDY, LAWRENCE A, MINNEAPOLIS, MN
KAISER, ALLEN B, NASHVILLE

KAMBAM, JAYAKUMAR REDDY, NASHVILLE
» KAMPMEIER, RUDOLPH H, NASHVILLE

KAPLAN, PETER ROBT, NASHVILLE
KAPLAN, HERMAN JACOB, NASHVILLE
KARZON, DAVID THEODORE, NASHVILLE
KASSELBERG, ALFRED GUY, NASHVILLE
KEANE, WM SHERMAN, NASHVILLE
KEMMERLY, PAUL COURTLAND, NASHVILLE

* KENDALL, CYRUS ERVE, HENDERSONVILLE
* KENNEDY, J ALLEN, NASHVILLE

KENNER III, WM DAVIS, NASHVILLE
* KENNON JR, WM GILLIAM, NASHVILLE

KEYES, MICHAEL JOS, NASHVILLE
KHAN, QAMAR ALI, NASHVILLE
KILLAM, ALLEN P, NASHVILLE
KILROY, ANTHONY WALDO, NASHVILLE
KING JR, LLOYD E, NASHVILLE
KINNARD, JOHN PARKES, NASHVILLE
KIRBY, LOWRY DALE, NASHVILLE
KIRCHBERG JR, ROY WM, NASHVILLE
KIRCHNER, SANDRA LYNNE G, NASHVILLE
KIRCHNER JR, FREDERICK K, NASHVILLE
KIRSHNER, HOWARD S, NASHVILLE
KLING JR, RALPH R, NASHVILLE
KOCHTITZKY, OTTO M, NASHVILLE
KOENIG, LEONARD J, NASHVILLE
KOURANY, RONALD FREDERIC, NASHVILLE
KRAMER, LEE F, G 00 DLE TTS V I LL

E

KRONENBERG, MARVIN W, NASHVILLE
KUZUR, MICHEL ELIAS, NASHVILLE
KYGER, KENT, NASHVILLE
LA VOI, SAML JOS, NASHVILLE
LABORDE, JAMES M, NASHVILLE
LAMB, JOHN WM, NASHVILLE

* LAMB, ROLAND D, NASHVILLE
LAMBERT, FRANK HAYDEN, NASHVILLE
LAUGHLIN, LAWRENCE PAUL, NASHVILLE
LAVELY JR, HORACE T, NASHVILLE
LAWRENCE JR, GRANVILLE A, NASHVILLE
LAWSON, ALBERT ROBT, MURFREESBORO
LE QUIRE, VIRGIL S, NASHVILLE
LEE, DAVID GRANVILLE, NASHVILLE
LENTZ, JOS FRANCIS, NASHVILLE
LEONARD, JOHN MARTIN, NASHVILLE
LESTER, JAMES PEYTON, NASHVILLE
LEWIS, MALCOLM R, NASHVILLE
LIDDLE, GRANT WINDER, NASHVILLE
LIMBIRD, THOMAS J, NASHVILLE
LINN, M JOANNE LOVELL, NASHVILLE
LINN, ROBT J, MADISON
LIPSCOMB, ALBERT BRANT, NASHVILLE
LISELLA, RICHARD SCOTT, NASHVILLE
LODEN, JAMES POPE, NASHVILLE
LOGAN, JIMMI H, NASHVILLE
LOGAN, THOS PERCIVAL, NASHVILLE
LONG, WM ROYSTON, NASHVILLE
LOVELESS JR, JAMES ALVA, NASHVILLE
LOVVORN JR, HAROLD N, NASHVILLE

* LOWE, JACKSON PHILIP, NASHVILLE
LOWERY JR, EDWIN RAY, MURFREESBORO
LUBOW, LAWRENCE D, NASHVILLE

* LYLE, PHILIP LEWIS, NASHVILLE
LYNCH, JOHN BROWN, NASHVILLE
MAC MILLAN JR, CHAS W, NASHVILLE
MACMILLAN, ROBT DUNCAN, NASHVILLE
MADDEN JR, JAMES JOS, NASHVILLE
MAGPANTAY, EDMUNDO D, MT JULIET

* MAGRUDER, ROBT HERMAN, NASHVILLE
MALLARD, ROBT ELWOOD, NASHVILLE
MANALAC SR, ABELARDO Z, MT JULIET

* MANESS, GUY M, NASHVILLE
* MANLOVE JR, WM R, NASHVILLE

MARNEY, SAMUEL ROWE, NASHVILLE
MARSHALL JR, WILLIS H, MADISON
MARTIN, WM DARRELL, HENDERSONVILLE
MARTINEZ, ROGELIO R, NASHVILLE
MASON, THOS EMMETT, NASHVILLE
MASSIE, RALPH W, NASHVILLE
MATZELLE, JULIUS JOHN, NASHVILLE

* MAYER, JAMES A, NASHVILLE
MAYES, BEN RICHARDSON, NASHVILLE
MAYES, CHAS EUGENE, NASHVILLE
MC CALL, HERBERT TRAVIS, MADISON
MC CLELLAN, ROBT E, NASHVILLE
MC CRACKEN, ROBT LAZEAR, NASHVILLE
MC 6EHEE, JAMES BARTLEY, NASHVILLE
MC GINNIS, CHAS W, NASHVILLE
MC GRIFF JR, JAMES E, NASHVILLE
MC INNIS, JOHN CAMERON, NASHVILLE
MC KEE, EMBRY ARNOLD, NASHVILLE
MC KINNEY, THURMAN DWIGHT, NASHVILLE
MC LEOO, ALEXANDER C, NASHVILLE
MC MAHAN, JOHN WELLINGTON, NASHVILLE
MC MURRAY, M CHAS, NASHVILLE
MC PHERSON, WARREN F, NASHVILLE
MC PHERSON, EWING WM, NASHVILLE
MC QUIRTER JR, WROTEN, NASHVILLE

* MC SWAIN, HORACE B, NASHVILLE
MCCONNELL, CONN M, HENDERSONVILLE
MCMURTRY, CECIL E, MADISON
MEACHAM, WM FELAND, NASHVILLE
MEADOR, CLIFTON K, NASHVILLE
MEADORS, MICHAEL H, NASHVILLE
MEIROWSKY, ARNOLD MAX, NASHVILLE
MELKIN, STEPHEN PELLAR, NASHVILLE
MENDOZA, DANIEL, HENDERSONVILLE
MENZIE, JAMES W, NASHVILLE
MERRITT II, CULLEN R, NASHVILLE
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METHENY JR, RALPH SAME, MEMPHIS
METIS III, VERGIL L, NASHVILLE
METER JR, ALVIN HENRY, DONELSON
MILEK, MICHAEL A, NASHVILLE
MILLER, LLOYD C, NASHVILLE
MILLER, MICHAEL E, NASHVILLE
MILLER, JOHN M, NASHVILLE
MILLER, ANDREW HERRON, NASHVILLE
MILLER, JOE M, NASHVILLE
MILLER JR, JAMES OLNEY, MADISON
MILLER, MICHAEL PETER, NASHVILLE
MILLIS, JAMES BROWN, DONELSON
MINCH, MICHAEL FRANCIS, DONELSON
HINTON, LEE ROY, NASHVILLE
MIRANDA, FERNANDO T, OLD HICKORY
MISHRA, GITA, NASHVILLE
MISHU, MONA KIRMA, BRENTWOOD
MISSRI, JOSE, NASHVILLE
MITCHELL, CARL EDWARD, NASHVILLE
MITCHELL, DOUGLAS PARK, NASHVILLE
MITCHELL, EDWIN HARRIS, NASHVILLE
MOGAN, THOS FRANCIS, HENDERSONVILLE
HOLIN, JOHN ALLAN, NASHVILLE
MONEY, ROY WILSON, NASHVILLE
MONTGOMERY, MARCIA A, NASHVILLE
MONTOURIS, GEORGIA D, NASHVILLE
MOORE JR, HARRY TAYLOR, NASHVILLE
MORGAN, DAVID H, NASHVILLE
MOULTON, PATRICK HOWARD, NASHVILLE
MOYERS, JAMES RICHARD, NASHVILLE
MUHLETALER, CARLOS A, NASHVILLE
MULHERIN JR, JOS LOUIS, NASHVILLE
HURRAY, HENRY DARWIN, OLD HICKORY
NEADERTHAL, ROBERT LEE, NASHVILLE
NEBLETT III, WALLACE W, NASHVILLE
NELSON, I ARMISTEAD, NASHVILLE
NEMEC, DEWEY G, NASHVILLE
NESBITT, TOM EDWARD, NASHVILLE
NETSKY, MARTIN GEO, NASHVILLE
NOEL JR, PHILIP JORDAN, NASHVILLE
NOEL, OSCAR F, NASHVILLE
NORRIS, MARGARET SWANN, NASHVILLE
NORTON, CHAS GLENN, NASHVILLE
O'BRIEN, KEVIN MICHAEL, NASHVILLE
O'DAY, DENIS MICHAEL, NASHVILLE
O'DONNELL III, JOHN W, NASHVILLE
O'NEILL JR, JAMES A, NASHVILLE
OATES, JOHN ALEXANDER, NASHVILLE
OLDHAM, ROBT KENNETH, NASHVILLE
OLDHAM, RICHARD RANDOLPH, NASHVILLE
ORCUTT, THOS WM, NASHVILLE
ORTH, DAVID N, NASHVILLE
OVERALL, JAMES C, NASHVILLE
OVERFIELD, RONALD EDWIN, NASHVILLE
OWEN, ROBT CARROLL, NASHVILLE
OWNBEY, RICHARD PHILLIP, NASHVILLE
OTLEARY, JAMES P, NASHVILLE
P'POOL, DAVID BRUCE, NASHVILLE
P'POOL JR, DAVID BRUCE, NASHVILLE
PAGE, DAVID LEE, NASHVILLE
PAGE JR, HARRY L, NASHVILLE
PAINE JR, THOS FITE, NASHVILLE
PALACIOTDEL VALLE, GUSTAVO, NASHVILLE
PANLILIO, ADELISA, NASHVILLE
PARKER, ROY W, NASHVILLE
PARRIS, WINSTON CLIVETVIC, NASHVILLE
PARRISH, THOS FRANKLIN, NASHVILLE
PARTAIN, C LEON, NASHVILLE
PASCUA, PERCIVAL G, WICHITA, KS
PASS, BERNARD J, NASHVILLE
PATIKAS, TAKIS, NASHVILLE
PATTERSON, ARTHUR KNOX, NASHVILLE
PATTERSON JR, ROBT C, NASHVILLE
PATTERSON, WARREN R, NASHVILLE
PECACHE, CONCHITA T, MADISON
PEERMAN JR, CHAS G, NASHVILLE

PEERY JR, CLARENCE E, NASHVILLE
PENDERGRASS, HENRY P, NASHVILLE
PENNINGTON JR, JEFFERSON, MADISON
PENNINGTON, THOS G, NASHVILLE
PERALES, PEDRO JUAN, NASHVILLE
PERLER, GEO L, NASHVILLE
PERLMUTTER, MARTIN I, NASHVILLE
PERRIN, JAMES MARC, NASHVILLE
PERRY JR, JAMES MURRAY, NASHVILLE
PERRY, LUDWALD 0 P, NASHVILLE
PERRY SR, FRANK A, NASHVILLE
PETERS, JOHN EDWARD, NASHVILLE
PETRIE, WILLIAM M, NASHVILLE
PETTIT, WH ALBERT, NASHVILLE
PETTUS JR, ROBT L, MADISON
PHYTHYON, JANES MARTIN, NASHVILLE
PICKENS JR, DAVID R, NASHVILLE
PILKINTON, ROBT DALE, MADISON
PINSON, RICHARD D, NASHVILLE
PINTO-CISNEROS, SOCRATES, SMYRNA
PITTINGER, CHAS B, NASHVILLE
PO, GIOG SING TAN, GOODLETTSVILLE
PO, DIVINA ONG TAN, HENDERSONVILLE
POAG, KENNETH LESLIE, NASHVILLE
POMEROY, HOWARD CLIFTON, OLD HICKORY
PORCH JR, PHILLIP P, NASHVILLE
POTANIN, CONSTANTINE, NASHVILLE
POTTS, THOS EDWARD, NASHVILLE
POWELL, JACK P, NASHVILLE
PRAGER, RICHARD L, NASHVILLE
PRESLEY, RICHARD ELDON, NASHVILLE
PRICE, JAMES STERLING, NASHVILLE

auIMBY JR, CHAS WILLIS, NASHVILLE
aUINN, ROBT W, NASHVILLE
aURESHI, MOHAMMAD HUMAYUN, MADISON
RABIN, DAVID, NASHVILLE
RAJASHEKARAIAH, K M, NASHVILLE
RALPH JR, WM BENNETT, NASHVILLE
RAMSEY, LLOYD H, NASHVILLE
RAMSEY, JAMES ALBERT, NASHVILLE
REBEIRO, EGBERT, HENDERSONVILLE
REDDY, CHURKU MOHAN, NASHVILLE
REES, RILEY S, NASHVILLE

* REGEN, EUGENE MARSHALL, NASHVILLE
REGEN JR, EUGENE M, NASHVILLE
REMBERT, FRANCIS MARION, NASHVILLE
REMILLARD, JOSEPH H, NASHVILLE
REMILLARD, PATRICIA J, NASHVILLE
RENFRO, ROY JAMES, NASHVILLE
REYNOLDS, VERNON HARRY, NASHVILLE
REYNOLDS, ROBT NELSON, NASHVILLE
RHAMY, ROBT K, NASHVILLE

* RHEA, EDWARD BULLOCK, OLD HICKORY
RIBEIRO, LENOR DE SA, NASHVILLE
RICE, JOHN RALPH, NASHVILLE
RICE, RONNIE NEAL, HENDERSONVILLE
RICHARDS, JAMES PAUL, NASHVILLE
RICHARDSON, RONALD L, NASHVILLE
RICHARDSON, L DOUGLAS, NASHVILLE
RICHIE, ROBT EUGENE, NASHVILLE
RICKETSON, ROBT A G, NASHVILLE
RIDDELL, DOUGLAS H, NASHVILLE

* RIPPY, ELKIN LANIER, NASHVILLE
RIVAS, ALEJANDRO A, OLD HICKORY

* RIVEN, SAML S, NASHVILLE
ROBBINS II, LANSDON B, NASHVILLE
ROBERTSON, ROSE MARIE, NASHVILLE
ROBINSON, NANCY C K, NASHVILLE
ROBINSON, FRED CAMPBELL, HENDERSONVILLE
ROCHE, JEFFREY C, NASHVILLE
ROGERS, CARL W, NASHVILLE
ROSEN, BARRETT FRANK, NASHVILLE
ROSEN, HOWARD E, NASHVILLE

* ROSENBLOOM, ALVIN B, NASHVILLE
ROSENBLUM, MARVIN JONAS, NASHVILLE
ROSENBLUM, SOLOMON A, NASHVILLE
ROSENFELD, LOUIS, NASHVILLE
ROSENTHAL, RONALD EVAN, NASHVILLE

» ROSS, PEIRCE M, NASHVILLE
ROWE JR, FRED A, NASHVILLE
ROY, ROBT M, NASHVILLE
ROY, SALIL, NASHVILLE
RUARK, DEBORAH S, NASHVILLE
RUSSELL, ROBERT VANCE, NASHVILLE
RUSSELL, WILSON G, NASHVILLE
RUTLEDGE, SAML BENTON, NASHVILLE
RYDEN, FRED WARD, MADISON
RYU, CHI YOL, MADISON
SADLER, ROBT NEIL, NASHVILLE
SALCEDO, PEPITO YAPIT, MADISON
SALE III, WM GOODRIDGE, NASHVILLE
SALYER, HOWARD LEE, NASHVILLE
SAMPSON, LOUIS, NASHVILLE
SANDERS, RICHARD JAMES, NASHVILLE
SANDERS JR, DAN SUMNER, NASHVILLE
SANDERS, HARVEY STANFORD, NASHVILLE
SANDERS, MITCHELL KEITH, NASHVILLE
SANDIDGE, PAULA CONAWAY, NASHVILLE
SANES JR, GILMORE M, HENDERSONVILLE
SANNELLA, JOS JOHN, NASHVILLE
SARRATT, C MADISON H, NASHVILLE
SATOR, INOCENTES A, OLD HICKORY
SATTERFIELD, ROBERT G, DONELSON
SAWYERS, JOHN L, NASHVILLE
SAWYERS, JULIA EDWARDS, NASHVILLE
SAYERS JR, JOSEPH H, NASHVILLE
SCHEIBERT, CHAS DAVID, NASHVILLE
SCHILLIG, STEPHEN, NASHVILLE
SCHNEIDER, RICHARD PAUL, NASHVILLE
SCHULL, LAWRENCE G, NASHVILLE
SCHULMAN, HERBERT J, NASHVILLE
SCHULTZ, MARY L PULLIG, NASHVILLE
SCHWARTZ, JONATHAN MARTIN, NASHVILLE
SCHWEIKERT, JOHN ROBT, NASHVILLE

* SCHWEIKERT, NANCIE, NASHVILLE
SCOBEY, JOS WILBURN, MADISON
SCOTT JR, HENRY WM, NASHVILLE
SCOVILLE JR, ADDISON B, NASHVILLE
SELL, SARAH HAMILTON WOOD, NASHVILLE
SELL, CHAS GORDON RENNICK, NASHVILLE
SERGENT, JOHN STANLEY, NASHVILLE
SESHUL, MICHAEL BOYD, NASHVILLE
SEWELL, ROBT ALVIN, NASHVILLE
SHACKLEFORD, ELBERT C, HENDERSONVILLE
SHANKLE, NELSON EDWARD, NASHVILLE
SHAPIRO, JOHN L, NASHVILLE
SHERIDAN JR, WILLIAM F, BRENTWOOD
SHIELDS, JOHN ALFRED, NASHVILLE
SHMERLING, ABRAM CARL, NASHVILLE

* SHORNEY, BRIAN T, NASHVILLE
SHOULDERS JR, HARRISON H, NASHVILLE

* SHULL, HARRISON J, NASHVILLE
SHULL JR, HARRISON J, NASHVILLE
SHUPE, DAVID RALSTON W, NASHVILLE
SILBERT, BURTON, NASHVILLE

* SIMPKINS SR, THOS E, NASHVILLE
SIMPSON, LUCIEN CALDWELL, NASHVILLE
SIMS, NORMAN LE MASTER, MADISON
SINCLAIRTSMITH, BRUCE C, NASHVILLE
SISMANIS, ARISTIDES, NASHVILLE

SLATON, PAUL ERNEST, NASHVILLE
SLONECKER, WM THOS, NASHVILLE
SMITH, WM ORVILLE THOS, GOODLETTSVILLE
SMITH, RUSSELL R, MADISON
SMITH, SAMUEL A, NASHVILLE
SMITH, RAPHAEL FORD, NASHVILLE
SMITH, BRUCE M, NASHVILLE
SMITH, CLYDE WM, NASHVILLE
SMITH, BRADLEY EDGERTON, NASHVILLE

* SMITH, HENRY CARROLL, NASHVILLE
* SMITH, DAUGH W, NASHVILLE

SMITH, LUTHER EDWARD, NASHVILLE
SMITH, CHAS BURNETT, NASHVILLE
SMITH, MARION L, NASHVILLE
SMITH, MURRAY WILTON, NASHVILLE
SMITH JR, GROVER R, NASHVILLE
SMITH, CHARLES RAY, NASHVILLE
SMITH, RUDOLPH V, NASHVILLE
SNELL JR, JAMES D, NASHVILLE
SNYDER, ROBT BRUCE, NASHVILLE
SOFRANKO, JOS EDWARD, NASHVILLE
SOMAYAJI, BUNTWAL N, NASHVILLE
SON, CHOON DUCK, MT JULIET
SOPER, BRENT ALESHIRE, MADISON
SPALDING, MICHAEL JON, NASHVILLE
SPICKARD, W ANDERSON, NASHVILLE
SPIGEL, STUART CHAS, NASHVILLE
SPROFKIN, BERTRAM E, NASHVILLE
SPROUSE, DAPHINE, NASHVILLE
STEIN, ROBT ELLIOT, NASHVILLE
STEPHENSON, SHELBY A, NASHVILLE
STEVENS, FRANK WILSON, NASHVILLE
STEVENS JR, FRANK W, NASHVILLE
STEWART, LEE WM, NASHVILLE
STEWART, JAMES OLIVER, NASHVILLE
STOCKARD JR, CHAS GEER, MADISON
STONE, WILLIAM JOHN, NASHVILLE
STONEY, WM SHANNON, NASHVILLE
STOUDER, DENNIS ALAN, NASHVILLE
STRATTON, CHARLES W, NASHVILLE

* STRAYHORN JR, W DAVID, NASHVILLE
» STRAYHORN, JOE M, NASHVILLE

STRAYHORN III, WM DAVID, NASHVILLE
STRODE, WILBORN D, NASHVILLE
STROM, RICHARD LAW, HENDERSONVILLE
STROUP, STEVEN L, NASHVILLE
STUMB, PAUL RUST, NASHVILLE
STUYVESANT, V WILFRED, MADISON
SUMPTER JR, WM DAVID, NASHVILLE
SUNDELL, HAKAN WILHELM, NASHVILLE

* SUTHERLAND, JOS EDWARD, MADISON
* SUTHERLAND JR, ARTHUR J, NASHVILLE

SUTTON, JERRY SEABORN, NASHVILLE
SWANSON, GARY D, NASHVILLE
SWITTER, DAVID JOHN, NASHVILLE
TABER, RICHARD POTTER, MADISON
TACOGUE, LOYDA C, NASHVILLE
TALLENT JR, MARION B, NASHVILLE
TANNER, JOHN M, NASHVILLE

* TARPLEY, EDWARD LEWIS, NASHVILLE
TATE, HARRY T, MADISON
TAYLOR, DEAN GATES, NASHVILLE

* TERRY, ROBT TODD, NASHVILLE
TERRY, RICHARD B, NASHVILLE
TESCHAN, PAUL ERHARD, NASHVILLE

* THACH JR, ANDREW BLAINE, NASHVILLE
» THOMAS, CLARENCE S, NASHVILLE

THOMAS, E DEWEY, NASHVILLE
THOMAS JR, CLARENCE S, NASHVILLE
THOMASSON, JAMES NELSON, NASHVILLE
THOMBS, DAVID DAWSON, NASHVILLE
THOMISON, RENA M, NASHVILLE
THOMISON, JOHN B, NASHVILLE
THOMISON JR, JOHN B, NASHVILLE
THOMPSON JR, JOHN G, NASHVILLE
THOMPSON, WILLIAM R, NASHVILLE
THORNE, CHAS B, NASHVILLE
THORNTON, SPENCER P, NASHVILLE
THURMAN, CRAFTON H, NASHVILLE
THURMAN, STEPHEN S, NASHVILLE
TILLEY, KENNETH SHANNON, NASHVILLE
TIPTON, EDMUND F, NASHVILLE
TIRAO, JESUS FERNANDEZ, NASHVILLE
TIRAO, BENYLIN LYNDA 0, MADISON

* TIRRILL JR, WILLARD 0, NASHVILLE
TIRRILL III, WILLARD 0, NASHVILLE
TODD JR, KIRKLAND W, NASHVILLE
TORSTRICK, ROBERT- F, NASHVILLE

TOJH, ROBT H, NASHVILLE
TOUYA JR, JUAN J, NASHVILLE

* TRABUE IV, CHAS CLAY, NASHVILLE
TRAPP, JOHN DOUGLAS, NASHVILLE
TRAUGHBER JR, LESLIE E, NASHVILLE
TREADWAY, CHAS RICHARD, NASHVILLE
TUCKER JR, AUBREY LEE, NASHVILLE
TUDOR JR, JOHN M, NASHVILLE
TURNER, BRUCE IRWIN, NASHVILLE
TURNER, DOROTHY J, NASHVILLE
UDOJI, WALTER C, NASHVILLE
URBANEK, ANTHONY P, NASHVILLE
VALOSIK, ROBERT A, NASHVILLE
VANHOOYDONK, JOHN E, NASHVILLE
VASTBINDER, EARL EDWARD, NASHVILLE
VASUDEO, GEETA PRAMOD, NASHVILLE

* VIEHMAN, ARTHUR J, MADISON
VINCENT, JAMES L, NASHVILLE
VORA, PRAVINCHANDRA Z, NASHVILLE
WADLINGTON, WM B, NASHVILLE
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WAHL, ROBT WILHELM, NASHVILLE
WALKER, ETHEL, NASHVILLE
WALLACE, RODGER TERRY, NASHVILLE
WALLAS, CHARLES H, NASHVILLE
WALWYN, LLOYD ALEXIS, MADISON
WAMPLER, JOHN MILLARD, NASHVILLE
WARD, JAMES WILLIAM, NASHVILLE
WARD, RUSSELL DORRIS, NASHVILLE
WARDER, THOS F, NASHVILLE
WARNER, JOHN SLOAN, NASHVILLE
WASUDEV, PRAMOD B, NASHVILLE
WAYBURN JR, GATES JORDAN, NASHVILLE
WEBB, ROBERT T, MADISON
WEBSTER, B H, NASHVILLE
WEINBERG, JANE RUTH, NASHVILLE
WELLS, CHAS E, NASHVILLE
WESLEY, RALPH E, NASHVILLE
WHEELER, ARVILLE VANCE, NASHVILLE
WHEELHOUSE JR, WALTER W, SPRINGFIELD, IL
WHITAKER, KAYE T, NASHVILLE
WHITAKER, SAMUEL R, NASHVILLE
WHITE, ROGER KREIS, NASHVILLE
WHITESELL, GARY J, NASHVILLE
WHITFIELD, JOE T, FRANKLIN
WHITWORTH, THOS CLAYTON, NASHVILLE
WILKINSON, ERLE EWING, NASHVILLE
WILLIAMS JR, W CARTER, NASHVILLE
WILLIAMS, MELBOURNE A, NASHVILLE
WILLIS, LARRY GALE, NASHVILLE
WILSON, VERNON EARL, NASHVILLE
WILSON, JAMES PHILLIP, NASHVILLE
l/ILSON, WENDELL WINFRED, OLD HICKORY
WINTER, EUGEN J, NASHVILLE
WITHERSPOON, FRANK G, NASHVILLE
WITHERSPOON, JOHN D, NASHVILLE
WITT, WILLIAM STEPHEN, NASHVILLE
WITTHAUER, NORMAN EVERETT, NASHVILLE
WITZTUM, HARRY, LOS ANGELES, CA
WOLF JR, JOHN STUART, NASHVILLE
WOLFE, LAWRENCE KENNETH, NASHVILLE
WOMACK JR, FRANK C, FRANKLIN
WONG^ SONG W, NASHVILLE
WOOD, GEO WALLACE, NASHVILLE
WOODCOCK JR, CLARENCE C, NASHVILLE
WOODFIN, MOSE CLARKE, NASHVILLE
WOODS, JOHN ROBT, NASHVILLE
WOOSLEY JR, RAYMOND L, NASHVILLE
WORD, JERRY LEE, NASHVILLE
WORKMAN, DENNIS CLIFFORD, NASHVILLE
WRAY, TAYLOR M, NASHVILLE
WRIGHT, SAML S, NASHVILLE
WRIGHT, JOHN KELLY, NASHVILLE
WRIGHT, DORIS JACQUELYN, NASHVILLE
WYATT, JOHN L, NASHVILLE
YATES, DAVID ROBT, DONELSON
ZERFOSS, KATE SAVAGE, NASHVILLE
ZERFOSS, THOS B, NASHVILLE
ZERFOSS JR, THOS BOWMAN, NASHVILLE
ZIMMERMAN, CARL WAYNE, NASHVILLE

DeKALB COUNTY MEDICAL SOCIETY

ABBOTT II, KENNETH H, SMITHVILLE
BLEVINS, MELVIN LEE, SMITHVILLE
CRIPPS, HUGH DON, SMITHVILLE
DARRAH, DAVID EDWARD, ALEXANDRIA
FLOORE, STEPHEN LAWRENCE, SMITHVILLE
PUCKETT, JERRY EDWIN, MURFREESBORO
TWILLA, JOHN KENNETH, SMITHVILLE

DICKSON COUNTY MEDICAL SOCIETY

ANDERSON, STANLEY MARTIN, DICKSON
BELL JR, WALTER A, DICKSON
BLEVINS, JERRY C, DICKSON
COLLINS, CLYDE E, DICKSON
COOK, MARY BAXTER, CHARLOTTE
DRINNEN, DANL BROOKS, DICKSON
ELLIOTT JR, JAMES C, CHARLOTTE
GORDON, JEFFREY, DICKSON
HAYES, PHILLIP WALTON, DICKSON
JACKSON, WM MAURICE, DICKSON
JACKSON, JAMES T, DICKSON
JACKSON, JAMES W, DICKSON
KALEY, JACK STRAUD, CHATTANOOGA
MAHAN, MARCELLE, DICKSON
SALYER, JOHN R, DICKSON
SMITH, BOBBY JOEL, DICKSON
STERANKA, JOE, DICKSON
THUAN, ROBT PHAM NGOC, DICKSON
WISER, ELDRED HOUCK, DICKSON

FENTRESS COUNTY MEDICAL SOCIETY

ALLRED, BALEY FRED, JAMESTOWN
JOSHI, DILIP N, JAMESTOWN
SMITH, JACK CALVIN, JAMESTOWN
TURNER, SHELBY OSCAR, CLARKRANGE

FRANKLIN COUNTY MEDICAL SOCIETY

ANDERTON, JO CARTER, WINCHESTER
BA6BY JR, RICHARD A, WINCHESTER
BARTON, ROBERT K, SEWANEE
BRYANT, GARY BARTON, WINCHESTER

ECKLES, GEORGE, WINCHESTER
FITE, ARTHUR R, WINCHESTER
FORT JR, DUDLEY CLARK, WINCHESTER
HANNIFIN, JAMES, MONTEAGLE
HARCY, PETER, WINCHESTER
HOOD, DEWEY WOODROW, DECHERD
HOPKINS, G DAVID, SEWANEE
HUBBARD, REX, WINCHESTER
JOHNSON, GERALD EUGENE, WINCHESTER
KENNEDY, ELAINE, WINCHESTER
KEPPLER, CHAS B, SEWANEE
LEONARD, RUSSELL J, SEWANEE
LITTLE III, JOSEPH A, MONTEAGLE
STENSBY, JAMES G, WINCHESTER
STUART, FLETCHER SLOCUMB, SEWANEE
THROWER, WENDELL BURTON, SEWANEE
VAN BLARICUM, JAMES, WINCHESTER
VILLAR, RODOLFO, WINCHESTER

* WAY, ROGER ATKINSON, SEWANEE

GILES COUNTY MEDICAL SOCIETY

AGEE, ROBT B, PULASKI
AL AGHA, MOUHAMED WALID, PULASKI
BURGER, CHARLES W, PULASKI
DAVIS JR, BUFORD PRESTON, PULASKI
FENTRESS, J VANCE, PULASKI
FORONDA, ARMANDO CABOT, PULASKI

* JOHNSON, WALTER JOE, PULASKI
MURREY, WM HARWELL, PULASKI
OWEN, WM KENDRICK, PULASKI
RASCHE, ANNE M, PULASKI
RASCHE, RICHARD ALBERT, PULASKI

GREENE COUNTY MEDICAL SOCIETY

AUSTIN, MAYNARD WADE, GREENEVILLE
AZARET, RAMON RAFAEL, GREENEVILLE
BARNES, LLOYD ROGERS, GREENEVILLE
BEAN, MICHAEL WM, GREENEVILLE
BECKNER III, THOS FOLSOM, GREENEVILLE
BROWN, ROBT GAYLORD, GREENEVILLE
BROWN, ISAAC D, MOSHEIM
CHAPMAN JR, WALTER CLAY, GREENEVILLE
COBBLE, DOUGLAS CATRON, GREENEVILLE
COLE, RONALD ARTHUR, GREENEVILLE

* COOLIDGE, LEROY E, WILDWOOD, GA
COOPER, ROBT ATLEE, GREENEVILLE
COWLES JR, ROBT S, GREENEVILLE
EASTERLY JR, JAMES F, GREENEVILLE

* ELLENBURG, LUKE L, GREENEVILLE
ELLENBURG JR, LUKE LAMAR, GREENEVILLE

* EVANS, GRAYDON RADER, MOSHEIM
FLOHR, ROBERT STEPHEN, GREENEVILLE

* FOX, HASKELL W, GREENEVILLE
* GIBSON, RAE B, GREENEVILLE

HENARD, CARTER HAL, GREENEVILLE
HOPPE, GORDON PAUL, GREENEVILLE
HORNER, NATHAN P, GREENEVILLE
HUFFMAN, CHAS DARYL, GREENEVILLE
KEEBLER, BEN JENNINGS, GREENEVILLE
MARSA, GORDON L, GREENVILLE
MASON, WALTER LAWRENCE, GREENEVILLE
MATHIESEN JR, K MARLIN, GREENEVILLE
MC COLLUM, HASKELL B, GREENEVILLE
MC GEE JR, THOS PAGE, GREENEVILLE
MC KINNEY, JAMES RAY, GREENEVILLE
METCALF III, DEE LAMAR, GREENEVILLE
NOVINGER, GEORGE T, GREENEVILLE
ODEN, GEO WESLEY, GREENEVILLE
PATTERSON, DAVID OSCAR, GREENEVILLE
REVIERE, CALVIN BARTON, GREENEVILLE
ROARK, KENNETH L, JOHNSON CITY
RODGERS, JAMES STEVEN, GREENEVILLE
SHAW, JOHN LEWIS, GREENEVILLE
SMEAD, WILLIAM J, GREENEVILLE
STANLEY III, RICHARD E, GREENEVILLE
STRIMER, ROBERT M, GREENVILLE
SUSONG, KENNETH CLARK, GREENEVILLE
THACKER, WM CARL, GREENEVILLE
WEBSTER, THOS MOORE, GREENEVILLE

HAMBLEN COUNTY MEDICAL SOCIETY

ALEXANDER, WM KING, MORRISTOWN
ALLEN, ERMAN DALE, WHITE PINE
AMADOR JR, JOSE GARCIA, MORRISTOWN
ANDREWS, DOUGLAS EUGENE, MORRISTOWN
BARCLAY, LEE ROY, MORRISTOWN

* BELLAIRE, MACK J, MORRISTOWN
BLAKE, CLELAND CONWAY, MORRISTOWN
BROCK, HOWARD THOS, MORRISTOWN

* BRYAN, LEANDER C, RUTLEDGE
BUKEAVICH, ALFRED PETER, MORRISTOWN
BUKOVITZ, MARY ELIZABETH, MORRISTOWN
CALDWELL, JOHN DONALD, MORRISTOWN

* CAWOOD, DAVID CLAYTON, JEFFERSON CITY
CHUNG, SUNG JANG, MORRISTOWN
CROOK, JERRY JACKSON, MORRISTOWN

* DAVIS, JOHN KEMP, MORRISTOWN
DONALD, ROBT H, MORRISTOWN
DUBY JR, CLARENCE JOS, MORRISTOWN
ELLIS JR, JOHN W, JEFFERSON CITY

* FAIN, SAML C, JEFFERSON CITY
FETZER JR, JOHN WOODROW, JEFFERSON CITY

FUSON, PHILIP LEE, MORRISTOWN
GOLDBERG, MARSHALL, GERMANTOWN
GREENE JR, DAVID LOUIS, MORRISTOWN
GRONEWALD, WM ROBT, MORRISTOWN
GUTCH III, WM JOHN, MORRISTOWN
HELMS, CRAMPTON HARRIS, MORRISTOWN
HICKMAN JR, JAMES H, LOWLAND
HILL, TENNY JACOB, RUTLEDGE
HOWARD, JESSIE EUGENE, JEFFERSON CITY
JACKSON, L R, NEW TAZEWELL
KINSER, JOHN H, MORRISTOWN
LOWRY III, ORLANDA R, MORRISTOWN
LYNCH, EVERETTE G, MORRISTOWN
MC NEIL, DAVID WYATT, MORRISTOWN
MERRITT, 0 L, DANDRIDGE
MILLARD, BOBBY JOE, WHITE PINE

* MILLIGAN, FRANK LESLIE, JEFFERSON CITY
MILLIGAN, LESLIE, JEFFERSON CITY
MUNCY, ESTLE PERSHING, JEFFERSON CITY
PRESUTTI, H G, MORRISTOWN
REED, PAUL EMORY, SNEEDVILLE
RENNER JR, OMER CLYDE, MORRISTOWN
SAMS, JOSIAH B, MORRISTOWN
SCOTT, CHAS SEALE, MORRISTOWN
THURSTON, TIMOTHY WM, MORRISTOWN
TRUSLER, POWELL MADEN,. MORRISTOWN
WEE ENG, JOSE L, MORRISTOWN
WILLBANKS, DAVID VERNER, MORRISTOWN
YATES, RAYMOND BERNARD, MORRISTOWN
ZIRKLE, JOHN W, JEFFERSON CITY

HAWKINS COUNTY MEDICAL SOCIETY

BAIRD JR, RENFRO B, ROGERSVILLE
COLE, ALAN R, ROGERSVILLE
GAMBREL, RALPH, ROGERSVILLE
GIBBONS, WM E, ROGERSVILLE
HENDERSON, EDWARD M, ROGERSVILLE

HENRY COUNTY MEDICAL SOCIETY

ADAMS, ROBT D, PARIS
CAMPBELL, WM RUSSELL, PARIS
GARRETT, GLENN SANDERS, PARIS

* GRIFFEY, WALTER PLUMMER, BUCHANAN
GRIFFEY JR, WALTER P, PARIS
HARRISON, TERRY, PARIS
HOWELL SR, IRVIN W, PARIS

• JONES, ISAAC HOOPER, PARIS
MC INTOSH, BARRY PARK, PARIS
MINOR, THOS MC SWAIN, PARIS
MOBLEY JR, EMMETT P, PARIS
MOBLEY, JOE D, PARIS
NEUMANN SR, JOHN E, PARIS
NORMAN, DWIGHT MICHAEL, PARIS
RHEA SR, WM GARDNER, PARIS
ROBERTSON, JAMES BUFORD, PARIS
ROSS, KENNETH GUYSTEAU, PARIS
SENTER JR, JOHN MAXWELL, PARIS
SLEADD, FRANK BLAND, PARIS
SMITH, JOS RAY, PARIS
TUSA, VINCE CHAS, PARIS
VAN DYCK, JOHN, PARIS
HOOD, THOS CHAS, PARIS

JACKSON COUNTY MEDICAL SOCIETY

DUDNEY, ELIJAH MORGAN, 6AINESB0R0
JOHNSON, JACK S, 6AINESB0R0

KNOXVILLE ACADEMY OF MEDICINE

AABY, GENE VICTOR, KNOXVILLE
* ABSHER, LEE A, KNOXVILLE

ACKER JR, JOS E, KNOXVILLE
ACKER, JAMES JOS, KNOXVILLE
ACUFF, TEA E, KNOXVILLE
ACUFF, WM JOS, KNOXVILLE

* AKIN, ROBT LOUIS, KNOXVILLE
AMBROSE, PAUL SEABROOK, KNOXVILLE
ANDERSON, THOMAS I, KNOXVILLE
ANDREWS, EDMUND B, KNOXVILLE
ANGE, DAVID WESTLEY, KNOXVILLE
ANGE, CHAS GILMER, KNOXVILLE
ARNOLD JR, HENRY GRADY, KNOXVILLE
AVERA, JOHN W, OAK RIDGE
AVERY, BEBE ANNE BASS, KNOXVILLE
AVERY, ROBERT BRUCE, KNOXVILLE
AVERY, SHIRLEY BANNISTER, KNOXVILLE
BAILEY JR, WM ROSS, KNOXVILLE
BAKER JR, MARTIN ROSS, KNOXVILLE
BALLOU, GORDON STEELY, KNOXVILLE
BANKSTON, FLOYD N, KNOXVILLE
BARNES, ROBT LUTHER, KNOXVILLE
BEAHM, WALTER CLARENCE, KNOXVILLE
BEALS, DANL FRANKLIN, KNOXVILLE
BEALS, JOE DUNCAN, KNOXVILLE
BEASLEY, J FRANK, KNOXVILLE
BEASLEY, ALFRED DURANT, KNOXVILLE
BEENE, THOS KEITH, KNOXVILLE
BELL, JOHN HENRY, KNOXVILLE

* BELL, SPENCER Y, KNOXVILLE
BELL, JAMES BOWERS, SEYMOUR
8ELL0MY, BRUCE B, KNOXVILLE
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BENEDICT, WALTER HANFORD, KNOXVILLE
BENTON, JAMES CARL, KNOXVILLE
BIGGS, MONTE BRUCE, KNOXVILLE
BIGGS, ALBERT W, KNOXVILLE
BINGHAM, TERRY M, KNOXVILLE
BIRDWELL, DAVID ALLEN, KNOXVILLE
BISHOP JR, ARCHER H, KNOXVILLE

* BLACK, CHAS W, KNOXVILLE
BLACK JR, JOE WM, KNOXVILLE
BLACK, WILLIAM D, POWELL
BLAIR, CORRIE, LOUDON
BLAKE, HU AL, KNOXVILLE
BLAKE, LYNN FRENCH, KNOXVILLE
BOGARTZ, LEON JACOB, KNOXVILLE
BOST, WM EUGENE, KNOXVILLE
BOSWELL, WADE H, KNOXVILLE
BRABSON, LEONARD ALLISON, KNOXVILLE
BRADSHER JR, JACOB T, KNOXVILLE
B.RAILEY, RICHARD F, KNOXVILLE
BRANSON, AUBRA DAVID, KNOXVILLE

* BRASHEAR, ROBT G, KNOXVILLE
BRETT, ROLAND JAMES, KNOXVILLE
BRIMI, ROBT JOHN, KNOXVILLE
BRINNER, RICHARD A, KNOXVILLE
BRITT, JAMES CLYDE, KNOXVILLE
BROADY, JOS LEROY, KNOXVILLE

* BRODINE, CLAYTON MILLARD, KNOXVILLE
BROOKS, ROBT T, KNOXVILLE

* BROWN, HORACE E, KNOXVILLE
BROWN JR, FREDERICK F, KNOXVILLE
BRYSON, ANDREW LAIRD, KNOXVILLE
BUNN, RAYMOND CLYDE, KNOXVILLE
BURGIN, JAMES B, KNOXVILLE
BURKHART, JOHf^ H, KNOXVILLE

•BURKHART, JAMES M, KNOXVILLE
BURKHART, PATRICK H, LITTLE ROCK, AR
BUSHORE, JOHN THOS, KNOXVILLE
BUSHORE, MARTHA J SMITH, KNOXVILLE
BYRD, WM GEO, KNOXVILLE
CAMPBELL, MORRIS DEAN, ROCKFORD
CAMPBELL JR, JOHN E, KNOXVILLE
CAMPBELL, JOHN WILSON, KNOXVILLE

* CARDWELL, PAUL H, KNOXVILLE
CARLOMAGNO, OSCAR MARIO, KNOXVILLE
CARLSON, C SANFORD, KNOXVILLE
CARPENTER, KENNETH B, CONCORD
CARR, FREDERICK W, KNOXVILLE
CASON, PETER LEE, LOUISVILLE

* CATRON, DONALD GIBSON, KNOXVILLE
CAYLOR, LLOYD G, KNOXVILLE
CHESNEY, LUTHER W, KNOXVILLE
CHESNEY, JOHN TUCKER, KNOXVILLE
CHRISTENBERRY, KENNETH W, KNOXVILLE
CHRISTENBERRY JR, HENRY E, KNOXVILLE
CHRISTENBERRY JR, K W, KNOXVILLE

* CHRISTIAN, HENRY S, KNOXVILLE
CLOUD, WM WILEY, KNOXVILLE
COBB, MALCOLM F, CONCORD
COLE, ROBT RELAND, KNOXVILLE
COLLIER JR, ROBT HOYAL, KNOXVILLE
COLLIGAN, JOSEPH F, KNOXVILLE
COLLMANN, IRVING REID, KNOXVILLE
COMAS, FRANK VILANOVA, KNOXVILLE
CONGDON, CHAS C, KNOXVILLE
CONLEY, DEAN RAYMOND, KNOXVILLE
CONNER, EDWARD D, KNOXVILLE
COOPER JR, JOHN HARRISON, KNOXVILLE
COREY, DAVID ANTHONY, KNOXVILLE
COUGHLIN JR, DENNIS, KNOXVILLE
COX, JAMES B, KNOXVILLE
CRAVEN, JOHN J, KNOXVILLE
CREECH, ROBT WELLER, STRAWBERRY PLAINS
CREUTZINGER, DAVID J, KNOXVILLE
CRUMLEY, JOE C, KNOXVILLE
CULLUM, JESSE P, KNOXVILLE
DALTON, MORRIS NORTON, KNOXVILLE
DAVIDSON, ELVYN V, KNOXVILLE
DAVIS, LLOYD CLEVELAND, KNOXVILLE
DAVIS, ALAN DEAN, KNOXVILLE
DAVIS, DANL, KNOXVILLE
DAVIS, MARTIN, KNOXVILLE
DE FIORE JR, JOS CHAS, KNOXVILLE
DE LEESE, JOSEPH S, KNOXVILLE
DE LOZIER, JOS B, KNOXVILLE

* DIDDLE, ALBERT W, KNOXVILLE
DOBBINS, WM TODD, KNOXVILLE
DOMM, SHELDON EDWARD, KNOXVILLE
DORSEY, LARRY, KNOXVILLE
DOUGHERTY, ROBT EDWARD, KNOXVILLE
DOWNS, JAMES E, KNOXVILLE
DRESNER, EVELYN EDITH, KNOXVILLE
DUFFY III, RICHARD N, KNOXVILLE
DUFFY, MARY BROCK, KNOXVILLE
DUKES, JAMES B, KNOXVILLE
DUNCAN JR, RAPHAEL H, CONCORD
DUNCAN, ORVILLE JACK, KNOXVILLE
EADDY, JOHN ALBERT, KNOXVILLE
EARNEST JR, CHAS R, KNOXVILLE
EASTHAM, JEROME F, KNOXVILLE
EBENEZER, C S ALBERT, KNOXVILLE
ELLIS, ROY C, HARROGATE
ELY, JAMES B, KNOXVILLE
EMBRY, JERRY J, KNOXVILLE
ERICKSON, RICHARD JAMES, KNOXVILLE
EVANS, JOHN HAROLD, KNOXVILLE
FARDON, DAVID FAVREAU, KNOXVILLE
FARRIS, RICHARD KENT, KNOXVILLE

* FAULKNER, FRANK A, KNOXVILLE

FECHER, MARK P, KNOXVILLE
FILLMORE, GEO EDWARD, KNOXVILLE
FINER, GEO HARVEY, KNOXVILLE
FOGLE, RICHARD ALLEN, KNOXVILLE
FOSTER, WM EDWIN, KNOXVILLE
FREEDMAN, HAROLD D, LENOIR CITY
FREEMAN, COY, KNOXVILLE
FRERE JR, JOHN M, KNOXVILLE
FRY JR, MELLON ALMA, KNOXVILLE
FURR, FRED M, CONCORD
GALLIVAN JR, WM FRANCIS, KNOXVILLE
GALYON JR, FRANK B, KNOXVILLE
GARCIA JR, JOS ISABEL, KNOXVILLE
GARDNER, WM HENRY, KNOXVILLE
GARRETT JR, ALBERT S, OAK RIDGE
GEE JR, GEO LEONARD, KNOXVILLE
GENTRY, ROBT HOMER, KNOXVILLE
GEORGE JR, CHAS F, KNOXVILLE
GERKIN, DAVID GEORGE, KNOXVILLE
GIBBS, JAMES VIVIAN, KNOXVILLE
GIBSON, CARL EUGENE, CONCORD
GILBERT, VERNE EPHRAIM, KNOXVILLE
GILBERTSON, ROBT B, KNOXVILLE
GILLESPIE, RICHARD ALLEN, KNOXVILLE
GILLIAM, JOHN H, KNOXVILLE
GILREATH, CATHERINE ANN, KNOXVILLE
GLOVER JR, ABNER M, KNOXVILLE
GODWIN, CHAS WAYNE, KNOXVILLE

* GOODGE, BAYARD D, CONCORD
GOUDELOCK, D STEVENSON, KNOXVILLE
GOUFFON, CHAS ALLEN, KNOXVILLE
GRABEEL, CONRAD LINDSAY, KNOXVILLE
GRAY, FRANK BENTON, KNOXVILLE
GREEN, SOUTHGATE WM, KNOXVILLE
GRIFFITH, ROBT CARL, KNOXVILLE
GUYTON JR, JAMES R, KNOXVILLE
HAASE JR, THEODORE F, KNOXVILLE
HALL, DON J, KNOXVILLE
HALL, ROBT EDMUND, KNOXVILLE
HAQ, JAHSHED U, KNOXVILLE
HARAF, FRANK JOS, KNOXVILLE
HARB, JOS W, KNOXVILLE
HARDY, WALTER S E, KNOXVILLE
HARGROVE, RAYMOND LESLIE, KNOXVILLE
HARPER, KENNETH ALLEN, KNOXVILLE
HARRIS, ROBT WAYNE, KNOXVILLE
HARRISON, WM BLAIR, LOUDON
HARRISON, SAML A, LOUDON
HATHAWAY JR, JOS CHAS, KNOXVILLE
HAUFE, FRANK J, KNOXVILLE
HAYES JR, TUCKEY J T, KNOXVILLE
HAYWORTH, RAY MILTON, KNOXVILLE

* HEINTZELMAN, JOHN H L, LENOIR CITY
HEISER, DON RICHARD, KNOXVILLE
HEMBREE, DOUGLAS KIRBY, KNOXVILLE
HEMPHILL, JAMES LOUIS, KNOXVILLE
HENDERSON, RICHARD WINN, KNOXVILLE
HENRY, BERTRAM ROWE, KNOXVILLE
HENRY JR, JAMES EARL, KNOXVILLE

* HENSON, GEO G, KNOXVILLE
* HERNDON, ZELMA L, SANIBEL, FL

HICKS, HOWARD KENNETH, KNOXVILLE
HILL, JAMES H, KNOXVILLE
HILL JR, OLIVER W, KNOXVILLE
HILL, HUBERT CAWOOD, KNOXVILLE
HOBART JR, RICHARD LOREN, KNOXVILLE
HODGE, FREDERICK WM, KNOXVILLE

* HOEY, DAVID FRANCIS, KNOXVILLE
HORNSBY, ROBT P, FAYETTEVILLE, NC
HORTON, BENNETT FRANKLIN, KNOXVILLE
HOSKINS, JOHN C, KNOXVILLE
HOSKINS, LEON CUNO, KNOXVILLE
HOVIS, WM MARVIN, KNOXVILLE
HOWARD JR, G TURNER, KNOXVILLE
HOWE, JOHN W, KNOXVILLE
HUDDLESTON, CHAS IRVING, KNOXVILLE
HUDGENS JR, JAMES F, KNOXVILLE
HUDSON JR, ARNOLD R, KNOXVILLE
HUFSTEDLER, FRED E, KNOXVILLE

* HUGGIN, PERRY M, KNOXVILLE
HURST, FRED ALAN, KNOXVILLE
HUSKEY, LARRY CECIL, KNOXVILLE
HUTSON, CHAS COMBS, KNOXVILLE
HYATT, HUGH CROCKETT, KNOXVILLE
IDOL, ENOCH COLVIN, KNOXVILLE

* INGE, GEORGE L, ALEXANDRIA, VA
* IRWIN, CLIFTON E, KNOXVILLE

JANZEN, WM ROY, KNOXVILLE
JEFFRIES, GLENN EDWARD, KNOXVILLE
JENKINS, BASIA IRENE M, KNOXVILLE

* JENKINS, ASTOR L, KNOXVILLE
J06S0N, KENNETH 0, KNOXVILLE
JOHNSON, JOE BREESE, KNOXVILLE
JOHNSON, JERRY RICHARD, KNOXVILLE
JOHNSON, CLIFFORD, KNOXVILLE
JONES, FRANCIS S, KNOXVILLE
JOST, RICHARD RAYMOND, KNOXVILLE
JOURDAN, PAUL LEON, KNOXVILLE
JOYCE, MARGARET ELIZABETH, KNOXVILLE
JULIUS, CLARK ELDON, KNOXVILLE
KANE, JOHN T, KNOXVILLE
KASERMAN, FRED B, KNOXVILLE
KATTINE, ANTHONY ALBERT, KNOXVILLE

* KEELING, WILLIAM M, APO NEW YORK, NY

KELLY, ARTHUR PAT, KNOXVILLE
* KELSO, HAROLD HILLS, KNOXVILLE

KENNEDY, JOHN OLNEY, KNOXVILLE
KENNEDY, A GLENN, KNOXVILLE

KESTERSON, JOHN E, KNOXVILLE
KHAIROLLAHI, VALI, KNOXVILLE
KILLEFFER, FRED AYRES, KNOXVILLE
KING, IRVIN RAY, KNOXVILLE
KING, JACK DONALD, KNOXVILLE
KINLAW, STACY HILBURN, KNOXVILLE
KIRK JR, CLIFFORD C, KNOXVILLE
KLEIN, CARL JOHN, KNOXVILLE
KLEIN JR, VICTOR HILL, KNOXVILLE
KNIGHT, LAMAR L, KNOXVILLE
KNOWLING, ROBT EDWARD, KNOXVILLE

* KRAEMER, KEITH FREDERICK, KNOXVILLE
KRAUSS, STEPHEN, KNOXVILLE
KRISLE III, GEORGE MENEES, KNOXVILLE
LAING, WM GAVIN, KNOXVILLE

* LANCASTER, AUGUSTUS H, KNOXVILLE
LANDGREN, ROBT CARL, KNOXVILLE
LANGE, ROBT DALE, KNOXVILLE
LARMEE, DONALD EDWARD, KNOXVILLE
LASH, ROBT F, KNOXVILLE
LATHAM, KENT EMERSON, KNOXVILLE
LAW, WM MC CONNELL, KNOXVILLE
LE BEL, SERGE, KNOXVILLE
LEAHY, MICHAEL DOUGLAS, KNOXVILLE
LEONARD, JOE H, KNOXVILLE

* LESHER, JOHN HAROLD, KNOXVILLE
LESTER, THOMAS EDWARD, KNOXVILLE
LEWIS, ROBT A, KNOXVILLE
LEWIS, JAMES VINCENT, KNOXVILLE
LINE, FELIX GLEN, KNOXVILLE
LINTON, EUGENE B, KNOXVILLE
LOMASNEY, THOS LAWRENCE, KNOXVILLE
LONDON, FRANK, KNOXVILLE
LONG, HENRY HEATH, KNOXVILLE
LOWRY, THOS HENRY, KNOXVILLE
LOZZIO, CARMEN BERTUCCI, KNOXVILLE
LUNA, JOE LOUIS, KNOXVILLE
LUTTRELL, ARVELL STANLEY, KNOXVILLE
LYNCH, THOS PATRICK, KNOXVILLE
MADDOX JR, JOHN R, KNOXVILLE
MADIGAN, ROBT REGIS, KNOXVILLE
MADISON, JAMES T, KNOXVILLE
MALONE JR, EDWARD M, KNOXVILLE
MANNING, RICHARD 0, KNOXVILLE
MARCY, JOHN SAML, KNOXVILLE
MARSHALL, JOHN HOUSDEN L, KNOXVILLE
MATHEWS, CARL LESLIE, KNOXVILLE
MATTHEWS, JOSEPH BARRET, COVINGTON
MAULDIN JR, CHARLES C, KNOXVILLE
MAY JR, LONNIE C, KNOXVILLE
MAYNARD, MARGARET AGNES, KNOXVILLE
MC CALLEN, PERRY BOIES, KNOXVILLE
MC CAMMON, CURTIS P, KNOXVILLE
MC CAMPBELL, BRUCE R, KNOXVILLE
MC COY III, WM JOHN, KNOXVILLE
MC GHEE, WM EDWARD, KNOXVILLE
MC GINN, LARRY DEAN, KNOXVILLE
MC GINNIS, CARROLL WM, KNOXVILLE
MC KENZIE JR, ELMER W, KNOXVILLE
MC KENZIE, DONALD KEITH, KNOXVILLE
MC KINNEY, MARION BERRY, KNOXVILLE
MC KISSICK, WILLIAM R, KNOXVILLE
MC MURRY, JOS SEARLE, KNOXVILLE
MC PEAKE III, WILLIAM T, KNOXVILLE
MCKENZIE, JEROME F, KNOXVILLE
MCPEAKE, WILLIAM T, LOUDON
MEADOWS, ROBT WALTER, CONCORD
MEYERS, ANTHONY L, KNOXVILLE
MILLER, MICHAEL M, KNOXVILLE
MILLER, WM OBED, KNOXVILLE
MILLER, THOMAS R, KNOXVILLE
MILLER JR, CARTER F, KNOXVILLE
MISRA, SARADA N, KNOXVILLE
MITCHELL, FOY B, KNOXVILLE
MITCHELL, DONALD EUGENE, LENOIR CITY
MOBLEY, JACK MURPHY, KNOXVILLE
MONTGOMERY JR, JOHN LEE, KNOXVILLE
MONTGOMERY, JOS TUCKER, NIOTA
MONTGOMERY, ROBERT N, KNOXVILLE
MOON, JOS BENJAMINE, KNOXVILLE

* MOORE, JOHN DAVID, LEESBURG, FL
MOORE JR, MERRILL DENNIS, KNOXVILLE
MOORE JR, JOHN DAVID, KNOXVILLE
MOORE, ROBERT SAYLOR, KNOXVILLE
MOORESIDE, DOUGLAS EDWARD, KNOXVILLE
MOREHEAD, LANCE, KNOXVILLE
MORGAN, TRAVIS EUGENE, KNOXVILLE
MORRIS JR, ROBERT W, KNOXVILLE
MORRIS, STEVEN ALLEN, KNOXVILLE
MOSELEY, JAMES E, KNOXVILLE
M0UN6ER, EMERSON JAY, KNOXVILLE
MUELLER, ROBT LOUIS, KNOXVILLE
MURRAY JR, EDWARD LEE, KNOXVILLE

* MUSE SR, WM S, KNOXVILLE
MUSE JR, WM SCOTT, KNOXVILLE
MYERS, JAMES DAVID, KNOXVILLE
NATELSON, STEPHEN ELLIS, KNOXVILLE

* NEBLETT, DONALD T, ASHEVILLE, NC

NEELY, E ROBERT, KNOXVILLE
NELSON JR, WM ALEXANDER, KNOXVILLE
NELSON, BILL M, KNOXVILLE
NELSON JR, JOHN R, KNOXVILLE
NELSON JR, CARL AUGUST, KNOXVILLE
NEUENSCHWANDER, HAROLD L, KNOXVILLE

* NICELEY, EUGENE PARK, KNOXVILLE
* NICHOLS, HAZEL MARIE, KNOXVILLE

NORWOOD, CHRISTOPHER W, KNOXVILLE
NOXON, ELVIN B, KNOXVILLE
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OBENOUR, RICHARD A, KNOXVILLE
OGDEN, HARRY K, KNOXVILLE
OGLE, HOMER CAMPBELL, KNOXVILLE
OTIS, MICHAEL VAUGHN, KNOXVILLE

* OVERHOLT, BERGEIN M, KNOXVILLE
OVERHOLT, BERGEIN F, KNOXVILLE
OVERHOLT, ROBERT MARION, KNOXVILLE
OZDIL, TURAN, KNOXVILLE
PACK, RONALD LYNN, KNOXVILLE
PAINE JR, RAYMOND LEE, KNOXVILLE
PAPPAS, SAM GEO, KNOXVILLE
PARSONS, ROY B, KNOXVILLE
PATIL, VIJAYA R, KNOXVILLE
PATTERSON, FRANCES K, KNOXVILLE
PATTERSON JR, ROBT F, KNOXVILLE
PATTERSON JR, REESE W, KNOXVILLE
PATTERSON, WM L, KNOXVILLE
PAULSEN, WM ALLEN, KNOXVILLE
PAYNE, FRANCIS HOMER, KNOXVILLE
PEAGLER, CHAS G, KNOXVILLE
PEDIGO, RANDALL ERIC, KNOXVILLE
PEEBLES, FRED NEAL, KNOXVILLE

* PENN, JARRELL, FT LAUDERDALE, FL
PERRY, RONALD HOWARD, KNOXVILLE
PHELPS JR, PRESTON V, KNOXVILLE
PHELPS, RICHARD W, KNOXVILLE
PIERCE, IRA S, KNOXVILLE
PIERCE, TRUETT H, SNEEDVILLE
PIERCE, STEVEN FAULKNER, KNOXVILLE
PITARD, CECIL E, KNOXVILLE

* PLATT, SAML JOS, KNOXVILLE
PORTER, F RAYMOND, KNOXVILLE
POWELL, WM FORREST, KNOXVILLE

* POWERS, BRUCE RANKINS, KNOXVILLE
POWERS, WILSON WATKINS, KNOXVILLE
PRATT, GILBERT WM, KNOXVILLE
PRIDE, H HAMMOND, KNOXVILLE
PRINCE JR, THOS CHAFER, KNOXVILLE
PROSE, JAMES CLINTON, KNOXVILLE
PURVIS, JOHN T, KNOXVILLE
RAMOS, ANDRES A, KNOXVILLE

* RANGE, JOHN A, KNOXVILLE
* RAULSTON, JOS L, KNOXVILLE

RAULSTON JR, KENNETH L, KNOXVILLE
RAWSON, FREEMAN L, KNOXVILLE
RAY, THOS LAFAYETTE, KNOXVILLE
REED, WARREN G, KNOXVILLE
REGESTER JR, ROLLAND F, KNOXVILLE
REID, WILLIAM STUART, KNOXVILLE
RICHARDS, PAUL D, KNOXVILLE
RIGGINS, BILLY NEWELL, KNOXVILLE
RIMER, RONALD LEE, KNOXVILLE
RIST, TOIVO E, KNOXVILLE
ROBINSON, RICHARD WALTER, KNOXVILLE
ROCHESTER, JOHN CRAWFORD, KNOXVILLE
RODGERS JR, JOHN C, KNOXVILLE
ROGERS, WM KLAR, KNOXVILLE

* ROGERS, JERRY RAY, NORFOLK, VA
ROGERS, GAYLON R, KNOXVILLE
ROWE, CECIL DARRELL, KNOXVILLE
RUBRIGHT, ROBT LEE, KNOXVILLE
RUCKER, NORMAN HENRY, KNOXVILLE
RUDOLPH, BURTON M, KNOXVILLE
RUEFF, DAVID ANTHONY, KNOXVILLE
RULE III, WILLIAM, KNOXVILLE
RULE, KENNETH BOYD, KNOXVILLE
RULE, JACK ANDREW, KNOXVILLE
RUSSELL JR, CECIL E, POWELL
RUSSELL, ROBT CLAUDE, KNOXVILLE
RUTH, ALEX, KNOXVILLE
RUTHERFORD JR, CHAS E, KNOXVILLE
RUTHERFORD, KYLE OTIS, KNOXVILLE
RYLANDS, JOHN CRAIG, KNOXVILLE
SAFFOLD, JOHN HENRY, KNOXVILLE
SAIN, ROBT LYNN, KNOXVILLE
SANDBERG, RONALD KENNETH, KNOXVILLE
SANDERS, JERRY E, KNOXVILLE
SCARIANO JR, JACK E, KNOXVILLE
SCHAFERMEYER, ROBERT W, KNOXVILLE
SCHAUMBURG, EDWIN W, KNOXVILLE
SCHNEIDER, WM JAMES, KNOXVILLE
SEALS, ROY LEE, KNOXVILLE
SEATON, DOUGLAS Y, KNOXVILLE
SEGARS, JAMES HUGH, KNOXVILLE
SEMMER, JOHN RICHARD, KNOXVILLE
SERRELL, PAUL BURT, KNOXVILLE
SEXTON JR, RICHARD CARR, KNOXVILLE
SEXTON, DAVID HERRON, OAK RIDGE
SEYMOUR, DIGBY GORDON, KNOXVILLE
SHAMIYEH, SAMIR BOULOS, MIAMI, FL
SHEA JR, WALTER C, LENOIR CITY
SHENK, GREGORY I, KNOXVILLE

* SHIPLEY, ALEX B, KNOXVILLE
SIDDIQI, NASEEMUL HAQ, KNOXVILLE
SIENKNECHT, E CHARLES, KNOXVILLE

* SIMMONS, ALVIS DAVID, CORRYTON
SIMONS, JON RURIC, KNOXVILLE
SMELTZER, CHAS C, KNOXVILLE

* SMITH, VERNON I, KNOXVILLE
SMITH, EUGENE BAXTER, KNOXVILLE
SMITH, WM N, NEW TAZEWELL
SMITH, ROBT LLOYD, KNOXVILLE
SMITH, WM BENJ, NASHVILLE
SOLOMON, ALAN, KNOXVILLE

* SONODA, TAKUO, FAIRFIELD, CA
SOSS, SHELDON BARRY, KNOXVILLE
SPIEGEL, MARVIN HOWARD, KNOXVILLE
STALLWORTH, WM PARK, KNOXVILLE

STEVENS, THOS F, KNOXVILLE
STILES JR, JAMES H, KNOXVILLE
STIMPSON, PETER GAGNON, LENOIR CITY

* STOCKMAN, JOHN MILTON, KNOXVILLE
SUGANTHARAJ, CHRISTIANA R, KNOXVILLE
SULLIVAN JR, THOS ALAN, KNOXVILLE
SULLIVAN, WM ROSS, KNOXVILLE
SUNDAHL, C GERALD, KNOXVILLE
SWANN JR, WM KIRK, KNOXVILLE
SWEET, JO GORDON, KNOXVILLE
TARWATER, JEAN CATE, KNOXVILLE
TAUXE, EDWARD L, KNOXVILLE
TAYLOR, JAMES WALTER, KNOXVILLE
TEAGUE, DALE ALEXANDER, KNOXVILLE
TENNEY, RICHARD LUMAN, KNOXVILLE
TERRY, WILLIAM F, KNOXVILLE
THOTAKURA, NAGENDRA RAO, KNOXVILLE
TIPTON, WM MARSHALL, KNOXVILLE
TOMKINSON, ELSIE VANNATTA, LOUDON
TOMPKINS, FORREST G, KNOXVILLE
TOYOHARA, HIROSHI, KNOXVILLE
TREAT, ELMER LAWRENCE, KNOXVILLE
TRENT, LUCIAN WILLIAMS, KNOXVILLE
TRENT, BILLY CARL, KNOXVILLE

* TROTTER JR, GEO MACK, KNOXVILLE
TURNER, JAMES ESPY, KNOXVILLE
TURNEY, M FRANK, KNOXVILLE
TYLER JR, WM ALEXANDER, KNOXVILLE
UNDERWOOD, MICHAEL D, KNOXVILLE
VAN ARSDELL, ROGER CLAY, KNOXVILLE
VANDERGRIFF, WM LOWELL, KNOXVILLE
VELADO, CARLOS L, KNOXVILLE
VICKERS JR, MARVIN HABER, KNOXVILLE
WADE JR, DWIGHT ROBT, KNOXVILLE
WALKER, NORMA BRAGG, KNOXVILLE
WALKER, BRUCE EDWIN, KNOXVILLE
WALL, JAMES WHELANO, KNOXVILLE
WALLACE, SIDNEY L, KNOXVILLE
WALLACE JR, CALVIN R, KNOXVILLE
WALLER, DAVID HAGER, KNOXVILLE
WALLIS, DONALD EDWIN, KNOXVILLE
WALTON JR, CLIFFORD L, KNOXVILLE
WARE, ROBT EDWIN, KNOXVILLE
WATERS JR, JAMES HOUSTON, KNOXVILLE
WATKINS, JOS ROSCOE, LOUDON
WATSON, DAVID THEODORE, KNOXVILLE
WATTS, GLENN FERRELL, KNOXVILLE
WEBBER, GEO ROBT, KNOXVILLE

* WEBER, ALVIN J, MEMPHIS
* WEBSTER, ROLAND MARION, STRAWBERRY PLAINS

WEDEKIND JR, ROY A, KNOXVILLE
WENDER, CHAS M, KNOXVILLE '

* WEST, FREDERICK, KNOXVILLE
* WHANGER, HERBERT NOEL, KNOXVILLE
* WHITE, HERBERT FRANKLIN, KNOXVILLE

WHITEHURST, ARTHUR W, KNOXVILLE
WHITTAKER, RICHARD L, KNOXVILLE
WHITTINGTON, JOHN WM, KNOXVILLE
WHITTLE, ROBT BRUCE, KNOXVILLE
WILLIAMS, MURIEL LESTER, KNOXVILLE
WILLIAMS, LEE L, KNOXVILLE

* WILLIAMSON JR, G A, KNOXVILLE
WILLIAMSON, PERRY J, KNOXVILLE
WILLIEN, LEON JOHN, KNOXVILLE
WILLIFORD, WILLIAM N, KNOXVILLE
WILLINGHAM, RICHARD B, KNOXVILLE
WILSON JR, STEPHEN GLENN, KNOXVILLE
WILSON, DAVID D, KNOXVILLE

* WINEBRENNER, JOHN DANL, KNOXVILLE
WINN, DONNA MARIE, KNOXVILLE
WITTKE, PAUL EDWARD, KNOXVILLE
WOHLWEND, CHAS DAVID, KNOXVILLE
WOLAVER, JOHN HARRISON, KNOXVILLE
WOLFE, J FREDERICK, KNOXVILLE
WOOD, GEORGE H, KNOXVILLE
WOOTEN, PAUL T, KNOXVILLE
WORDEN, JAMES P, KNOXVILLE
WRIGHT, GLENN E, KNOXVILLE
YARBERRY JR, OTHA HORACE, KODAK
YATES, JAMES DOUGLAS, KNOXVILLE
YATTEAU, RONALD FRANCIS, KNOXVILLE
YODER, MILTON G, KNOXVILLE
YOUMANS, WM TINSLEY, KNOXVILLE
YOUNG, VERNON HUTTON, KNOXVILLE

* YOUNG, VINCENT T, KNOXVILLE
ZACHARY, EUGENE G, KNOXVILLE
ZIRKLE, CHAS RANKIN, KNOXVILLE
ZIRKLE JR, GEO ANDREW, KNOXVILLE

LAWRENCE COUNTY MEDICAL SOCIETY

BUCKALEW, ROLAND E, LAWRENCEBURG
* CROWDER, VIRGIL H, LAWRENCEBURG

CROWDER JR, VIRGIL HOLT, LAWRENCEBURG
DAVIDSON, BOYD P, LAWRENCEBURG
HENDERSON, NORMAN LEROY, LAWRENCEBURG
HUDGINS JR, JAMES C, LAWRENCEBURG
MANGUBAT, JAIME VIRATA, WAYNESBORO
MAURICIO, LILIA D, LAWRENCEBURG
METHVIN, RAY ELWIN, LORETTO
MOLLOY, LAURENCE BENJ, LAWRENCEBURG
QUALLS, JERRY FRANKLIN, LAWRENCEBURG
RUCKER, JAMES D, MEMPHIS
STALEY, HOMER LEE, LAWRENCEBURG
TAYLOR, CARSON E, LAWRENCEBURG
THOMAS, HENRY LEWIS, LAWRENCEBURG

TURMAN, ALFRED, LAWRENCEBURG
WEATHERS JR, MALCOLM H, LORETTO

LINCOLN COUNTY MEDICAL SOCIETY

ASHBY, SAM MICHAEL, FAYETTEVILLE
BLALACK, EDWIN EUGENE, FAYETTEVILLE
BOLNER, ANNE URNER, FAYETTEVILLE

* BOOHER, FRANK H, LYNCHBURG
GOWDA, H R MALLAPPA, FAYETTEVILLE
JONES, WM D, FAYETTEVILLE

* MARSHALL, CLYDE B, ARDMORE
* MC COWN, ROBT EARL, FAYETTEVILLE
* MC RADY, JAMES VAN, FAYETTEVILLE

MCCAULEY, DAVID R, FAYETTEVILLE
NORMAN, WARREN THOMAS, FAYETTEVILLE
NORWOOD, BOBBY GRAY, FAYETTEVILLE
PATEL, YASHWANT P, FAYETTEVILLE
PATRICK JR, THOS ALEX, FAYETTEVILLE
TOONE, C DOYNE, MYRTLE BEACH, SC
WHITTEMORE, PAUL EDWARD, FAYETTEVILLE
YOUNG, WM MC KINNEY, FAYETTEVILLE

MACON COUNTY MEDICAL SOCIETY

CHITWOOD JR, CHAS C,. LAFAYETTE
DECK JR, MARVIN EDWARD, LAFAYETTE
HOLMES III, GEO LANDIS, NASHVILLE

MARSHALL COUNTY MEDICAL SOCIETY

JOHNSON, JAMES LEE, LEWISBURG
LEONARD, JOHN CLARENCE, LEWISBURG
LEWIS, MELVIN GLENN, LEWISBURG

* MORGAN JR, HARCOURT A, LEWISBURG
PHELPS SR, KENNETH J, LEWISBURG
PHELPS JR, KENNETH J, LEWISBURG
POARCH, WM SAXON, LEWISBURG
RUTLEDGE, JONES FLANAGAN, LEWISBURG
SHARMA, N N, LEWISBURG
SHERMAN, STEPHEN H, CHAMPAIGN, IL
TAYLOR, WM L, LEWISBURG
VAN SLOOTEN, DALE ALLEN, LEWISBURG
VON ALMEN, JOS FRANKLIN, LEWISBURG

MAURY COUNTY MEDICAL SOCIETY

BALL, CHARLES A, MT PLEASANT
BEAVER, ROBERT H, COLUMBIA
BERRY, SIDNEY A, COLUMBIA
BRITE, CHAS RICHARD, COLUMBIA
BROWN, JOHN PRESTON WATTS, COLUMBIA
CATE, RONALD C, COLUMBIA
CLIFFORD JR, RUFUS R, COLUMBIA
COBURN, ERNEST LEE, COLUMBIA
DAKE, THOS SCOTT, COLUMBIA
DANIEL, ESLICK EWING, COLUMBIA
DAVIS, PATRICIA CLIFFORD, COLUMBIA
DUNCAN, THOS RAY, COLUMBIA
FERRELL, HAROLD WILEY, COLUMBIA
FIEDLER JR, GEO ADOLPH, COLUMBIA
FITTS JR, JAMES MORGAN, COLUMBIA
FUQUA, WM G, COLUMBIA
GARDNER JR, CARL C, COLUMBIA
GRAY JR, DANL ROGER, COLUMBIA
HARGROVE, JOEL T, COLUMBIA
HARMON, ROY F, COLUMBIA
HARTMAN, PATRICK ERWIN, COLUMBIA
HARWELL, VALTON CARDEN, COLUMBIA
HELM, HARRY CLAY, COLUMBIA
HORNBUCKLE, JAN MILTON, COLUMBIA
HUDSON, CHAS CRAIG, COLUMBIA
JERNIGAN, WILLIAM N, COLUMBIA
KELLEY, JAMES BRINKLEY, COLUMBIA
KUSTOFF, RALPH, COLUMBIA
LANGA, AMBROSE M, COLUMBIA
LAY, ALLYN MONROE, COLUMBIA
LEACH, JAMES W, COLUMBIA
LYLES, ROBIN, COLUMBIA
MAYFIELD JR, GEO RADFORD, COLUMBIA
MILLER, CLAY R, COLUMBIA
MOORE, KENNETH LYNN, COLUMBIA
NICKELL, LAWRENCE R, COLUMBIA
OLSON, JOHN RICHARD, COLUMBIA

* ORR, WILLIAM F, COLUMBIA
PARROTT, EARL QUINTON, COLUMBIA

* PROVOST, EDWIN K, MONTEAGLE
RAYBURN JR, M TAYLOR, COLUMBIA
ROBINSON II, WM ALLISON, COLUMBIA
SIMMONS, STEPHEN P, COLUMBIA
SISK, ANDREW WEBB, COLUMBIA
THOMPSON JR, ROBT GUERIN, COLUMBIA
VINSON, BILLY JOE, COLUMBIA

* WARD, LEON S, COLUMBIA
WHITE, THOS RAY, COLUMBIA
WIESMAN, H JAMES, COLUMBIA
WILKES JR, JAMES WALLACE, COLUMBIA
WILLIAMS JR, JOHN 0, MOUNT PLEASANT
YOUNG JR, THOS KAY, COLUMBIA
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McMINN COUNTY MEDICAL SOCIETY

ACKAOUY, GEO E A, ATHENS
BOWERS, WM RICHARD, ATHENS
BOYCE, JAMES REID, ATHENS
CARROLL, CHAS THOS, ATHENS
CLEVELAND, JAMES FRANKLIN, ENGLEWOOD
CURTNER, LEWIS DEMPSEY, ATHENS
DAVIS, WM MAYFIELD, ATHENS
FOREE JR, WM EDWIN, ATHENS
FULMER, ROGER CARL, ATHENS
GRIFFITH, SHELLEY F, ATHENS
HARGIS, LARRY JACKSON, ATHENS
HEWGLEY, ROBT GARDNER, ATHENS
JONES, MILNOR, ATHENS
KIRKPATRICK, GEO LEE, ATHENS
LEE, YUNG GIL, ETOWAH
MC KENZIE, JOHN CARL, ATHENS
MONTGOMERY SR, JOHN L, ATHENS
MORRIS, WM GOURRIER, ATHENS
ORDONEZ, LUIS J, ETOWAH
PARK, JUNG TAE, MADISONVILLE
PERIUT, ANTONIO S, ETOWAH
POWELL, JESS A, ATHENS
ROZAR, G E, ATHENS
SHIELDS, LESTER HOWARD, ATHENS
SLOWEY III, JAMES FERGUS, ATHENS
SNIDER, IRIS G, ATHENS
SONI, HARISH BABULAL, ETOWAH
SONI, RENUKA HARISH, ETOWAH
TROTTER, ROBT WM, ATHENS
WHITTLE JR, HERBERT P, CHARLESTON
WILLIAMS, THOS WOLFORD, ETOWAH

MEMPHIS-SHELBY COUNTY
MEDICAL SOCIETY

ACKERMAN, ROBT F, MEMPHIS
ADAMS, LORENZO H, MEMPHIS
ADAMS, JOHN 8, MEMPHIS
ADAMS JR, WM MILTON, MEMPHIS
ADAMS, ROBT FRANKLIN, MEMPHIS
ADAMS, JOHN ROBT, MEMPHIS
ADCOCK III, FRANK JOHN, CORDOVA
ADKINS, HENRY LEIGH, MEMPHIS
ADLER, JUSTIN H, MEMPHIS
AIVAZIAN, GARABED HAGOP, MEMPHIS
AKERS, HOWARD THOS, MEMPHIS
AKISKAL, HAGOP SOUREN, MEMPHIS
ALBRITTON, JOHN FORTUNE, MEMPHIS
ALEXANDER JR, ALBERT M, MEMPHIS
ALI, ZENAB AHMED, MEMPHIS
ALLBRITTEN, JAMES F, MEMPHIS
ALLEN, CHESTER G, MEMPHIS
ALLEN, FRANK S, MEMPHIS
ALLEN, ROBT G, MEMPHIS
ALLEN, JAMES RICHARD, MEMPHIS
ALLEY, FRANKLIN H, SOMERVILLE
ALSTON, JAMES L, MEMPHIS
AMONETTE, REX ALLEN, MEMPHIS
ANDERSON JR, SAM B, MEMPHIS
ANDERSON, JOE PAT, MEMPHIS
ANDERSON, GARLAND D, MEMPHIS
ANDERSON, ANDREW STEPHEN, MEMPHIS
ANDREWS, WM F, MEMPHIS
ANGEL, JOHN JOSEPH, MEMPHIS
ANISHANSLIN, DONALD N, MEMPHIS
ANTHONY, ROBT A, MEMPHIS
APPERSON JR, JOHN W, MEMPHIS
APPLEGATE, WILLIAM BROWN, MEMPHIS
ARKIN, CHAS RICHARD, MEMPHIS
ARMES JR, WM HERBERT, MEMPHIS
ARMOUR III, WILLIAM E, MEMPHIS
ARONOFF, PHILIP MELVIN, MEMPHIS
ASTE, J MALCOLM, MEMPHIS
ATHERTON, HAZEL EARL, MEMPHIS
ATKINS, LELAND LANGSTON, MEMPHIS
ATKINSON, RICHARD AGARD, MEMPHIS
ATWOOD, SUE C, MEMPHIS
ATWOOD, JOHN WESLEY, MEMPHIS
AUSTIN, JOHN ROGER, MEMPHIS
AUSTIN, JOHN LINDSAY, MEMPHIS
AVGERIS, JOHN A, MEMPHIS
AWDEH, MAHIR RAMIZ, MEMPHIS
AYCOCK, WM W, MEMPHIS
AYRES JR, JOHN C, MEMPHIS
BAIRD, JOHN WM, MEMPHIS
BAKER, JOS E, MEMPHIS
BAKER, MALCOLM A, ARLINGTON
BAKER, IRVIN C, MEMPHIS
BALAS, GEORGE I, MEMPHIS
BALE, GEO FRANKLIN, MEMPHIS
BALFOUR, H BRIAN, MEMPHIS
BALLENGER, REID LANGFORD, MEMPHIS
BANG, HOI JINE, GERMANTOWN
BARBER, ROY M, MEMPHIS
BARKER, GEO LOVELACE, MEMPHIS
BARKER, CHARLES L, MEMPHIS
BARNES, ROY JAMES, MEMPHIS
BARR, JAMES R, MEMPHIS
BARRASSO, JEROME N, MEMPHIS
BASKIN, REED CARL, MEMPHIS
BASSETT, GEO H, MEMPHIS
BATTAILE, JOS CHANDLER, MEMPHIS
BATTAILE, NAJIBA A H, MEMPHIS
BEALE, HOWARD LEO, MEMPHIS
BEATTIE JR, JAMES FIFE, MEMPHIS

BEATUS JR, BENJ LOUIS, MEMPHIS
BELL JR, EMMETT DIXON, MEMPHIS
BELL, STEVEN HUNTER, MEMPHIS
BELL, JAMES SPENCER, MEMPHIS
BELLOTT JR, ARTHUR L, MEMPHIS

* BENNETT, HAL ELDER, MEMPHIS
BERTORINI, TULIO E, MEMPHIS
BEVILACQUA, ALDO ROMANO, MEMPHIS
BICKS, RICHARD 0, MEMPHIS
BIELSKIS JR, WILLIAM M, MEMPHIS
BIGGS, JACK C, SOUTHAVEN, MS

* BILES JR, JAMES D, MEMPHIS
BIRDSONG JR, EMMITT S, MEMPHIS
BISHOP, CALVIN R, MEMPHIS
6ISN0, ALAN LESTER, MEMPHIS

* BISSON, WHEELOCK A, MEMPHIS
BISWAS, AJIT KUMAR, MEMPHIS

* BLACK JR, WM THOS, MEMPHIS
BLACKWELL, CAROLYN FISER, MEMPHIS
BLACKWELL JR, SAML JOS, MEMPHIS
BLAIR, JOHN RODNEY, MEMPHIS
BLAND, GEO B, MEMPHIS
BLAND JR, BASIL A, MEMPHIS
BLEECKER, PHILIP B, MEMPHIS
BLUMEN, HERBERT, MEMPHIS
BLUMENFELD, HARRY BERNARD, MEMPHIS
BLYTHE III, JOS ALFRED, MEMPHIS
BOALS III, JOS CALLOWAY, MEMPHIS
BOALS, JAMES WM, MEMPHIS
BOBO, ROBT THOMPSON, MEMPHIS
BOEHM JR, ROBT MAX, MEMPHIS
BOND JR, WILLIAM R, SILVER SPRINGS, MD
BOONE, HOWARD A, MEMPHIS
BOOTH, JAMES LIVINGSTON, MEMPHIS
BORG, CHAS W, MEMPHIS
BOSWELL, JAMES LIONEL, MEMPHIS
BOSWELL, RICHARD LEE, MEMPHIS

* BOULDIN, MARY E, CLARKSDALE, MS
* BOURLAND, ROBT LEON, MEMPHIS

BOURLAND JR, ROBT LEON, MEMPHIS
BOURLAND, WM LANDESS, MEMPHIS

* BOWERMAN, EARL P, MEMPHIS
* BOWLIN, ROBT L, MEMPHIS
* BOYD, H B, ENCININTAS, CA

BOYD JR, ALLEN STREET, MEMPHIS
* BRADLEY, JAMES FREDERICK, MILLINGTON

BRADY, BOYER M, MEMPHIS
BRAUN, WINSTON, MEMPHIS
bridges, JAMES T, MEMPHIS
BRITT, LOUIS GOODNO, MEMPHIS
BRONSTEIN, MAURY W, MEMPHIS
BROOKS, BROWN, MEMPHIS
BROWN, JAMES S, NASHVILLE
BROWN JR, MIKE JONES, MEMPHIS
BRUNT, CHAS HAL, MEMPHIS
BRYAN, THORNTON E, MEMPHIS
BRYANT, JAMES W, MEMPHIS
BUCHALTER, ROBT, MEMPHIS
BUCHIGNANI, JOHN SHEA, MEMPHIS
BUCHIGNANI, JOS ANTHONY, MEMPHIS
BUCKLEY JR, MADISON H, MEMPHIS
BURANAPIYAWONG, ARKOM, MEMPHIS
BURKE, LARRY D, MEMPHIS
BURKLE III, GEO HENRY, GERMANTOWN
BURROW, WM BOOKER, MEMPHIS
BURTON, WILLIAM DUER, MEMPHIS
BUSBY, MICKY L, MEMPHIS
BUTLER, DOROTHY ANN HICKS, MEMPHIS
BUTLER, RICHARD MASON, MEMPHIS
BUXTON, BERTRAM H, MEMPHIS
BYAS, JAMES S, MEMPHIS
CAFFEY, SHED H, MEMPHIS
CALANDRUCCIO, ROCCO A, MEMPHIS
CALDWELL, EDWARD PRICHARD, MEMPHIS
CALLISON, MASTON K, MEMPHIS

* CAMPBELL, EDWARD G, MEMPHIS
CANALE, DEE JAMES, MEMPHIS
CANALE, JAMES LAWRENCE, MEMPHIS
CANALE, STURLA TERRANCE, MEMPHIS
CANNON, BLAND WILSON, MEMPHIS
CAPE, CHAS ALBERT, MEMPHIS
CARA JR, DOMINIC JOS, MEMPHIS
CARADINE JR, ROBT SIDNEY, MEMPHIS
CARNESALE, PETER GUYDON, MEMPHIS
CARROLL, DAVID S, MEMPHIS
CARRUTHERS JR, DANL F, MEMPHIS
CARTER, HARVEY WALLACE, MEMPHIS

* CARTER JR, LOUIS L, MEMPHIS
CARTER, JAMES ROLAND, MEMPHIS
CASHION, ERNEST L, MEMPHIS
CASINI, MICHAEL PETER, MEMPHIS

* CHAMBERLIN JR, ARLIE H, MEMPHIS
CHAMBERLIN, STEVEN, MEMPHIS
CHAPPELL, FENWICK W, MEMPHIS
CHARLES, STEVEN THOS, MEMPHIS
CHATTERJEE, SHEKHAR C, MEMPHIS
CHEATHAM, CHAS PHILLIPS, MEMPHIS
CHEEK, RICHARD CALVIN, MEMPHIS
CHESNEY, CAROLYN LEACH M, MEMPHIS

* CHING, RICHARD E, MEMPHIS
CHISOLM, JOHN COBEEN, MEMPHIS
CHRISTOPHER, ROBT PAUL, MEMPHIS
CHUANG, HOWARD JYI>JUANG, MEMPHIS
CLARENDON, COLIN C 0, MEMPHIS
CLARK, GLENN MARSH, MEMPHIS
CLARK JR, DWIGHT WITT, MEMPHIS
CLARKE, CHAS L, MEMPHIS
CLARKE, HUGH ADAMS, GREENVILLE, SC

COCKE JR, EDWIN W, MEMPHIS
COCKROFT, ROBT LAWRENCE, MEMPHIS

* COHEN, MORRIS D, MEMPHIS
COHEN, LAWRENCE LOUIS, MEMPHIS
COHEN, BRIAN MICHAEL, ANN ARBOR, MI
COHN, RICHARD A, MEMPHIS
COLE JR, F HAMMOND, MEMPHIS
COLE III, WILLIAM L, MEMPHIS
COLE, FRANCIS HAMMOND, MEMPHIS
COLEMAN JR, SIDNEY A, MEMPHIS
COLLINS, JAMES H, MEMPHIS
COLLINS, BLAINE C, MEMPHIS
COLLINS, FRANK H, MEMPHIS
CONRAD, LYNN WILSON, MEMPHIS
CONWAY, JOHN PATRICK, MEMPHIS
COOPER, CHARLIE WALTER, MEMPHIS
COORS, GEO A, MEMPHIS
COPELAND, GEO D, MEMPHIS
CORLEY, GLENNA L, MEMPHIS
CORNELIUS, LELAND RAEBURN, SOUTHAVEN,
COUCH SR, CHAS EDWARD, HUMBOLDT
COURINGTON, DORIS PAYNE, MEMPHIS
COX, CLAIR EDWARD, MEMPHIS
COX III, SAM J, MEMPHIS
CRAVEN, RUFUS EDGAR, MEMPHIS

* CRAWFORD, P THURMAN, MEMPHIS
CRAWFORD, LLOYD V, MEMPHIS
CRENSHAW, ANDREW HOYT, MEMPHIS
CRESON JR, THOMAS K, MEMPHIS
CREWS, JOHN T, MEMPHIS

* CRISLER JR, JOS A, MEMPHIS
CRISLER JR, HERMAN A, MEMPHIS
CROCKARELL, JOHN REAMS, MEMPHIS
CROCKER, DIANE WINSTON, MEMPHIS
CROCKER, ROBT A, MEMPHIS
CROCKETT JR, ROBT N, MEMPHIS
CROSBY, VIRGIL GLENN, MEMPHIS
CROWE JR, LEE RAY, MEMPHIS
CROWN, LOREN ARTHUR, MEMPHIS
CRUMRINE, ROBERT S, MEMPHIS
CRUPIE, JOS E, MEMPHIS
CRUTHIRDS, TERRY PARK, MEMPHIS
CUMMINS, ALVIN JOS, MEMPHIS
CUNNINGHAM, DAVID LANE, MEMPHIS
CURLE, RAY EUGENE, MEMPHIS
CURREY, THOS ARTHUR, MEMPHIS
DAUGHERTY, CHAUNCEY 0, MEMPHIS
DAVIDSON JR, ORIN L, MEMPHIS
DAVIDSON III, ORIN L, MEMPHIS
DAVIS, HARRY L, MEMPHIS
DAVIS JR, JESSE THEO, MEMPHIS
DAVIS, EDNA M FITZJARREL, MEMPHIS
DAVIS, THOS ALLEN, MEMPHIS
DE MERE, MC CARTHY, MEMPHIS
DE SAUSSURE JR, R L, MEMPHIS
DE SHAZO, MICHAEL HENRY, MEMPHIS
DEATON, WM JERRY, MEMPHIS

* DEERE, CHAS J, MEMPHIS
DELLINGER JR, HUBERT L, MEMPHIS
DEMPSEY, THOMAS JACKSON, MEMPHIS
DEWEESE, MELVIN WAYNE, MEMPHIS

* DIGGS, LEMUEL WHITLEY, CORDOVA
DILAWARI, RAZA ALI, MEMPHIS
DILTS JR, PRESTON VINE, MEMPHIS
DIRMEYER, PHILLIP HAYS, MEMPHIS
DISMUKE, STEWART EDWARDS, MEMPHIS
DISMUKES, DON ELMO, MEMPHIS
DISNEY, JERE MICHAEL, MEMPHIS
DOBSON, JOHN M, MEMPHIS
DODGE, HERBERT SHUBERT, MEMPHIS
DORIAN, JOHN BERNARD, MEMPHIS
DORRITY, THOS G, MEMPHIS
DOWLING, CHAS VICTOR E, MEMPHIS
DRAKE, ARNOLD HANNAS, MEMPHIS
DRAKE, LYNN ANNETTE, MEMPHIS
DRENNING, PAUL THOMAS, MEMPHIS
DREWRY JR, RICHARD DANL, MEMPHIS

* DU BARD, HORTON GEE, MEMPHIS
DUBERSTEIN, LARRY EDWIN, MEMPHIS
DUCKWORTH, PATRICIA PEARL, MEMPHIS
DUCKWORTH, JOHN KELLY, MEMPHIS
DUCKWORTH, NANCY C H, MEMPHIS
DUGDALE, MARION, MEMPHIS
DUKE, DON DE WINDLE, MEMPHIS
DUNAVANT JR, WM DAVID, MEMPHIS
DUNAVANT, WM DAVID, MEMPHIS
DUNAWAY, DAN ALEXANDER, MEMPHIS
DUNCAN JR, JAMES T, MEMPHIS
DUNCAN, JERALD MARK, MEMPHIS
DURFEY, JOHN QUINCY, MEMPHIS
EASON, HAMEL BOWEN, MEMPHIS
EASON, LESLIE EDMUND, MEMPHIS
EDMONSON, ALLEN S, MEMPHIS
EISENSTEIN, BARRY I, MEMPHIS
ELLIOTT, ROONEY GORHMAN, MEMPHIS
EMMETT, JOHN ROY, MEMPHIS
ENGELBERG, JERRY, MEMPHIS
ENNIS, RICHARD LYN, MEMPHIS
EPSTEIN, EUGENE U, MEMPHIS

* ERICKSON, CYRUS CONRAD, MEMPHIS
ERWIN, STANLEY WAYNE, MEMPHIS

* ETTELDORF, J N, MEMPHIS
* ETTER, CHAS B, MEMPHIS
* ETTMAN, IRVING KELSEY, MEMPHIS

EUBANKS JR, OTHA A, MEMPHIS
* EVANS, JOHN D, MEMPHIS

EVANS, MILTON LEE, MEMPHIS
» EVERETT JR, BENNETT E, MEMPHIS
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FALVEY, WILLIAM DAVIS, MEMPHIS
FANCHER, WILLIAM H, MEMPHIS
FAQUIN, CORNELL CHAS, MEMPHIS
FARLEY, HAROLD G, MEMPHIS
FARMER, THOS ALBERT, MEMPHIS
FARRAR, TURLEY, MEMPHIS
FARRELL JR, GEO EDWARD, RIPLEY, MS
FARROW JR, C CRESTON, MEMPHIS
FAULKNER, WM LAWRENCE, MEMPHIS
FEILD, JAMES RODNEY, MEMPHIS
FEINSTEIN, HAROLD, MEMPHIS
FELDMAN, SANDOR, MEMPHIS
FERGUSON, JOHN MITCHELL, MEMPHIS
FERRELL, THADDEUS HAGAN, MEMPHIS
FIDLER JR, WM JONAS, MEMPHIS
FINK, ROBT DAVID, MEMPHIS
FIORANELLI, RAYMOND JAMES, MEMPHIS
FISHER, DANL F, MEMPHIS
FISHER, ROBT MOORE, MEMPHIS
FISHER JR, JOSEPH N, MEMPHIS
FIZETTE, NORMAN B, ST LOUIS, MO
FLANAGAN, WILLIAM H, MEMPHIS
FLANAGAN, JAMES BARRY, MEMPHIS
FLEMING, IRVIN DURANT, MEMPHIS
FLEMING, JULIAN GLENN, MEMPHIS
FLINN JR, GEO SHEA, MEMPHIS
FLORENDO, NOEL TADIAR, MEMPHIS
FLOWERS, WM PARKS, MEMPHIS
FLOWERS, ARTHUR R, MEMPHIS
FONER, MAX, MEMPHIS
FONGWITOO, THIRACHIT, MEMPHIS
FORD, JAMES W, MEMPHIS
FORTUNE, JAMES EVERETT, MEMPHIS
FOUNTAIN JR, FRANCIS F, MEMPHIS
FRANCIS JR, HUGH, MEMPHIS
FRANCISCO, JERRY THOS, MEMPHIS
FRANKLIN, EDGAR R, MEMPHIS
FRANKUM, CHAS EUGENE, MEMPHIS
FREE, LOVELY ARZETTA, MEMPHIS
FREEMAN, BARNEY LYNN, MEMPHIS
FREEMAN, JERRE MINOR, MEMPHIS
FRENCH, WM E, MEMPHIS
FRIEDMAN, HARRY, MEMPHIS
FRYE, WYNDHAM M, MEMPHIS
FUSTE, RICARDO R, MEMPHIS
FUTRELL, THOMAS WALTER, MEMPHIS
GADBERRY, EUGENE WARNER, MEMPHIS
GALINDEZ, TELMO, MEMPHIS
GALYON, JAMES THEODORE, MEMPHIS
GAMMILL, STEPHEN LANE, MEMPHIS
GARBARINI JR, JOS C, MEMPHIS
GARDNER, HERBERT COLBY, MEMPHIS
GARDNER JR, LAWRENCE G, MEMPHIS
GARDNER, JOHN HARVEY, MEMPHIS
GARRETT, HARVEY E, MEMPHIS
GARRETT, RICHARD HENRY, MEMPHIS
GAY, JAMES R, MEMPHIS
GAYDEN, JOHN 0, MEMPHIS

* GEHORSAM, ELSBETH, MEMPHIS
GEORGE, LEWIS WATSON, MEMPHIS
GEORGE, GARRY LEONARD, MEMPHIS
GERALD, BARRY ELMO, MEMPHIS
GESHKE, TERRENCE EDWARD, MEMPHIS
GETTELFINGER, THOMAS C, MEMPHIS

* GILLESPIE, CLARENCE E, MEMPHIS
GILLULY, JOHN JOS, MEMPHIS
GINN, BOBBY H, MEMPHIS
GISH, GEO EDWARD, MEMPHIS
GIVENS, JAMES ROBT, MEMPHIS
GLADDING, THOS CONGDON, MEMPHIS
6LAZER, LOUIS, MEMPHIS
GOOSEY, WM COLE, MEMPHIS
GOKTURK, TURGUT KEMAL, MEMPHIS
GOLD, ROBERT E, MEMPHIS
GOLD, RICHARD HUGH, BATON ROUGE, LA
GOLDBERG, FRED A, MEMPHIS
GOLDHAMMER, PHILLIP, MEMPHIS
GOOCH, JERRY BURTON, MEMPHIS
GOODE, FLETCHER HOWARD, MILLINGTON
GOODMAN JR, THOMAS F, MEMPHIS
GOODMAN, RALPH, MEMPHIS
GORLINE, WILLIAM JAMES, MEMPHIS

* GOTTEN, HENRY BRAGG, MEMPHIS
* GOTTEN JR, NICHOLAS, MEMPHIS

GOTTEN JR, NICHOLAS, MEMPHIS
GOURLEY, ROBT DUNSEITH, MEMPHIS
GRAGG JR, WILFORD H, MEMPHIS
GRANT, WILLIAM M, MEMPHIS
GRANT, WM CRAIG, MEMPHIS
GRATZ JR, JOHN FISHER, MEMPHIS
GRAVES JR, LESTER R, MEMPHIS
GREEN, CARL RAYMOND, MEMPHIS
GREEN JR, JAMES BUTLER, MEMPHIS
GRIFFIN, JOHN PATRICK, MEMPHIS
GRIFFIN, DANIEL EUGENE, MEMPHIS
GRISE, JERRY WADE, MEMPHIS
GRIZZARD, HENRY THOMPSON, MEMPHIS
GROBMYER JR, ALBERT JOS, MEMPHIS
GROBMYER III, ALBERT JOS, MEMPHIS
GROGAN JR, FRED T, MEMPHIS
GROSS, CHAS WAYNE, MEMPHIS
GROSSMAN, RONALD K, MEMPHIS
GUNN, JOHN L, MEMPHIS
GUYTON, JOS L, MEMPHIS
HAGGITT, ROGER C, MEMPHIS
HAIMSOHN, JAMES S, MEMPHIS
HAJGHASSEMAL, MEHRDOKHT, MEMPHIS
HALFORD JR, HOLLIS H, MEMPHIS

HALFORD, JACK RICHARD, MEMPHIS
* HALL, VONNIE ARTESIA, MEMPHIS

HALL JR, EMMETT R, MEMPHIS
HALL, SYLVIA A, MEMPHIS
HALLE, MARGARET J A, MEMPHIS
HAMILTON, RALPH S, MEMPHIS
HAMILTON, WM THOS, MEMPHIS
HAMILTON, EMILY THOMAS, MEMPHIS
HAMLETT III, JAMES M, MEMPHIS
HAMSHER, JOHN B, MEMPHIS
HANISSIAN, ARAM S, MEMPHIS
HARELL, MOSHE, MEMPHIS
HARLAN, CHARLES W, MEMPHIS
HARMON, HARVEY CARL, MEMPHIS
HARRELL, ETHEL ASHTON, MEMPHIS
HARRINGTON, OSCAR B, MEMPHIS
HARRIS, BUFORD TERRELL, MEMPHIS
HARRIS, JOHN JOEL, MEMPHIS
HARWELL JR, CARL M, MEMPHIS
HASEN, HOWARD B, MEMPHIS
HATCH JR, FRED E, MEMPHIS
HAWKES, ALFRED KENNETH, MEMPHIS
HAWKES, C DOUGLAS, MEMPHIS
HAWKES, JEAN MURRAY, MEMPHIS
HAY, CYRIL LEON, MEMPHIS
HAYES, WM TIMOTHY, MEMPHIS
HEAD, THOMAS GLENN, MEMPHIS
HECK, ALBERT FRANK, MEMPHIS
HEERDT, MARK E, MEMPHIS
HELLMAN, MICHAEL DOUGLAS, MEMPHIS
HENARD, DONALD CLAUDE, MEMPHIS
HENDRIX JR, JAMES H, MEMPHIS
HENLEY, WALTER H, MEMPHIS
HENRY, LOUIE C, MEMPHIS
HEPWORTH, RICHARD GORDON, MEMPHIS
HERNDON JR, BRUCE WAYNE, MEMPHIS
HERRINGTON, CLARENCE G, MEMPHIS
HIATT, ROGER LEW, MEMPHIS
HICKEY JR, HOMER DAVID, MEMPHIS
HIGDON, DENNIS ALAN, MEMPHIS
HIGGINBOTHAM, THOS WAYNE, MEMPHIS

* HIGLEY, GEO BRAINARD, MEMPHIS
HIGLEY JR, GEO BRAINARD, MEMPHIS
HILL, JOHN ROY, MEMPHIS

* HILL, JAMES MARK, MEMPHIS
HILL, FONTAINE S, MEMPHIS
HILSENBECK JR, JOHN ROBERT, MEMPHIS
HINES, ELBERT EDWIN, MEMPHIS
HINES, LEONARD HARVEY, MEMPHIS
HODGES, JOHN MC IVER, MEMPHIS
HOFFMAN JR, WALTER K, MEMPHIS
HOLLABAUGH, ROBT STERLING, MEMPHIS
HOLLAND, NANCY ELIZABETH, MEMPHIS
HOLLIDAY, THOS LINTON, MEMPHIS
HOLLOWAY JR, DAVID HOYT, MEMPHIS
HOLMES, JOHN PIERCE, MEMPHIS

* HOLMES, JAMES ELMORE, MEMPHIS
HOLMES, PERRY DON, MEMPHIS
HOLT, HUEY THOS, MEMPHIS
HOOD, STEPHEN THOS, MEMPHIS
HORNE, ARTHUR E, MEMPHIS
HORTON, GLENN EDWARD, MEMPHIS
HOTCHKISS, HUBERT LEECH, MEMPHIS
HOUSHOLDER, CHAS H, MEMPHIS
HOUSTON, JOHN L, MEMPHIS

* HOWARD, WM T, MEMPHIS
HOWARD JR, HECTOR SMYTHE, MEMPHIS
HOWSE, ROBERT JULIAN, MEMPHIS
HOWSER, JOHN PATTON, MEMPHIS
HUANG, SHANG PO, MEMPHIS
HUBBARD, RONALD EUGENE, MEMPHIS
HUBBERT, CHAS HUGHES, COLLIERVILLE
HUDSON, JOS STALM, MEMPHIS
HUFF, CARL WAYNE, MEMPHIS
HUFFMAN, JOHN DAVID, MEMPHIS

* HUGHES, MAX, MEMPHIS
* HUGHES JR, FELIX A, MEMPHIS
* HUGHES, JAMES GILLIAM, MEMPHIS

HUGHES, JOHN DAVIS, MEMPHIS
HUGHES, ROBT RULE, MEMPHIS
HUGHES, ALLEN HOLT, MEMPHIS
HUMMEL, JOHN VERNON, MEMPHIS
HUNT, JAMES CALVIN, MEMPHIS
HUNTER, SAML E, MEMPHIS
HUTCHINS, CHAS EDWARD, MEMPHIS
HUTCHINS, LINDA FAYE L, MEMPHIS
HYDE III, SAML ELISHA, MEMPHIS
IGNACZAK, THOMAS F, MEMPHIS
IJAMS, JOE HARTLEY, MEMPHIS
ILABACA, PATRICIO A, MEMPHIS

* INGLE, CHAS WM, MEMPHIS
INGRAM, ALVIN JOHN, MEMPHIS
JA8B0UR, J T, MEMPHIS
JABBOUR, C EUGENE, MEMPHIS
JACKSON, THOS M, MEMPHIS
JACOBS, ARTHUR ELLIOTT, MEMPHIS
JALLEPALLI, PANDURANGA, MEMPHIS

* JAMES, JESSEE ARVIN, MEMPHIS
JAMES, HAL PEARSON, MEMPHIS
JANARDHAN, HARKALA, BARTLETT
JARRED, LOIS KATHERINE, MEMPHIS
JARRETT JR, CHAS LESLIE, MEMPHIS
JAUCHLER, GERARD W, MEMPHIS
JEFFERS, OLIVER C, MEMPHIS
JENKINS, GEORGE W, MEMPHIS
JENKINS, JON CALVIN, MEMPHIS
JERKINS, GERALD RAY, MEMPHIS
JOHNSON, JAMES D, MEMPHIS

JOHNSON, LARRY HOLLIDAY, MEMPHIS
JOHNSON, JAMES GIBB, MEMPHIS
JONES JR, SIDNEY D, MEMPHIS

* JONES, ALBERT MITCHELL, MEMPHIS
JONES, R LUBY, MEMPHIS
JONES, JOE PAUL, MEMPHIS
JONES, ROBT RILEY, MEMPHIS
JONES JR, QUITMAN W, MEMPHIS

* JULICH, ARTHUR WILSON, MEMPHIS
JUSTIS, E JEFF, MEMPHIS
KAPLAN, EDWARD STEVEN, MEMPHIS
KAPLAN, STANLEY BARUCH, MEMPHIS
KAPLAN, JERRY, MEMPHIS
KAPLAN, ROBT JOEL, MEMPHIS
KASSEESTWAHID, LAILA, MEMPHIS
KASSELBERG, LYMAN A, MEMPHIS
KATZ, GILBERT MARVIN, MEMPHIS
KEIM, ROBERT J, MEMPHIS
KELLETT, GARY LEON, MEMPHIS
KELLEY, BOBBY JERALD, MEMPHIS

* KELLY, ERNEST GEO, MEMPHIS
KELLY, RICHARD T, MEMPHIS
KERLAN, ROBT ASHLEY, MEMPHIS
KESSLER, HENRY G, MEMPHIS
KHANDER, ALIM, MEMPHIS
KIEFER, PATSY R, MEMPHIS
KILEDJIAN, VARTKES, MEMPHIS
KIMBALL, NOAH BRADEN, MEMPHIS
KING, CHAS MACK, MEMPHIS
KING, BILLY W, MILLINGTON
KING JR, WILLIAM SCOTT, MEMPHIS

* KING, JOHN C, MEMPHIS
KINGTON, JOHN MICHAEL, MEMPHIS
KIRKPATRICK, ROBT DEAN, MEMPHIS
KISABETH, ROBERT M, MEMPHIS
KITABCHI, ABBAS EQBAL, MEMPHIS
KLINE, ROBT PAUL, MEMPHIS

» KLOTZ, WM F, MEMPHIS
KNOTT, DAVID HOWARD, MEMPHIS
KNOX JR, FREDERICK HENRY, MEMPHIS
KNOX, ROBT L, MEMPHIS
KOLEYNI, ASGHAR, MEMPHIS
KONGTAWNG, THIPAVAN, MEMPHIS
KONIGSBERG JR, CHARLES, MEMPHIS
KOONCE, MARSHALL LYNN, MEMPHIS

» KOSSMANN, CHAS E, MEMPHIS
KRAUS, ALFRED PAUL, MEMPHIS
KRAUS, MELVIN M, MEMPHIS
KRISLE JR, JOE RICHARD, MEMPHIS
KROETZ, FRANK WM, MEMPHIS
KRONENBERG, JOEL I, MEMPHIS
KULP, ROY, MEMPHIS
KUYKENDALL JR, NATHANIEL, MEMPHIS
KUYKENDALL, CARY M, MEMPHIS
KYLE, JOS WARREN, MEMPHIS
LAMAR JR, LUCIUS M, MEMPHIS
LANDIS, HARRY ZAHM, MEMPHIS
LANDSEE, CARL GEO, MILLINGTON
LANGFORD JR, C THOMAS, MEMPHIS
LANGSTON, JAMES WILSON, MEMPHIS
LANKFORD, WM ALEXANDER, MEMPHIS
LARIMER, PERRY JAMES, MEMPHIS
LARKIN, CHARLES NEWTON, GERMANTOWN
LASTER JR, ROBT EUGENE, MEMPHIS

* LATHAM, FRANK A, MEMPHIS
LATHRAM JR, MARVIN W, MEMPHIS
LAUGHLIN SR, ALBERT E, MEMPHIS
LAUGHLIN JR, ALBERT E, MEMPHIS
LAWRENCE, JESSE ALVAH, MEMPHIS
LAWSON, ROBT EDWARD, MEMPHIS
LAWSON, RONALD D, MEMPHIS
LAZAR, EDWARD HARRY, MEMPHIS
LE, CONG VAN, MEMPHIS
LEBOVITZ, M A, MEMPHIS
LEE, LING HONG, MEMPHIS

* LEFKOVITS, AARON M, MEMPHIS
LEMMI, HELIO, MEMPHIS
LEUNG, RICHARD KIN>FOOK, MEMPHIS
LEVINSON, MICHAEL JAY, MEMPHIS
LEVITCH, MELVYN ABRAHAM, MEMPHIS
LEVY, JOE S, MEMPHIS
LEWIS JR, LAWRENCE C, MEMPHIS
LEWIS, MYRON, MEMPHIS

* LEWIS, PHILIP M, MEMPHIS
LIEBERMAN, PHILLIP LOUIS, MEMPHIS
LINDER, HILARY FRANCIS, MEMPHIS
LING, FRANK W, MEMPHIS
LIPSCOMB, ALYS H, MEMPHIS
LIPSEY, GEO GARTLEY, MEMPHIS
LIPSHITZ, JEFFREY, MEMPHIS
LITCH JR, MELVIN, MEMPHIS
LITTLE JR, WM ROBT, MEMPHIS
LIVERMORE JR, GEO R, MEMPHIS

* LOCKWOOD JR, DUDLEY G, MEMPHIS
LONG, CHAS EDWARD, MEMPHIS
LONG, WM E, MEMPHIS
LONG, THOMAS E, MEMPHIS
LOUGHEED, JOS C, MEMPHIS
LOVE, VARNA MAE PEYTON, MEMPHIS
LOVEJOY, GEO S, MEMPHIS
LOVING, MARTHA A, MEMPHIS
LUTHER, ROBT WAYNE, MEMPHIS
LYNCH, MICHAEL HARDY, MEMPHIS-
MABRY, EDWARD HAYS, MEMPHIS
MABRY JR, EDWARD HAYS, MEMPHIS
MACKEY, WM FREDERICK, MEMPHIS
MADDUX, HOLT BENJ, MEMPHIS
MADUSKA, ALBERT LOWELL, MEMPHIS
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MAGEE, MICHAEL JOS, NEW YORK, NY
MAGUDA, THOS ANDREW, MEMPHIS
MAGUIRE, JAMES K, MEMPHIS
MALONE II, WM B, MEMPHIS
MANDELL, ALAN I, MEMPHIS
MANKIN, JOHN C, MEMPHIS
MANN, JAMES ALAN, MEMPHIS
MANUGIAN, ARSEN, MEMPHIS
MARDOUM, RIAD M, MEMPHIS
HARIENCHECK, WM IRVIN, MEMPHIS
MARIN>GARCIA, JOSE, MEMPHIS
MARKER, HOWARD WM, MEMPHIS
MARKLE, PHILIP METRIC, MEMPHIS
MARSHALL, MICHAEL RALPH, MEMPHIS
MARTEN, GEO W, MEMPHIS
MARTIN, DANIEL C, MEMPHIS
MARTIN, ROY WAYNE, MEMPHIS
martin, DOROTHY JEANNETTE, MEMPHIS
MASON, WM W, MEMPHIS
MATHES, GORDON LAWRENCE, MEMPHIS
MATTHEWS, OLIVER S, MEMPHIS
MAURY JR, WM P, MEMPHIS
MAY, WILLIAM NEIL, MEMPHIS
MAYER, RAYMOND FRANKLIN, MEMPHIS
MAYFIELD, LEROY H, MEMPHIS
MAYS, KIT SANFORD, MEMPHIS
MC AFEE, JAMES EARL, MEMPHIS
MC BURNEY, ROBT POWERS, MEMPHIS
MC CARTER JR, JOHN G, MEMPHIS
MC CAUGHAN JR, JOHN JOE, MEMPHIS
MC CLOY, RANDOLPH M, MEMPHIS'
MC CLURE, JAMES G, MEMPHIS
MC CORMACK, HAROLD ARTHUR, MEMPHIS
MC COWN, LOUIS K, MEMPHIS
MC DANIEL JR, ELMER F, MEMPHIS
MC EWAN JR, ROBT C, MEMPHIS
MC GEE, JOHN LAWRENCE, MEMPHIS
MC GREW III, FRANK A, MEMPHIS
MC KENZIE, EUGENE EATON, MEMPHIS
MC KINNEY, JAMES W, MEMPHIS
MC LARTY, BARNEY ESTES, MEMPHIS
MC LARTY, ALEXANDER M, MEMPHIS
MC LEMORE JR, THOS E, MEMPHIS
MCDONALD, MARTHA W, MEMPHIS
MERIWETHER III, THOS W, MEMPHIS
METZGER, WM EDGAR, MEMPHIS
MEYER JR, ALPHONSE H, MEMPHIS
MEYER, DAVID, MEMPHIS
MILES, ROBT MILLARD, MEMPHIS
MILFORD JR, LEE WATSON, MEMPHIS
MILLER, JOE HARDY, MEMPHIS
MILLER, RICHARD D, MEMPHIS
MILLER, THOS IVA, MEMPHIS
MILLER, RICHARD B, MEMPHIS
MILLER, RICHARD ALVAH, MEMPHIS
MILLER, RICHARD WALLACE, MEMPHIS
MILLER, HAROLD RAY, MEMPHIS
MILLER JR, GEO L, MEMPHIS
MILLER, FOUNTAIN FOX, MEMPHIS
MILLS, GEO T, MEMPHIS
MILNOR JR, J PERVIS, MEMPHIS
MINKIN, IRVING C, MEMPHIS
MIRVIS, DAVID MARC, MEMPHIS
MITCHUM, WM ROBSON, MEMPHIS
MOBLEY, EVERETT CULLEN, MEMPHIS
MOELLER JR, BENJ A, EADS
MOFFATT JR, WM LEE, MEMPHIS
HOGAN, EDWARD NENON, MEMPHIS
HOINUDDIN, MOHAMMED, MEMPHIS
MOINUDDIN, SHAMIM, MEMPHIS
MOLINSKI, EDWARD M, MEMPHIS
MONAGHAN, THOMAS W, MEMPHIS
MONGER JR, RALPH HORACE, MEMPHIS
MOORE JR, FONTAINE B, MEMPHIS
MOORE JR, MOORE, MEMPHIS
MOORE, MARION ROBERTSON, MEMPHIS
MOORE, DAVID F, MEMPHIS
MOORE, JAMES A, MEMPHIS
MORRIS, JOHN THOS, MEMPHIS
MORRIS, WM RANDOLPH, MEMPHIS
MORRISON, WINSOR VERDON, MEMPHIS
MORRISON, LARRY BURT, MEMPHIS
MORRISON, JOHN COULTER, JACKSON
MORSE, WM HAL, MEMPHIS
MOSHIER, WM HILL, MEMPHIS
MOSKOWITZ, HENRY, MEMPHIS
MOSS, THOS CHESTER, MEMPHIS
MOSS, JOHN PALMER, MEMPHIS
MOSS, WM BENJ, MEMPHIS
motley, THOMAS EARL, MEMPHIS
MOUSTAFA, SALWA, MEMPHIS
MROZ, CHRISTINE T, MEMPHIS
MUIRHEAD, ERNEST ERIC, MEMPHIS
MURDOCK, WADE THOS, MEMPHIS
MURPHEY, FRANCIS, NAPLES, FL
MURPHY, PATRICK J, GERMANTOWN
MURPHY, WM MONT, MEMPHIS
MURPHY, JAMES GARNETT, MEMPHIS
MURPHY, WALTER HENRY, MEMPHIS
MURPHY, CYNTHIA DABNEY, MEMPHIS
MURRAH JR, WM FITZHUGH, MEMPHIS
MURRAY, IAN FARRELL, MEMPHIS
MYERS, WM STANLEY, MEMPHIS .

NADEL, ALAN MARC, MEMPHIS
NASH, JOHN PAUL, MEMPHIS
NASH, JAMES FRANK, MEMPHIS
NAWAF, KAYS, MEMPHIS
NEAL, WILMER LEWIS, MEMPHIS

NEELY JR, CHAS LEA, MEMPHIS
NEWMAN, LARRY BERNARD, MEMPHIS
NICHOLS, THOS WADDELL, MEMPHIS
NICHOPOULOS, GEORGE C, MEMPHIS
NICKSON, JAMES JOS, MEMPHIS
NIELL, HARVEY BARRETT, MEMPHIS
NIKOLOVSKI, OLIVER T, MEMPHIS
NOBLES JR, EUGENE RODMAN, MEMPHIS
NOE, HORACE NORMAN, MEMPHIS

* NORMAN, ROBT SIDNEY, GERMANTOWN
NORTH, WM C, MEMPHIS
NORTHERN JR, WM L, MEMPHIS
NOVICK, MARK D, CORDOVA
O'CONNELL, JOHN F, GERMANTOWN
O'SULLIVAN, PATRICK JOS, MEMPHIS

* OELKER, DONALD WILSON, MEMPHIS
* OGLE, WM SANDERS, MEMPHIS

OGLE, EVELYN M BASSI, MEMPHIS
OGLESBY, CLAUDE DUNN, MEMPHIS
OKRAH, AMOS, MEMPHIS

* OLIM, CHAS BURTON, MEMPHIS
* ORMAN, JOS COOKE, MEMPHIS

ORPET JR, P E, MEMPHIS
OSBORN, FRANK JACKSON, MEMPHIS
OSWALD, WM J, MEMPHIS
OUTLAN, JOHN EDWARD, COLLIERVILLE
OWENS, JAMES HARVEY, MEMPHIS

* PACKER, HENRY, MEMPHIS
PAGE, ALFRED HACH, MEMPHIS
PAGE, GENE RUFFNER, MEMPHIS
PAGE, ROY CALVIN, MEMPHIS
PAINTER, MAX WESLEY, MEMPHIS
PALMER IV, ROBERT E, MEMPHIS
PALMIERI, GENARO MIGUEL A, MEMPHIS
PARKER, JOS, MEMPHIS
PARROTT JR, CHAS WM, MEMPHIS

* PARSONS III, WARD CHESTER, MILLINGTON
* PASTER, SAML, SANTAMUNICH, CA

PASTERNACK, MORRIS, MEMPHIS
PATE, JAMES W, MEMPHIS
PATTERSON JR, RUSSELL H, MEMPHIS
PATTERSON, RUSHTON EUGENE, MEMPHIS
PATTERSON, SAM POLK, MEMPHIS
PATTERSON, STANLEY MARTIN, MEMPHIS
PATTERSON III, RUSSELL H, MEMPHIS
PATTERSON, KELLY, MEMPHIS
PAUL, RAPHAEL NATHAN, MEMPHIS

* PAULLUS JR, GEO EARL, MEMPHIS
PEACE, ROBT JOS, MEMPHIS
PEARSON, RICHARD MCOUISTON, MEMPHIS
PEDIGO, PHILLIP ADLER, MEMPHIS
PEEPLES JR, JOHN D, MEMPHIS
PENDER JR, JOHN VINCENT, MEMPHIS
PERALTA, MODESTO G, MEMPHIS
PERRY, EDGAR EMRICH, MEMPHIS
PETERS, THOMAS GUY, MEMPHIS
PETTIT JR, PAUL NESMITH, MEMPHIS
PHELPS, WM CHAS, MEMPHIS
PHILLIPS, JERRY CLYDE, MEMPHIS

* PHILLIPS, WM EARL, MEMPHIS
PHOTOPULOS, GUY J, MEMPHIS
PIAN JR, MAURICE C, MEMPHIS
PIGOTT, JOHN D, MEMPHIS
PINALS, ROBERT S, MEMPHIS
PINSTEIN, MARTIN LEE, MEMPHIS
PITCOCK, JAMES ALLISON, MEMPHIS
PLATKIN, ALAN BAILEY, MEMPHIS
PLITMAN, GERALD IRA, MEMPHIS

* POOL, ROBT MC CAUGHRIN, MEMPHIS
PORTER, COLUMBUS HASSELL, MEMPHIS
PORTER, HUEY HENDERSON, MEMPHIS
PORTER, WM RICHARD, MEMPHIS
POWELL, CARROLL E, COLLIERVILLE
PRICE, JAMES HOWARD, MEMPHIS
PRICE, CAROLYN CULPEPPER, MEMPHIS
PRIDGEN, STEPHEN ALLEN, MEMPHIS
PRIDGEN, WM ROBY, MEMPHIS
PRIETO JR, LUIS CARLOS, MEMPHIS
PROCTOR, RUSSELL JAY, MEMPHIS
PUTMAN, BILLIE HAROLD, MEMPHIS
aUINN III, PETER JOS, MEMPHIS
RAGSDALE, TOMMY MAC, MEMPHIS

* RAINES, SAML LUCAS, MEMPHIS
RAINES, RICHARD BRODNAX, MEMPHIS
RAINEY, WM THOS, MEMPHIS
RAMANATHAN, JAYA, MEMPHIS
RAMANATHAN, KODANGUDI B, MEMPHIS
RAMEY III, DANL RANDOLPH, MEMPHIS
RANDOLPH, JERRY F, MEMPHIS
RANDOLPH, PAUL DOUGLAS, MEMPHIS
RANGASWAMI, N AR A Y AN A SW AMI , MEMPHIS
RAO, PAIDIPALLI B, MEMPHIS
RAWTANI, PALLAVI V, MEMPHIS
RAY, MORRIS WILLIAM, MEMPHIS
REAVES, EDWARD MC CORMICK, MEMPHIS

* REDMON, JOHN JONES, MEMPHIS
REED, EDWARD WILSON, MEMPHIS
REEDER, ROBT CANADA, MEMPHIS
REESE, HALDEN EUGENE, MEMPHIS
REESE JR, HARVEY C, MEMPHIS
REISSER JR, JOHN MILTON, MEMPHIS
RENTROP, WALTER ANTON, MEMPHIS
RENTROP, WM EMIL, MEMPHIS

* RHEA, HAL SALE, MEMPHIS
RHEA JR, HAL S, MEMPHIS
RHODES JR, CHAS THOS, MEMPHIS
RICHARDSON JR, ROBT LEE, MEMPHIS
RICHARDSON, ELBERT GREER, MEMPHIS

RICHARDSON, TOMMIE MACK, MEMPHIS
RIGGS, CHAS R, MEMPHIS
RIGGS JR, WM WEBSTER, MEMPHIS
RILEY, FRANCES OSBORN, MEMPHIS
ROANE, JOURDAN ARCHIBALD, MEMPHIS
ROBBINS, SAML G, MEMPHIS
ROBBINS JR, SAMUEL GWIN, MEMPHIS

* ROBERTS, FRANK L, MEMPHIS
ROBERTSON, JAMES THOS, MEMPHIS
ROBERTSON, JON HOBSON, MEMPHIS
ROBINSON JR, CHAS G, MEMPHIS
ROBINSON, JAMES A, MEMPHIS
ROBINSON JR, JOHN EDWARD, MEMPHIS
ROBISON JR, LOWELL BENJ, MEMPHIS
ROCKETT, JOHN FREDERICK, MEMPHIS
ROGERS, GORDON K, MEMPHIS
ROJAS, NORBERTO, MEMPHIS
ROSEN, GERALD MICHAEL, MEMPHIS
ROSENBERG, ZACHARY, MEMPHIS
ROSENBERG, ELIAS WM, MEMPHIS
ROSENSWEIG, JACOB, MEMPHIS
ROTHSCHILD, JOSEPH A, MEMPHIS
RUCH JR, WALTER ALLWEIN, MEMPHIS
RUCH, ROBT MILTON, MEMPHIS
RUCKER, MORTON S, MEMPHIS
RUDNER JR, HENRY GORDON, MEMPHIS
RULEMAN, CHESTER ALLAN, MEMPHIS
RUNYAN JR, JOHN WM, MEMPHIS
RUSSELL JR, JOHN MURRAY, MEMPHIS
RUSSO, WM LOUIS, MEMPHIS
RUTSCHMAN, JULIAN LEANDER, MEMPHIS
RYAN JR, GEO MARION, MEMPHIS
SACKS, HAROLD SAMUEL, MEMPHIS
SAFLEY JR, CHAS FRANKLIN, MEMPHIS
SAGE, FRED P, MEMPHIS
SALAZAR, JORGE E, MEMPHIS
SALKY, NATHAN KALMON, MEMPHIS
SAMMONS JR, LEHMAN CLARK, MEMPHIS
SAMUELS, ALAN DANL, MEMPHIS

* SANDERS, SAM HOUSTON, MEMPHIS
SANFORD JR, JACK CARTER, MEMPHIS
SANFORD, DAVID MARSHALL, MEMPHIS
SATTERFIELD JR, WM T, MEMPHIS
SCHAEFFER JR, SANDEFORD J, MEMPHIS
SCHAFFER, DONALD EARL, MEMPHIS
SCHAFFER, HARRY IVAN, MEMPHIS
SCHAFFER, WM ALLEN, MEMPHIS

* SCHEINBERG, DAVID ERSHL, MEMPHIS
SCHETTLER, BETTY J, MEMPHIS
SCHETTLER, WM HEYMOORE, MEMPHIS
SCHLESINGER, VICTOR ADLER, MEMPHIS

* SCHREIER, PHILLIP CHAS, MEMPHIS
SCHROEDER, HARRIET L, MEMPHIS
SCHROFF, JEROME, MEMPHIS
SCHWARTZ, STANLEY SIMON, MEMPHIS
SCOTT III, BENJ F, MEMPHIS

» SCOTT, CLARENCE B, BOLIVAR
SCOTT JR, DANIEL J, MEMPHIS
SCOTT, JOS MANSON, MEMPHIS
SCOTT, EDWIN LEE, MEMPHIS
SCOTT, RANDALL LEE, MEMPHIS
SEALE, JAMES L, MEMPHIS
SEBES, JENO IMRE, MEMPHIS
SEGAL, JACK, MEMPHIS
SEGAL, MAURICE P, MEMPHIS
SEGAL, ANTHONY, MEMPHIS
SEGERSON, EDWARD C, MEMPHIS

* SELIGSTEIN, MILTON B, MEMPHIS
* SEMMES, R EUSTACE, MEMPHIS

SEXTON, RAY OWEN, MEMPHIS
SHAPIRO, NORMAN D, MEMPHIS
SHAPPLEY JR, WM VANCE, MEMPHIS

* SHAW SR, JOHN LYLE, MEMPHIS
SHEA JR, JOHN JOS, MEMPHIS
SHEA JR, MARTIN COYLE, MEMPHIS
SHEARIN, ROBT P N, MEMPHIS
SHEFFIELD, WM E, MEMPHIS

* SHELTON, JAMES R, HEBER SPRINGS, AR
SHIFTMAN, STEPHEN MURRAY, MEMPHIS
SHIPKEY JR, FREDRICK H, MEMPHIS
SHIPPEL, RONALD M, MEMPHIS
SHIVELY, JOHN ADRIAN, MEMPHIS
SHUMAKE, LESLIE BOWLIN, MEMPHIS
SIEGEL, SAUL, MEMPHIS
SIEGEL, JEROME SEYMOUR, MEMPHIS
SIEGLE, ROBT LOUIS, MEMPHIS
SILVERMAN, MICHAEL N, MEMPHIS
SIMMONS, JAMES C H, MEMPHIS
SIMPKINS, SIDNEY M, MEMPHIS
SIMS, CLIFFORD W, MEMPHIS
SISK, THOS DAVID, MEMPHIS
SISSMAN, PAUL R, MEMPHIS
SKAGGS, MARVIN RICHARD, MEMPHIS

* SKINNER, EDWARD FOLLAND, MEMPHIS
SLAWSON JR, HENRY THOS, MEMPHIS
SLUTSKY, AVRON ABE, MEMPHIS
SMITH, W CHAPMAN, MEMPHIS

* SMITH JR, HUGH MILBY A, MEMPHIS
SMITH JR, VERNON I, MEMPHIS
SMITH, KIRBY LEE, MEMPHIS
SMITH, CLYDE GAYLON, MEMPHIS
SMITH, STANLEY L, MEMPHIS
SMITH, VINCENT D, MEMPHIS

* SMYTHE JR, FRANK WARD, MEMPHIS
SNIDER, CHARLES VAN, MEMPHIS
SNYDER, DOWEN ERVIN, MEMPHIS
SOHM, JOHN J, MEMPHIS
SOLLEE JR, ARTHUR NEYLE, MEMPHIS
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SOLOLA, ABIODUN, MEMPHIS
SOLOMITO, VINCENT LEE, MEMPHIS
SOLOWAY, MARK STEPHEN, MEMPHIS
SPIOTTA, EUGENE JOS, MEMPHIS
SPIOTTA JR, EUGENE J, MEMPHIS
SPIOTTA, LARRY B, MEMPHIS

* SPRUNT, DOUGLAS H, MEMPHIS
STANFORD, JAMES FRANKLIN, MEMPHIS
STANFORD, CARL COOPER, MEMPHIS
STANLEY JR, THOS V, MEMPHIS
STARK, RAY SINGLES, MEMPHIS
STARR, JASON LEONARD, MEMPHIS
STEPP, WM PRICE, MEMPHIS
STERN, THOS NEUTON, MEMPHIS
STEVENSON, EDWARD N, MEMPHIS
STEVENSON, CLEO WILSON, MEMPHIS
STEVENSON, ROBIN MALCOLM, MEMPHIS
STEWART, MARCUS JEFFERSON, MEMPHIS
STEWART, SHERRILL BRYCE, MEMPHIS
STEWART JR, CHAS V, GERMANTOWN
STOLLERMAN, GENE H, MEMPHIS

* STRAIN, SAML FREDERICK, MEMPHIS
STRASBERG, GARY DAVID, MEMPHIS
STRATTON, HENRY THOS, MEMPHIS

* STREETER, ALBERT NOLEN, MEMPHIS
STUBBLEFIELD, ROBT J, MEMPHIS
SULLIVAN, JAY MICHAEL, MEMPHIS
SULLIVAN, JOS ALBERT, MEMPHIS
SUMMIT!, ROBT LAYMAN, MEMPHIS
SUTHERLAND III, ARTHUR J, MEMPHIS

* SUTLIFF, WHEELAN D, MEMPHIS
SWEENEY, PATRICK JOHN, MEMPHIS
SYDNOR JR, ELMER W, MEMPHIS
TABOR, OWEN BRITT, MEMPHIS
TACKET, HALL SANFORD, MEMPHIS

‘TALLEY, BYRON SHADRACH, MEMPHIS
TANENBAUM, MARK HARRIS, MEMPHIS

* TAYLOR, ROBT CLARKE, MEMPHIS
TAYLOR III, HERBERT A, MEMPHIS
TAYLOR JR, WM WOOD, MEMPHIS
TAYLOR, EDWIN OSCAR, MEMPHIS
TEAGUE, PAUL FORD, MEMPHIS
TEJWANI, INDURANI A, MEMPHIS
TEMPLETON, JOHN WAGGONER, MEMPHIS
TEMPLETON, TERRY P, MEMPHIS
TERHUNE, RONALD LYTLE, MEMPHIS
TERRY, LEON CASS, MEMPHIS
THOMAS, MICHAEL CHUMLEY, SHREVEPORT, LA
THOMAS JR, LLOYD R, MEMPHIS
THOMPSON, TERRY L, MEMPHIS
THOMPSON, PAUL ANDREW, MEMPHIS
THRELKELD, WM CLEAGE, MEMPHIS
TICKLE, SAML MILTON, MEMPHIS
HELENS, DON RAYMON, MEMPHIS
TONKIN, INA L D, MEMPHIS
TONKIN, ALLEN K, MEMPHIS
TOOMS, ROBT EDWIN, MEMPHIS
TOSH, JOHN WILLIAMS, MEMPHIS
TOWNES, ALEXANDER S, MEMPHIS
TOWNSEND III, ARTHUR MELVIN, MEMPHIS
TREW, GARY F, MEMPHIS

* TRIPP, ALVIN BRUSH, MEMPHIS
TRUMBULL, MERLIN LEE, MEMPHIS
TULLIS, KENNETH FRANK, MEMPHIS

* TULLIS JR, I FRANK, MEMPHIS
TURLEY JR, HUBERT KING, MEMPHIS
TURLEY JR, JOHN C, MEMPHIS
TURLEY III, JOHN C, MEMPHIS
TURMAN, PRENTISS A, MEMPHIS
TURNBULL JR, STEVE H, MEMPHIS

* TURNBULL, RANDOLPH B, MEMPHIS
TURNER, JAN LEWIS, MEMPHIS
TURNER, GEO RANDOLPH, MEMPHIS
TYLER, LOUIS EDWARD, MEMPHIS
TYRER JR, AUSTIN ROY, MEMPHIS

* TYSON JR, WM T, MEMPHIS
UPSHAW, JEFFERSON DAVIS, MEMPHIS
UPSHAW, JAMES JERRY, MEMPHIS
USDAN, DAVID AARON, MEMPHIS
UTKOV, EDMUND S, MEMPHIS

* VACCARO, EUGENE A, MEMPHIS
VAN FOSSEN, HELEN KEY, MEMPHIS
VANDEN BRINK, KEITH DWAIN, MEMPHIS

* VARNER, CLAUDE FERRELL, MEMPHIS
VERNER, WALTER EUGENE, MEMPHIS

* VERNON, LEONARD JOS, MEMPHIS
VICK, SIDNEY D, MEMPHIS
VICK SR, EDWARD GRANT, MEMPHIS
VIEN, NGUYEN LUU, MEMPHIS
VIERON, LEONIDAS NICHOLAS, MEMPHIS
VILVARAJAH, V I SU VA L I NG AM , MEMPHIS
VINCENT, JOHN ROBT, MEMPHIS
VOOKLES, JOHN THORN, MEMPHIS
WADE, DAVID EVERETT, MEMPHIS
WAKHAM, JAMES DALE, MEMPHIS

* WALKER, LILLIE C, LITTLE SWITZERLAND, NC
WALKER, FRANCES CAROLYN, MEMPHIS
WALKER JR, WM W, MEMPHIS
WALKER, RICHARD PARISH, MEMPHIS
WALKER, JAMES WAKEFIELD, MEMPHIS
WALKER JR, PARKS W, MEMPHIS

* WALLACE, JAMES ASHFORD, MEMPHIS
WALLACE, FRED C, MEMPHIS
WALLACE, PETER B, MEMPHIS
WANDERMAN, RICHARD G, MEMPHIS
WARDLAW, LEE LYLE, MEMPHIS
WARR, OTIS S, MEMPHIS
WARR III, OTIS SUMTER, MEMPHIS

WATKINS, WM W, MEMPHIS
WEBB JR, WILLIAM L, MEMPHIS
WEBBER, BEN PORTER, MEMPHIS
WEBER III, ALVIN JULIAN, MEMPHIS
WEBER, BILL CARL, MEMPHIS
WEEMS, JEROME J, MEMPHIS
WEEMS, THOS DOYLE, MEMPHIS
WEEMS, JOS LELL, MEMPHIS
WEIR JR, ALVA BOWEN, MEMPHIS
WEIR III, ALVA BOWEN, MEMPHIS
WELDEN, STEPHEN WARD, MEMPHIS
WELLS, VAN HENRY, MEMPHIS
WENDER, HERBERT B, MEMPHIS

* WENER, SAML I, MEMPHIS
WENNEMARK, JAMES R, GERMANTOWN
WENTZ, DENNIS KEITH, NASHVILLE
WENTZ, ANNE C, NASHVILLE
WESBERRY, JESSE MALPASS, MEMPHIS
WEST, WILLIAM H, MEMPHIS
WEST, HAROLD MAXELL, MEMPHIS
WEST, THOS LA FOLLETTE, MEMPHIS
WESTMORELAND, DANIEL K, MEMPHIS
WEXLER, RAYMOND H, MEMPHIS
WHEAT, WENDELL T, GERMANTOWN
WHITAKER, JOHN NICHOLAS, MEMPHIS
WHITE, CHAS EDWARD, MEMPHIS
WHITE JR, JAMES HAROLD, MEMPHIS
WHITE III, THOS JEFFERSON, MEMPHIS
WHITE, FRANK OUIS, MEMPHIS
WHITE, WM GUERIN, MEMPHIS
WHITEHEAD, WM JERRY, MEMPHIS
WHITINGTON, GENE L, MEMPHIS
WHITLOCK, LAWRENCE WAYNE, MEMPHIS
WHITTEMORE, WENDELL L, MEMPHIS
WIEDER, SHELDON, MEMPHIS
WIENER, ISADORE DAVID, MEMPHIS
WIENER, ROBT ALAN, MEMPHIS
WILDER, WM WIGGINS, MEMPHIS
WILHITE, JOE LYNN, MEMPHIS
WILKINSON, EPHRIAM BAILEY, MEMPHIS

* WILLIAMS, TERRY JEFF, MEMPHIS
WILLIAMS, ROBT D B, MEMPHIS

* WILLIAMS, HORACE GLENN, MEMPHIS
WILLIAMS, PAUL HERBERT, MEMPHIS
WILLIAMS, VAN RALPH, MEMPHIS
WILLIAMS, BEVERLY JEAN, MEMPHIS
WILLIAMS, LINKWOOD, MEMPHIS
WILLS, GORDON LEE, MEMPHIS
WILLS, JOHN ROSS, MEMPHIS
WILSON, ARTHUR JAMES, MEMPHIS

* WILSON, JAMES E, MEMPHIS
WILSON, JOHN MC OUISTON, MEMPHIS
WILSON, HARRY WILLIAMSON, MEMPHIS
WILSON JR, JAMES EDWARD, MEMPHIS
WILSON, JOHN MC CULLOUGH, MEMPHIS
WILSON, DONALD BRUCE, MEMPHIS
WITHERINGTON, JAMES B, MEMPHIS
WITHERINGTON III, JAMES B, MEMPHIS
WOLF, RODNEY YALE, MEMPHIS
WOOD, MATTHEW W, MEMPHIS
WOOD, THOS OVAL, MEMPHIS
WOOD II, GEORGE W, MEMPHIS
WOODALL JR, JESSE C, MEMPHIS
WOODBURY, LINDA L PLZAK, MEMPHIS
WOODBURY, GEO ROBT, MEMPHIS
WOOLLEY, CLIFTON WARD, MEMPHIS
WOOTEN, RICHARD LINDSEY, MEMPHIS
WORKMAN JR, CLAUDE H, MEMPHIS
WORRELL, JERRY LEWIS, MEMPHIS
WRENN JR, EARLE L, MEMPHIS
WRIGHT, DANA JOHN, MEMPHIS
WRIGHT II, PHILLIP E, MEMPHIS
WRIGHT JR, LEONARD D, MEMPHIS
WRIGHT JR, FRED GRAVES, MEMPHIS
WRUBLE, LAWRENCE DAVID, MEMPHIS

* WURZBURG, HENRY, MEMPHIS
YATES, CLAUDE FRANK, MEMPHIS
YATES, LINDA KAY, CORDOVA
YOUNG JR, JOHN D, MEMPHIS
YOUNG, JACK G, MEMPHIS
YUKON, GORDON, MEMPHIS
ZANELLA JR, JOHN, MEMPHIS
ZANONE, MICHAEL T, MEMPHIS
ZEE, PAULUS, MEMPHIS

* ZUSSMAN, BERNARD M, MEMPHIS

MONROE COUNTY MEOICAL SOCIETY

ALLEN, JAMES LESTER, SWEETWATER
BARNES, JAMES HARDIN, SWEETWATER
CASEY, ROBERT REID, SWEETWATER
EVANS, THOMAS S, SWEETWATER
GETTINGER, JOSHUE S, MAOISONVILLE
HARVEY, WILLIAM L, MAOISONVILLE
HYMAN JR, ORREN WILLIAMS, SWEETWATER
LEVIN, BARBARA ANN, MAOISONVILLE
LOWRY, TELFORD A, SWEETWATER
LOWRY, FRANK H, MAOISONVILLE
MC 6UIRE, HORACE MOHLER, MAOISONVILLE
NESS, JAMES W, TELLICO PLAINS
PARSONS, CAROLYNN A, TEN MILE
SNYDER, EDWARD DUNCAN, SWEETWATER

* YOUNG, JOS EDGAR, SWEETWATER

MONTGOMERY COUNTY MEDICAL SOCIETY

ATKINSON, EDWARD R, CLARKSVILLE
AUSTIN III, RICHARD B, CLARKSVILLE
BARRETT, R T, CLARKSVILLE
BELLENGER, JAMES F, CLARKSVILLE
BOYD, ALTON REUTHER, CLARKSVILLE
BREWER, CARLOS B, CLARKSVILLE
BUSBEE III, GREER ALBERT, CLARKSVILLE
BUSH, JOEL GREGORY, CLARKSVILLE
CARRI6AN, VERNON M, CLARKSVILLE
CUNNINGHAM JR, THOS M, CLARKSVILLE
OOANE JR, SAML N, CLARKSVILLE
DURRETT JR, DAWSON W, CLARKSVILLE
FARRAR, JAMES THOS, CLARKSVILLE
GARDNER, DON F, CLARKSVILLE

* GREEN, MACK MACON, CLARKSVILLE
» GRIFFIN, V H, CLARKSVILLE

GULLETT, DAVID LAIRD, CLARKSVILLE
HALL, BILLY T, CLARKSVILLE
HALL, MICHAEL STANLEY, CLARKSVILLE
HAMPTON, JAMES EDWARD, CLARKSVILLE
HEPLER, THOMAS K, ROBINSON, IL
HONG, DOUG UN, CLARKSVILLE
HUDSON III, WILLIAM D, CLARKSVILLE
HUDSON, ROBERT W, CLARKSVILLE
IGLEHART, BRYAN T, CLARKSVILLE
JACKSON, DON JOBE, CLARKSVILLE
JORDAN, EDWIN CONSTANTINE, CLARKSVILLE
KENNEDY, HOWARD R, CLARKSVILLE
KOEHN JR, ROBT C, CLARKSVILLE
KURITA, GEORGE I, CLARKSVILLE
LEDBETTER JR, JOHN H, CLARKSVILLE
LEDBETTER, BUFORD B, CLARKSVILLE
LEE, ROBT HENRY, DOVER
LEMOINE, FRITZ F, CLARKSVILLE
LETT, JAMES C, ERIN
LIGON, DOUGLAS WISTER, ERIN
LIMBAUGH JR, JAMES W, CLARKSVILLE
LOWE JR, REGINALD S, CLARKSVILLE
LUTON, OAKLUS SAML, CLARKSVILLE
LYLE, WM GREEN, CLARKSVILLE
MC CAMPBELL, FRANK G, CLARKSVILLE
MILAM, JAMES ROBT, CLARKSVILLE
miles JR, JOS WM, CLARKSVILLE
MITCHUM, ALBERT JACKSON, ERIN
MONTGOMERY, TONY JOHNSON, CLARKSVILLE
MOREHEAD, V TUPPER, CLARKSVILLE
PEACHER, TERRY GENE, CLARKSVILLE
PEDIGO, WILLIAM J, CLARKSVILLE
PETERSON, KEITH D, CLARKSVILLE
PORTER, DOUGLAS DWIGHT, CLARKSVILLE
PRINE JR, WM WESLEY, CLARKSVILLE
RICHARDSON, DONALD RAY, CLARKSVILLE

* ROSS, JOHN W, CLARKSVILLE
SELF, NICHOLAS BARRETT, CLARKSVILLE
SILER, RITA ANNE, CLARKSVILLE
SILVEY, GARY LYNN, CLARKSVILLE
SMITH, JAMES ROY, CLARKSVILLE
TITUS, WILLIAM P, CLARKSVILLE
VANN, HAROLD FRANCIS, CLARKSVILLE
VERMILLION, R J, CLARKSVILLE
WALKER, J R, CLARKSVILLE
WALL JR, WM H, CLARKSVILLE
WILSON, FRANK, CLARKSVILLE
WOODALL, JESSE C, TRENTON, KY
WRIGHT JR, JOHN FAY, CLARKSVILLE
YOUNG JR, RICHARD WILSON, CLARKSVILLE

NORTHWEST TENNESSEE ACADEMY
OF MEDICINE

ACREE, WM B, RIDGELY
AKINS JR, CHAS WESLEY, UNION CITY
ALGEE JR, WYATT R, DYERSBURG
AVERY, JAMES KELLEY, UNION CITY
BAIRD, JESSE P, DYERSBURG
BANKS, THOS V, DYERSBURG
BEALE, HOBART H, MARTIN
BLANTON III, MARVIN A, UNION CITY
BROWN, BRUCE B, UNION CITY
BUTLER JR, ARDEN JONES, RIPLEY
BUTLER, HAROLD DEE, UNION CITY
CAMERON, ROBT LYNN, UNION CITY
CAMPBELL, JOE, UNION CITY
CARR, KENNETH, MARTIN
CLENDENIN JR, ROBT E, UNION CITY
CONNELL, JOS DONALD, DYERSBURG
COOK, DAVID CLEO, UNION CITY
DAVID, WALTER E, DYERSBURG
DODD, HALBERT B, UNION CITY
DUNCAN, WM LLOYD, MARTIN
ESCARCEGA, RODRIGUEZ R, UNION CITY
FARRIS, LARRY MC NEAL, RIPLEY
FREEMAN, GORDON, DYERSBURG
GARY, DAN CARMACK, UNION CITY
GREEN JR, DANL PARKER, DYERSBURG
HARRINGTON, ROBT LEE, DYERSBURG
HAYNES JR, DOUGLAS B, DYERSBURG
HILL, CHESLEY HESTER, TROY
HILL, ROBERT PAUL, TROY
HOWARD, JOHN D, MARTIN
HUNTER, JOHN R, UNION CITY
INCLAN, AURELIO PETER, DYERSBURG
JERNIGAN, JERRY MARSHALL, DYERSBURG
JETER, ROBT MC KENZIE, GLEASON
JOHNSON, THOMAS W, KANSAS CITY, MO
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JOHNSON, ELOIETT, OYERSBURG
JOHNSON, SUSAN MCDANIEL, MARTIN
JONES, LAURENCE HALLER, UNION CITY
KERR, ROBT THOMPSON, OYERSBURG
KING, ELTON AARON, OYERSBURG
KINGSBURY JR, EOHARD P, UNION CITY
LATIMER JR, ROBT G, UNION CITY
LAWRENCE, ROY FINCH, UNION CITY
LEWIS, RODGER PATRICK, UNION CITY
LYERLY, DONALD NEWTON, OYERSBURG
MOORE, JAMES CHALMERS, OYERSBURG
MOORE JR, OLYN FRED, OYERSBURG

* MORRIS, EARL MC CALL, UNION CITY
MURPHY, VENABLE ARTIS, TRIMBLE
NOONAN, JAMES ROTHHELL, OYERSBURG
PALMER JR, EDMUND T, HALLS
PHILLIPS, HM LEROY, NEHBERN
POLK, JAMES HALTER, UNION CITY
PORTER, IRA FORD, MARTIN
PORTER, NATHAN F, GREENFIELD
QUILTY, CHARLES L, HALLS
RAGSDALE, JAMES HOWARD, UNION CITY
REAVES, JOHN ANDREW, OYERSBURG
REYNOLDS, JAMES RALPH, OYERSBURG
ROBBINS, BILLY GERALD, RIPLEY
RYAN, MICHAEL, UNION CITY
SANNER, ROBERT F, UNION CITY
SCHLEIFER III, GROVER F, UNION CITY
SHORE, JAMES HM, MARTIN
SMITH JR, 0 KAY, MARTIN
SMITH, JAMES HERMAN, OYERSBURG
SMITH, DAVID ANDREW, MARTIN
SMYTHE, EDWARD BARTLETT, TIPTONVILLE
TAYLOR, RICHARD DAVID, OYERSBURG
THOMPSON, THOS REECE, OYERSBURG
THORNTON JR, W I, OYERSBURG
THURMOND, ENOS C, MARTIN
TORPOCO ORTIZ, JESUS, OYERSBURG
TUCKER, HM HENRY, RIPLEY
VECIANA, JOSE A, MARTIN
WARNER, LYNN ANDREW, OYERSBURG
WATSON, LYDIA VIOLA, OYERSBURG
WEBB, CLAUDE RAYMOND, RIPLEY
WELLES JR, EDWARD H, DRESDEN
WOLFE, JOSEPH H, OYERSBURG
YOUNG JR, ROBT ROGER, UNION CITY

OVERTON COUNTY MEDICAL SOCIETY

CLARK, MALCOLM E, LIVINGSTON
COPELAND, BILLY HAROLD, BYRDSTOHN
NORRIS, DENTON D, LIVINGSTON
QUARLES JR, HILL G, LIVINGSTON
ROE, JACK MICHAEL, LIVINGSTON
SHIPLEY, JERRY LYNN, LIVINGSTON

PUTNAM COUNTY MEDICAL SOCIETY

BARNARD JR, VAUGHN N, COOKEVILLE
BARNES, SAM TAYLOR, COOKEVILLE
BREYER, JAMES LEONARD, COOKEVILLE
CHAPIN, FREDERICK J, COOKEVILLE

* CLARK, JACK L, COOKEVILLE
COOK, WM N, NASHVILLE
CRABTREE, JOHN DENNIE, COOKEVILLE

* CRAIN, T M, SAN RAMON, CA
DE BERRY, JAMES T, COOKEVILLE
DERRYBERRY, HALTER E, COOKEVILLE
DOUGLAS, DALE E, COOKEVILLE
FRANCIS, HM CLARK, COOKEVILLE
GORYL, STEPHEN V, COOKEVILLE
HASSLER, LLOYD R, COOKEVILLE
HUMPHREY, HM MERRITT, COOKEVILLE
JONES JR, CLARENCE LEE, COOKEVILLE
JORDAN III, CHAS EDWARD, COOKEVILLE
LAWRENCE, THOMAS L, COOKEVILLE
LIMBACHER, JOHN P, COOKEVILLE
LOWE, JERE H, COOKEVILLE
MOORE JR, JOHN T, ALGOOD
PANZER, JAMES DAVID, COOKEVILLE
PRYOR, BOYCE BOWEN, COOKEVILLE
SHAH JR, JAMES HM, COOKEVILLE

* SHIPLEY, THURMAN, COOKEVILLE
STUBER, HARRY L, COOKEVILLE
TALMAGE, JAMES B, COOKEVILLE
TANSIL, DONALD WAYNE, COOKEVILLE
TAYLOR, HM SNODGRASS, COOKEVILLE
TIONGSON, NORA BOLANOS, CELINA
TIONGSON, RODRIGO VERZOSA, CELINA
VERASTEGUI, EMILIO, COOKEVILLE
WAHL, JOSEPH H, COOKEVILLE
WEST, ROBERT R, COOKEVILLE
WILLIAMS, CLAUDE M, COOKEVILLE
WOLFE, KATHERINE G, MONTEREY
WOMACK III, CHARLES T, COOKEVILLE
ZIMMERMAN JR, GUY, COOKEVILLE

ROANE-ANDERSON COUNTY
MEDICAL SOCIETY

AHLER, ALBERT JULIAN, HARRIMAN
BARRY, FREDERICK JAMES, OAK RIDGE
BEARD, ALICE C ANDERSON, KINGSTON
BEDHELL, WILLIAM HOWARD, OAK RIDGE
BIGELOW, ROBT RAMSEY, OAK RIDGE
BISHOP, ARCHER H, CLINTON

BRANTLEY, RICHARD GREEN, OAK RIDGE
BROWN JR, GERON, OAK RIDGE
BUNICK, ELAINE MARIE, OAK RIDGE
CALDWELL, MARVIN GENE, OAK RIDGE
CAMP, ROBERT BRADFORD, OAK RIDGE
CAMPBELL, CHAS LYNN, OAK RIDGE
CAMPBELL, BYRON DOUGLAS, KINGSTON
CARABIA, ALEX GARCIA, OAK RIDGE
CASTER, C NICHOLAS, COALFIELD
COREA, CHAS JOS, HARRIMAN
CREWS, JOHN PEARCE, OAK RIDGE
CUNNINGHAM, ELBERT C, HARRIMAN
DABBS, C HARWELL, ROCKHOOD
DARLING JR, CHAS ELLETT, OAK RIDGE
DE PERSIO, ROBT E, OAK RIDGE
DE PERSIO, JOHN D, OAK RIDGE
DE VEGA, ARMANDO FERNANDO, OAK RIDGE
DEW, RICHARD ALLAN, OAK RIDGE

* DINGS, PARLEY MARTIN, CLINTON
DRY, LAURENCE REVELLE, OAK RIDGE
DUNLAP, ROBT HEYER, OAK RIDGE
EVERSOLE JR, EARL, OAK RIDGE
FOOTE, CLARY P, HARRIMAN
FORTNEY, T GUY, OAK RIDGE
FULLER, THOS ASBURY, ROCKHOOD
GENELLA JR, FRANK H, OAK RIDGE
GILLESPIE, JAMES TRIGG, OAK RIDGE
GOSHITZ, FRANCIS ANDREW, OAK RIDGE
GOSHITZ, HELEN A VODOPICK, OAK RIDGE
GOHDER, TIMOTHY DENNIS, OAK RIDGE
GRAUSE, THOS J, OAK RIDGE
GURNEY, CHAS BRYSON, OAK RIDGE
HARDY, WM P, OAK RIDGE
HARTMAN, DONALD LEE, OAK RIDGE
HEALD, DAVID GRANT, OAK RIDGE
HEDDEN JR, HENRY, CLINTON
HELLMANN JR, ROBERT S, HARRIMAN
HENDRIX, ERNEST LEE, OAK RIDGE
HICKS, WM MC KINDREE, CLINTON
HILTON, JAMES ISAIAH, OAK RIDGE
HOLBERT, THOMAS R, OAK RIDGE
HOSTETLER, HERBERT J, OAK RIDGE
HOWARD, ROBT G, OAK RIDGE
HUBNER, KARL FRANZ, OAK RIDGE
JENKINS, THOS ARTHUR, OAK RIDGE
JERNIGAN, JOHN FORREST, OAK RIDGE
JOHNSON, RAYMOND A, OAK RIDGE
JONES, H STRATTON, HARRIMAN
KAEBNICK, ERNEST ELLIOTT, OAK RIDGE
KERLEY, HAROLD EUGENE, OAK RIDGE

* KILLEFFER, LOUIS A, HARRIMAN
KING, HERSCHELL KERN, OAK RIDGE
KING, AVERY PARSONS, OAK RIDGE
KRISHNAN, LALITA, OAK RIDGE
LEW, IRA EUGENE, OAK RIDGE
LOCKETT, LYNN FREELS, OAK RIDGE
LOY, WM ALLEN, OAK RIDGE
LUCKMANN, KENNETH F, OAK RIDGE
LUSHBAU6H, CLARENCE C, OAK RIDGE
LYNNES, HOWARD M, ROCKHOOD
LYON, JOS STONE, OAK RIDGE
MASSEY, SAML OLIVER, OAK RIDGE
MC LAUGHLIN, VICTOR WAYNE, OAK RIDGE
MC NEELEY, SAML GENE, NORRIS
MCMAHON, CLETUS JOSEPH, OAK RIDGE
MILLER JR, KENNETH T, OAK RIDGE
MOORE, RICHARD J, FAYETTEVILLE, NC
PALATINUS, JOS, OAK RIDGE
PALMER, ETNA LITTLE, OAK RIDGE
PRESTON, LEWIS FREDERICK, OAK RIDGE
PUGH JR, WM W, OAK RIDGE
RAGAN, CHAS JULIAN, OAK RIDGE
REID, FRANCIS R, OAK RIDGE
RICKS, PHILLIP M, OAK RIDGE
ROMBERGER, JAMES A, HARRIMAN
ROMBERGER, MILDRED K, HARRIMAN
ROUSE, JAMES M, 9AK RIDGE

* RULEY, HENRY B, OAK RIDGE
RUSHTON JR, FRANCIS E, HARTBURG
SEAY, DAVID WORRELL, OAK RIDGE

* SENSENBACH, CHAS WILLIS, OAK RIDGE
SHEELY, LOWRY LINDSEY, OAK RIDGE
SIGMAR, LISELOTTE E, OAK RIDGE
SISK, JOHN R, HARRIMAN
SMALLEY, LEE ALAN, OAK RIDGE
SNODGRASS, JOHN VASS, ROCKHOOD
SPRAY, PAUL ELLSWORTH, OAK RIDGE
STANLEY, DAVID GRANVILLE, OAK RIDGE
STEVENS III, GEO MILLER, OAK RIDGE

* SULLIVAN JR, CHAS RENNE, OAK RIDGE
THOMAS, DANL MARTIN, CLINTON
TITTLE, JOE EVAN, OAK RIDGE
TURNER, PHILLIP WAYNE, OAK RIDGE
UPCHURCH, DAVID THOS, OAK RIDGE
VAN HOOK, STONEWALL J, OLIVER SPRINGS
WALTERS, WM GARY, OAK RIDGE
WELCH JR, JOHN WM, OAK RIDGE
WILLETT, DWIGHT H, HARTBURG
WILSON, ROBT EARL, KINGSTON
ZANOLLI, GINO, OAK RIDGE

ROBERTSON COUNTY MEDICAL SOCIETY

BASSEL, JOHN BURR, SPRINGFIELD
ELDER, ROBT H, CEDAR HILL
HAYES, WARREN G, SPRINGFIELD
JACKSON, JOHN MC REYNOLDS, SPRINGFIELD

KUMAR, SARBJEET SINGH, SPRINGFIELD
LOONEY, CARROLL MEDLEY, SPRINGFIELD
MILAN, EDITA, WHITE HOUSE
PROCTOR, GEO THOS, SPRINGFIELD
QUARLES, JAMES RICHARD, SPRINGFIELD
RAMSEY, ORA WAYNE, CROSS PLAINS
SATPATHY, PANCHANAN, SPRINGFIELD

* STONE, HM PIPKIN, SPRINGFIELD
TURNER, JOHN BUNYAN, SPRINGFIELD
WEBSTER, RAYMOND HARRIS, SPRINGFIELD

* HILKISON, JOHN EDWIN, SPRINGFIELD

RUTHERFORD COUNTY/STONES RIVER

ACADEMY OF MEDICINE

ABERNATHY, JAMES PAUL, MURFREESBORO
ADAMS, CARL E, MURFREESBORO
AKIN, HAROLD THOS, MURFREESBORO
ALEXANDER, JOHN HUTCHINS, MURFREESBORO
ALLEN, JAMES THOS, MURFREESBORO
BAILEY, JOS C, MURFREESBORO

* BARHAM, HM STANLEY, MURFREESBORO
BELL, RICHARD BRYAN, MURFREESBORO
BOND, F P, MURFREESBORO
BOX, JAMES T, MURFREESBORO
BRYANT, WM ARTHUR, WOODBURY
BRYANT, RODNEY CRAIG, WOODBURY
BUTLER JR, HENRY K, MURFREESBORO
CAMPBELL, JERRY NEAL, MURFREESBORO
CARTER III, SAM FRANK, MURFREESBORO
COHEN, HENRY A, MURFREESBORO
CUNNINGHAM, JOHN THOS, MURFREESBORO
DAVISON, BERNARD S, MURFREESBORO
DIXON, JOHN HERMAN, MURFREESBORO
DODD, DAVID T, MURFREESBORO
DYER, H LORNE, FRANKLIN
ESTES, PAUL CASEY, MURFREESBORO
GARNER JR, JAMES WM, MURFREESBORO
GARRISON JR, SIDNEY C, MURFREESBORO
GARRISON, RUFUS J, MURFREESBORO
GILBERT, SIDNEY L, MURFREESBORO
GOODMAN JR, CHAS EDWARD, MURFREESBORO
GREEN, RICHARD E, MURFREESBORO
HACKMAN, ROBT HENRY, MURFREESBORO
HAY, SAML HUTSON, MURFREESBORO
HEFFINGTON JR, CHAS A, MURFREESBORO
HESTER, GEORGE STEPHEN, MURFREESBORO

* HOLLOHELL, ROBT DEWEY, VENICE, FL
HUDSON, DAVID LEE, MURFREESBORO
HUNT, KENNETH DALE, MURFREESBORO
HUTCHISON, NORTON H, BELL BUCKLE
JOHNS, OSCAR THOMAS, MURFREESBORO
KAUFMAN, JAMES KENNETH, MURFREESBORO
KENDALL, DOUGLAS WARREN, MURFREESBORO
KENDALL, ROBT LEON, MURFREESBORO
KNIGHT, JOS C, MURFREESBORO
KNIGHT, ROBT TAVEL, MURFREESBORO
LAVELLE JR, HERMAN G, MEMPHIS
LEE, SEUNG HOO, MURFREESBORO
LEWIS, CHAS WINGO, MURFREESBORO
LOVELACE, FRED ROYCE, MURFREESBORO

* MOORE, RALPH B, HARLINGEN, TX
MURFREE, MATT B, MURFREESBORO

* MYERS, RUSSELL E, WOODBURY
MYERS, FREDERICK J, WOODBURY
NUNNERY, JAMES A, MURFREESBORO
ODOM, EUGENE PORTER, MURFREESBORO
ODOM, STEPHEN GUY, MURFREESBORO
RANSOM, ROBT GEO, MURFREESBORO
REUHLAND, LEON LOVON, WOODBURY

* ROSBOROUGH, WM DANL, MURFREESBORO
SANDERS, ROBT SMITH, MURFREESBORO
SHACKLETT, WM WHITE, MURFREESBORO
SMITH, WM RADFORD, MURFREESBORO
SMITH, CHAS DAWES, MURFREESBORO
SMITH, GEO WILBURT, MURFREESBORO
STARRETT, JAMES ALAN, MURFREESBORO
TENPENNY, JAMES W, MURFREESBORO
TOLBERT, E C, MURFREESBORO
TUMA, ROBERT PAUL, MURFREESBORO
TURNER, THOS A, MURFREESBORO
TURPIN JR, B P, MURFREESBORO
WARNER, BARTON WAYNE, MURFREESBORO
WHITEMAN, JULES ALAN, MURFREESBORO
WILLIAMS, OLIN OLIS, MURFREESBORO
WITT, TERRY JAMES, MURFREESBORO
WOLF, HERBERT RICHARD, WOODBURY
YOUNG JR, JESSE HOWARD, MURFREESBORO

scon COUNTY MEDICAL SOCIETY

COFFEY, DAVID B, ONEIDA
KLINE, GEO LITTON, ONEIDA
LEEDS, HORACE MOTT, ONEIDA
MC DONALD, ROY LACHLAR, ONEIDA
THOMPSON, MILFORD, ONEIDA

SEVIER COUNTY MEDICAL SOCIETY

* BROADY, ROBT A, SEVIERVILLE
CHAFFIN, DAVID C, SEVIERVILLE
JACOBS JR, JOHN C, SEVIERVILLE
KIDD JR, CHARLES E, SEVIERVILLE
MCGAHA, SAMUEL W, SEVIERVILLE
ROACH, CHARLES L, SEVIERVILLE
TOLLEY, VINCENT BLANE, SEVIERVILLE
VAN ARSDALL, JAMES R, SEVIERVILLE
WALDROUP, CHAS EDWARD, PIGEON FORGE
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SMITH COUNTY MEDICAL SOCIETY

BRATTON, EDGAR K, HARTSVILLE
GREEN, HUGH E, CARTHAGE
PETTY, DAVID G, CARTHAGE
ROE, JOHN MARVIN, CARTHAGE
RUTHERFORD JR, FRANK T, CARTHAGE

SULLIVAN-JOHNSON COUNTY
MEDICAL SOCIETY

ADAMS, WESLEY F, BRISTOL
ALLEY, EDMOND LYNN, KINGSPORT
ASPLEY, DONALD BRUCE, COLUMBIA, SC

* BACHMAN, HARRY WILSON, BRISTOL
BACHMAN JR, HARRY WILSON, BRISTOL
BAKER, RICHARD DUDLEY, KINGSPORT
BALES, DONALD W, KINGSPORT
BENNING, THOMAS R, KINGSPORT
BICE, CHAS ROBT, KINGSPORT
BLANTON JR, FRANK S, BRISTOL
BLAZIER, JOHN KENT, KINGSPORT
BLEVINS, BALLARD HOUSTON, KINGSPORT
BOCKIAN, HERBERT HAROLD, BRISTOL

* BOLES, JAMES H, KINGSPORT
BOOKOUT, J MICHAEL, KINGSPORT
BOOZE, GEO WM, KINGSPORT
BOYD, ARTHUR MORGAN, KINGSPORT
BOYLE, GARY, BRISTOL
BRINKLEY, BILLY BOOTH, BRISTOL
BROCK JR, HOWARD THOS, KINGSPORT
BROGLIO, ANTHONY LEE, BRISTOL
BROOKSHIRE JR, PAUL F, KINGSPORT

* BROWN, ROBT H, KINGSPORT
BROWN, HENRY JAMES, KINGSPORT
BUCHANAN, FRANKLIN T, BRISTOL
BUDOINGTON, RICHARD S, BRISTOL
BURMEISTER, DOUGLAS GLEN, KINGSPORT
BUTTERWORTH JR, JACKSON, BRISTOL
BYRD, KEITH HAROLD, KINGSPORT
CALCOTE, CLAUDE MC GHEE, BRISTOL
CALDWELL, RONALD DAVID, BRISTOL
CAMERON, DONALD A, KINGSPORT
CARMACK JR, JAMES H, KINGSPORT
CARR, HENRY AUSTIN, BRISTOL
CARTER, LOCKE YANCEY, KINGSPORT
CARTER, EDWARD KENT, KINGSPORT
CATE, JOHN COLUMBUS, KINGSPORT
CHANCE, DONALD PAUL, KINGSPORT
CHAPMAN, CHAS EMMITT, KINGSPORT
CHARTIER, GILBERT JOHN, KINGSPORT
CHEW, NATHANIEL JOHN, BRISTOL
CHIPMAN, DENNIS CLARENCE, KINGSPORT
CHRISTENSEN, ROBT CHAS, KINGSPORT
CLARK, WARNER L, CHURCH HILL
COOPER, JOE BYRON, KINGSPORT
COWAN, BENNETT YOUNG, BRISTOL
COWDEN, DAVID ANTHONY, KINGSPORT
COX, DAVID LEMUEL, KINGSPORT
CRAWFORD, ALVIN S, BRISTOL

* CREDLE, WM SWINDELL, HILTON HEAD, SC
CROCKETT JR, CLAUDE H, BRISTOL
CROWDER, JACK ROBERTS, KINGSPORT
DALLAS, JOHN L, KINGSPORT
DAVE, NIRANJAN JAYANTILAL, WEBER CITY, VA
DAVIS, FLOYD, BLOWING ROCK, NC
DAVIS JR, LEO JAMES, KINGSPORT
DICKERSON, DANL LAWRENCE, KINGSPORT
DIECKMANN, MERWIN R, KINGSPORT
DOTY, ROBT D, KINGSPORT
DYER JR, WM MILLS, KINGSPORT
EARLY, JAMES LAWRENCE, BRISTOL

* EARLY, JULIAN 8, BRISTOL
* ERWIN, J W, BLOUNTVILLE

ESTES, TERRELL C, BRISTOL
* EVERSOLE, WM CLEGG, KINGSPORT

EXUM, WM ALLEN, KINGSPORT
FANKHOUSER, RUSSELL L, BRISTOL
FEIERABEND, R H JR, DUNGANNON, VA

FINCHER, JOHN A JR, BRISTOL
FLANARY, FRANK SEVIER, KINGSPORT
FLEMING, JOE F, KINGSPORT
FLORA, DON ATLEE, KINGSPORT
FULLER, SAMUEL P, BRISTOL
GARFIELD, CLAUDE R, KINGSPORT
GARRIOTT, DAVID KENT, KINGSPORT
GAYLOR, WALTER R, BRISTOL
GEER, ROBT MAC, KINGSPORT
GENDRON, R M, KINGSPORT
GIBSON, JOHN THOS, BRISTOL
GINTHER, JEFFREY P, BRISTOL
GLASGOW, ROBT MORRIS, BRISTOL
GLASS, WILLARD G, KINGSPORT

* GLENN, ROBT ORRUS, MOUNTAIN CITY
GOLDEN, BILLY N, KINGSPORT
GONCE, JOEL D, S U R GO I N S V I L L

E

GONDO, JUAN, KINGSPORT
GREEAR JR, FRED BONHAM, BRISTOL
GREEN JR, WAVERLY S, BRISTOL
GREENE, ELMER ALBERT, KINGSPORT
GRIFFIN, WILLIAM C, KINGSPORT
GRIGSBY JR, WM C, BRISTOL
GRIGSBY, WM PAUL, KINGSPORT
HAAS, EVERETT LEO, BRISTOL
HADDAD, MICHEL NASRI, KINGSPORT
HARRISON JR, WM, KINGSPORT
HARTER, BASIL T, BRISTOL
HEINDEL, CLIFFORD CRAIG, KINGSPORT

HERNANDEZ, GUSTAVO E, KINGSPORT
HOGAN JR, MARSHALL DAVIS, KINGSPORT
HUDSON, WILLIAM DUDLEY, KINGSPORT
HUNTER, RONALD W, GRAY
JACKSON JR, HENRY GUY, KINGSPORT
JAMISON, KING ARCY, BRISTOL
JARVIS, ROY JOE, KINGSPORT
JERNIGAN, ROBT H, KINGSPORT
JONES, ROBT CLARK, KINGSPORT
JONES, MALCOLM MC KINLEY, KINGSPORT
JONES, SAMUEL RIDDLE, KINGSPORT
KEITH, ROBT EARL, KINGSPORT
KELLY, RONALD CLARK, BRISTOL
KEPPLER, C BURTON, KINGSPORT
KIESAU, KENNETH RUDOLPH, KINGSPORT
KIMBRELL JR, FRED TAYLOR, KINGSPORT
KING, JOS AUSTIN, KINGSPORT

* KNAPP, JOHN ALLEN, KINGSPORT
KNICKERBOCKER, FRED RAY, BRISTOL
KRISHNAMOORTHY, S, KINGSPORT
KURRE JR, JOS H, BRISTOL
LANE, DAVID L, N I C K E LS V I LLE , VA
LINK, NELSON EDWARD, BRISTOL
LOWRY, KERMIT, BRISTOL
LYNCH, KENNETH CLYDE, KINGSPORT
MADDOX, ROBT EMORY, KINGSPORT
MALOY, JOS KENNETH, KINGSPORT
MARCY, JOHN ORBURN, BRISTOL
MC CONNELL, FREDRICK GRAY, KINGSPORT
MC COY, JAMES L, KINGSPORT
MC DONOUGH, JOHN R, KINGSPORT
MC FAODIN, JAMES GORDON, BRISTOL
MC GUIRE, JAMES ELDRIDGE, KINGSPORT
MICHALS, HERBERT JAMES, KINGSPORT
MILLER, DAVID, KINGSPORT
MILLER, LEE HOTTER, KINGSPORT
MILLER, JERRY LEE, KINGSPORT
MITCHELL, JOE ELIAS, BRISTOL
MOHLER JR, EBERT M, KINGSPORT
MONGLE, BRUCE WM, BRISTOL
MOONEY, NEIL FRANCIS, BRISTOL
MOORE HI, JOHN H, KINGSPORT
MORIN, J RAOUL, KINGSPORT
MORRISON, PHILIP HAPWORTH, BRISTOL
MORTON, RALPH F, KINGSPORT
MOSRIE, AZETT JIMMIE, KINGSPORT
MOUKHEIBIR, NABIL W, KINGSPORT
MURRAY JR, MARION JULIAN, BRISTOL
NICHOLS JR, JAMES B, KINGSPORT
NICLEY, FLOYD EDWARD, BRISTOL
NORTHROP, ROBERT EDWARDS, KINGSPORT
NOWLIN, WADE HAMPTON, BRISTOL
OLNEY, LA VERNE E, KINGSPORT
OWEN, C RICHARD, KINGSPORT
PATTON, CHARLEY MACK, KINGSPORT
PATTON, ROBT CARROLL, KINGSPORT
PEARSON, RANDALL EUGENE, KINGSPORT
PEAVYHOUSE, JOEL Q, KINGSPORT
PERDUE SR, JOHN MARVIN, KINGSPORT
PETTIGREW, JAMES ANDREW, BRISTOL
POWERS JR, JOHN S, KINGSPORT
PROPPER, NORMAN S, KINGSPORT
REED, JOHN S, KINGSPORT
RENFRO, CLAY ARLEN, KINGSPORT
REPASS, ROBT A, BRISTOL
REYNOLDS JR, LESLIE B, KINGSPORT
RIDGEWAY, NATHAN ALVAH, KINGSPORT
ROBBINS, JEFFREY PHILIP, BRISTOL
ROBERSON, TRAVIS HUBERT, CHURCH HILL
ROBERTSON, KENNETH J, KINGSPORT
ROBINSON, ANTHONY H, KINGSPORT
ROGERS, MALCOLM E, KINGSPORT
ROLEN, ALVIN CURRY, BRISTOL
RUCKER, THOS NELSON, KINGSPORT

RUSSELL, WM LEE, LOOKOUT MTN
SALCEDO, JULIO A, KINGSPORT
SAMBAT, RICARDO D, KINGSPORT
SCHILLING, DAVID E, KINGSPORT
SCHMIDT, WM F, BRISTOL

* SCRIBNER, WALTER E, KINGSPORT
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prosthetic mitral valve thrombosis, failure of auscultation

and echocardiography to detect (*) 11

thrombolytic therapy in thrombosis (si) 721

Case Reports

anemia of uremia: erythropoietin and bone marrow

culture studies 492

aspergillosis, disseminated, antemortem diagnosis by

nasal scraping 805

double pylorus— an unusual complication of peptic

ulcer disease 490

hyperparathyroidism, primary, coincident with

metastatic carcinoma of the prostate 803

CAT Scan of the Month
Behcet’s syndrome 731

cancer of the prostate 115

retroiliac muscle abscess 507

Computerized Tomography (See also CAT Scan)

influence of CAT scanning on diagnosis and mortality

rate of brain abscess(*) 325

Continuing Medical Education

CME accreditation (IM-79) 95

CME and SKI— who is kidding whom?(*) 567

LCCME revisited: the thing is dead— long live

the thing! (ed) 572
straight talk about [CME] (pp) 525

Continuing Medical Education Opportunities . .53, 132,

219, 307, 383, 458, 533, 605, 682, 756, 832, 889
Costs, Health Care (See also Health Care, Nat’l News)
antibiotic cost containment 723

recommendation 37 of the NCCMC, family practice

(IM-79) 272

Death
changing pattern of mortality in private pediatric

practice (*) 561

‘code DNR for the incompetent mentally ill (mj) 663

gift (ed) 596

medical profession and dealing with death (si) 573

medicolegal dilemma of the Mary Northern

case (si) 513

sentinel deaths (IM-79) 331

Dermatology

simmering in the sun (ed) 375

Diabetes

diabetic diarrhea 118

diabetic neuropathic joint destruction 289

guidelines for hj'poglycemic treatment in the

maturity-onset type diabetic (IM-79) 349

symptoms unrelated to diabetes in a diabetic 366

Drug Addiction

hurting in civilization (ed) 210

physician’s responsibility in treating (pp) 209

Drugs
antibiotic cost containment 723

corticosteroids, use in obstructive airway disease 355

drug usage among amateur athletes (IM-79) 335

hypnotic, and treatment of insomnia (IM-79) 437

nonsteroidal anti-inflammatory, nephrotic syndrome

and renal failure associated with use (*) 709

Echocardiography, and auscultation, failure to

detect prosthetic mitral valve thrombosis (*) 11

Editorials 44, 126, 163, 210, 243, 300,

374, 452, 526, 594, 672, 738, 826, 878

EKG of the Month
cardiac enlargement 287

chronic obstructive lung disease 659

heart block 361, 508, 867

myocardial infarction 117

paroxysmal junctional tachycardia 813

pulmonic valvular stenosis 197

tachycardia 581,729

EUenburg, Dr. Luke L.

“friends” and friends (ed) 45

Endoscopy, upper gastrointestinal, 1980 (*) 488
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Environment
environmental carbon monoxide and

hypertension (*) 565

human trash: thrown away or reclaimed? (ed) 595

oh, beautiful for spaciousness (ed) 880

on offal and all that (ed) 597

rape! or, getting yours (ed) 740
sightseeing and lifeseeing (ed) 881

the sinking of leviathan (ed) 301

what solemn pride (ed) 210
Ethics, Medical (See also Medical Jurisprudence)

AMA principles [of medical ethics] 780

evaluation of [medical ethics] (AM-80) 789

medical profession and dealing with death (si) 573

on being a part of the answer (ed) 674
Family Planning, in Tennessee— a 1980 update (*) . . .629

Family Practice

ratio of subjective to objective complaints

seen in (*) 705

Gastrointestinal Disease

double pylorus— an unusual complication of peptic

ulcer disease (cr) 490

upper gastrointestinal endoscopy— 1980 (*) 488

Goodpasture, Dr. Earnest William

on the gentle art of doing nothing in

particular (ed) 828

Health Care (See also AMA, Med. Briefs, NatT. News)

AMA activities in health planning (IM-79) 98

Baron Munchausen’s heirs (ed) 740

changing times (pp) 877

collaborative practice; joining of two professions? (*) . .557

how medicine must face the challenges (*) 253

medical beat— fuzzy futuring (ed) 243

medical issues in the ’80s (*) 244

medicine in the ’80s — a symposium 244

medicine in the ’80s (pp) 373

medicine’s future from the corporate officer’s

viewpoint (*) 249

on fences and turf rights, or, the grass is always

greener (ed) 594

our ideals of progress; let’s make them radiate

(report of AMA president, IM-79) 22

physician guide to home health care (IM-79) 102

the compleat physician (pp) 451

Health Planning (See Health Care)

History

a century of the Tennessee Medical Association (*).... 169

beginnings (ed) 163

come to the celebration (pp) 125

Hospice, a caring concept (pp) 825

Hyperparathyroidism

primary, coincident with metastatic carcinoma of the

prostate (cr) 803

Hypertension

environmental carbon monoxide and (*) 565

IMPACT (See Political Action)

In Memoriam 46, 129, 214, 302, 377, 453,

529, 598, 675, 741, 828, 882

Infectious Diseases

bird roosts and histoplasmosis (ph) 732

Insomnia

hypnotic drugs and treatment of (IM-79) 437

Insurance

group plans for TMA members 609

OB-G and the SVMIC (si) 27

physician reimbursement (AM-80) 792

report to SVMIC policyholders (si) 516

the educated guess; doctors and permanent partial

disability percentage (si) 441

Journal of the Tennessee Medical Association

“we” (ed) 374

Kidney Disease (See Renal Disease)

Legislation

how medicine must face the challenges (*) 253

medical applications and use of marijuana (si) 187

medical beat — fuzzy futuring (ed) 243

medical issues in the ’80s(*) 244

medicine in the ’80s— a symposium 244

medicine’s future from the corporate officer’s

viewpoint (*) 249

where AMA stands on the issues (si) 25

Mail Box 129, 882

Marijuana
medical applications and use of (si) 187

pulmonary risks and therapeutic potentials (IM-79) . . .332

Medical Briefs 60, 145, 229, 292, 387, 540,

611, 689, 761, 837

Medical Discipline

disciplinary actions continue upward trend (si) 466
Medical Education (See also CME)
final report of the ad hoc committee on foreign medical

graduates (IM-79) 265

future directions for (IM-79) 261

use of a videotaped “coping model” for teaching

pelvic examination (*) 635

Medical Grand Rounds, University of Tennessee

angina pectoris, unstable 30

antibiotic cost containment 723

hyperlipidemia and low HDL cholesterol 641

obstructive airway disease, use of corticosteroids in . . .355

ulcerative colitis 191

Zollinger-Ellison syndrome 496

Medical Jurisprudence

code DNR for the incompetent mentally ill 663

Medical News in Tennessee 47, 215, 676, 742, 884

Medicolegal

abortion in proportion (si) 518

code DNR for the incompetent mentally ill (mj) 663

dilemma of Mary Northern case (si) 513

Mental Health (See also Mental Health Report)

evaluation of community mental health centers (IM-79) 338

programs to assist Indochinese refugees (IM-79) 440

the chronic mental patient (IM-79) 344

Mental Health Report, From the Tennessee Department

of Mental Health and Mental Retardation

after graduation: services for mentally retarded adults .510

children and youth 37

DMHMR launches a five-year plan 199

governor’s task force on mental retardation 734

Indochinese refugees in Tennessee 869

prevention— a goal for the ’80s 368

prevention of mental retardation 661

psychosocial approach to brain deterioration 817

road to accessibility 587

services for the elderly (a five-year plan projection) . . .286

services for the mentally retarded 120

Miller, Dr. William 0 884
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Multiple Sclerosis, recent advances in clinical

diagnosis (*) 714

Mycoses
aspergillosis, disseminated, antemortem diagnosis by

nasal scraping (cr) 805

NIH Consensus Development Summary Reports

consensus development: technology assessment at NIH 575

thrombolytic therapy in thrombosis 751

530, 600, 676, 742, 829, 884

Neurology

brain abscess, influence of CAT scanning on

diagnosis and mortality rate (*) 325

multiple sclerosis, recent advances in clinical

diagnosis (*) 714

phantom limb, the nature of (*) 712

New Members 46, 130, 214, 302, 377, 454,

529, 598, 675, 741, 829, 882

Nutrition

dietary fiber (si) 17

Obstetrics

abortion in proportion (si) 518

abortions, legal, in Tennessee 1974-1978 (*) 855

family planning in Tennessee— a 1980 update (*) 629

OB-G and the SVMIC (si) 27

Olympics

best (ed) 300

drug usage among amateur athletes (IM-79) 335

the ostrich in the sandpile (ed) 376

Oncology Grand Rounds, Vanderbilt University

leukemia, acute, in adults . . : 808

limited stage small cell lung cancer 578
radiation pneumonitis 281

small cell lung cancer and paraneoplastic syndromes ..111

Otorhinolaryngology

nasopharyngeal carcinoma, need for a new approach to

management (*) 485

Pediatrics

a cold night in Bogota (si) 20

a little drop of water (ed) 45

changing pattern of mortality in private pediatric

practice (*) 561

Perinatal Program, Tennessee high-risk (ph) 585

Personal News 46, 130, 303, 377, 455, 599,

675, 741, 829, 883

Phantom Limb, the nature of (*) 712

Physician’s Recognition Award Recipients . . . .303, 454,

599, 676, 742, 883

Placement Service 65, 147, 231, 31 1, 389,

473, 545, 615, 691, 765, 839, 899

Political Action (See also Legislation)

IMPACT, a “special interest group” (si) 182

political action or malaise— a choice (pp) 593

wake up, doc! (pp) 671

President’s Page 43, 125, 209, 297, 373, 451,

525, 593, 671, 737, 825, 877

Programs and News of Medical Societies . .48, 130, 530
Public Health Report, From the Tennessee Department of

Public Health

bird roosts and histoplasmosis 732
high-risk perinatal program 585

Radiology Case of the Month (See also X-ray)

bipartite patella 655

extramedullary hematopoiesis 865

intussusception 505

medullary sponge kidney 815

osteochronritis dissecans 583

Paget’s disease of the bone 363

Renal Disease

and nephrotic syndrome associated with use of

nonsteroidal anti-inflammatory drugs (*) 709

anemia of uremia: erythropoietin and bone marrow

culture studies (cr) 492

renal failure secondary to spontaneous atheromatous

microembolism (*) 328

Retirement

on hanging it up (ed) 879

Shapiro, Dr. John Lawton
salute to a teacher (ed) 526

Smoking
no smoking on commercial aircraft (IM-79) 274

Special Items . . .17, 20, 22, 25, 27, 58, 75, 86, 137, 182,

187, 298, 441, 442, 466, 513, 516, 518, 539, 573, 575,

640, 751, 780, 864

Specialty Societies, officers in Tennessee 1980-81 . . . .610

State Volunteer Mutual Insurance Company
(See Insurance)

Tennessee Medical Association

a century of the Tennessee Medical Association (*).... 169

annual meeting timetable 75

beginnings (ed) 163

come to the celebration (pp) 125

community service award, 1980 418

county medical society officers, 1980-1981 471

distinguished service award, 1980 419

highlights of the board of trustees meeting—
January 12, 1980 223

highlights of the board of trustees meetings—
April 9 and 12, 1980 461

highUghts of the board of trustees meeting—
July 13, 1980 680

highlights of the board of trustees meeting—
October 12, 1980 887

house of delegates, composition (annual meeting) . . . .429

house of delegates, index to proceedings

(annual meeting) 398

house of delegates, proceedings (annual meeting) 405

insurance plans, group 609

it’s your association— dictate its course (pp) 43

officers and committees, 1980-1981 467

outstanding physician of the year, 1980 419

salute: TMA auxiliary (pp) 737

Thrombosis (See Cardiovascular Disease)

X-ray of the Month (See also Radiology Case)

esophageal stricture 195

pelvic lipomatosis 35

pulmonary lymphangioleiomyomatosis 657

splenic vein thrombosis 284

Zirkle, Dr. George A., Jr.—the new president (si) . . .298
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An apple a day won’t

keep alcoholism away!

The cilcoholic presents unique, baffling problems in

medical practice. So does the person addicted or

dependent on narcotics, tranquilizers, sedatives or

stimulants. We specialize in acute care and long-term

treatment of these conditions, offering a minimum
28-day program.

Do you have a patient who needs this kind of help?

You probably do because the illness is sneaky. For
more information and guidelines on how to identify

C
ents, write to us.
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